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For the many Vanderbilt Alumni and for the records of medical history in Tennessee it is fortunate
that this story will become one of permanent record. The recollections and reminiscences are those
of one who early became identified with the School, shortly after its reorganization, and had much to

do with its policies in subsequent years.

Vanderbilt—Yesterday, Today and Tomorrow*
JOHN B. YOUMANS, M.D, Nashville, Tenn.

When Bill Meacham asked me to give a

talk at this alumni reunion, the subject was

to be “the good old days.” This suggested

a rambling discourse, filled with anec-

dotes, character sketches, happy and un-

happy reflections and a good many lantern

slides of faces of the past. Later I found out

that the subject was to be Vanderbilt Medi-

cal School—Yesterday, Today and Tomor-

row. This, of course, changed the complex-

ion of things entirely. To begin with, the

inclusion of today and tomorrow adds so

much that time would not permit the kind

of talk about the good old days I had in-

tended. Second, and more important, it im-

mediately brings up the matter of compari-

sons.

Comparisons put one in a difficult posi-

tion, especially an oldster who is no longer

on the scene and involved in the work and

responsibilities of the day. His views of the

past are seen as indicating a belief that the

good old days were better than anything

can be in the present and future. His criti-

cisms of the present are attributed to his

inability to accept anything new and

different from the past. Actually, aside

from the pleasure of reminiscing, the value

of the past is in extracting from it lessons

which may add to the conduct of the pres-

ent and plans for the future. For my pur-

pose, we can divide the past into three peri-

ods. The first is from 1925 to 1940 which I

shall call the “good old days.” The second

is from 1940 to 1950. The third is from 1950

to my retirement in 1958. The present

may be designated from 1958 to now. The
future lies ahead.

Progress in science, in medicine and med-

*Presented at Vanderbilt University Medical
Alumni Reunion, June 5, 1965, Nashville, Tenn.

ical education, indeed as in most human
concerns, progresses unevenly, by waves,

by advances followed by static periods or

even by regression. While progress is con-

tinual it is not continuous. It has the

characteristic of the reactions to a stone

dropped in the mill pond. A disturbance in

the placid surface of affairs starts a wave
which spreads in ever widening circles un-

til finally its momentum fades into infinity

leaving for practical purposes a state of

calm. Or, to use a more physiologic simile,

the steady state of Cannon.

The stimulus to disturbances in the status

quo of medical education, is usually a new
scientific discovery, a sudden change in en-

vironment, a person or a concept, and often

a person with a concept. Sometimes it is

political or social rather than scientific and

such was the nature of the stimulus which
resulted in the reorganization of the Van-
derbilt Medical School, which is the point

at which I must begin my memories of the

“old days.”

The "Good Old Days"

The stimulus which resulted in the reor-

ganization of the Vanderbilt Medical School

occurred in 1910, some 15 years before the

reorganized Vanderbilt Medical School

opened its doors to the admission of stu-

dents, although the beginnings of the reor-

ganization had begun some 5 years earlier.

The stimulus was, as all of you know, the

Flexner Report, published in 1910. This was

the work of one man and represented in es-

sence a socio-political force affecting medi-

cal care, medical practice and hence medi-

cal education. However, and this is impor-

tant in view of the modern tendency for

politicians, educators and the public gener-
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ally, to see little or nothing of good in the

organization, it was the American Medical

Association which initiated the movement
on the basis of which the Carnegie Corpo-

ration became interested and obtained the

services of Dr. Flexner.

The effect of the Flexner Report was to

close more than half of the medical schools

and cause the reorganization and elevation

of the remaining schools to an acceptable

standard. This was not easy, however, and

in many cases it was touch and go. General-

ly, the deciding factor was the underlying

strength of the school in background, tradi-

tion, existing support, ideals and concept,

and often, above all, the foresight, vision,

determination, dedication and persistence of

one or more leaders.

Such was the situation at Vanderbilt.

Many, perhaps most of you know the story.

Vanderbilt and Chancellor Kirkland had

long had a great interest in medical educa-

tion and a medical school. This was based

largely on the long tradition and reputa-

tion of Nashville as a strong medical center.

Vanderbilt had already undergone two pre-

vious reorganizations, each a step in the

direction of excellence, each incomplete but

each marking a gain. The last had occurred

only some months before that of 1920-25.

This interest and effort was, in fact, an im-

portant reason why the Rockefeller, Car-

negie and other institutions selected Nash-

ville and Vanderbilt as the site for the de-

velopment of a modern, advanced medical

school in the Mid-south. In Chancellor

Kirkland they had the man with vision,

determination, ideals and persistence.

The major problems were two. The first

perhaps was money (buildings)
,
but second

and equally or more important was the ac-

ceptance of a concept and plan of medical

education which included among other

things at least a core of full-time faculty in

the clinical subjects whose compensations

would be from university salaries and not

income from practice.

As all of you know, Chancellor Kirkland

was successful in raising the money. It was

not done all at once, however, and several

years were consumed in negotiations, with

changing plans and goals as these went on.

However, by 1920, sufficient funds for the

plans then adopted were in hand and Chan-

cellor Kirkland was ready to go ahead.

Wisely the first step was the selection of

a Dean. The man selected was Dr. G. Can-

by Robinson, then Professor of Medicine

and Dean at Washington University Medi-

cal School in St. Louis.

Dr. Robinson was a product of the Johns

Hopkins, the Pennsylvania Hospital and the

Hospital of the Rockefeller Institute with a

year or more of work in Europe. He came
to Vanderbilt from the Washington Univer-

sity School of Medicine, St. Louis, where he

had gone as an Associate Professor of Medi-

cine in 1913. There he participated in the

reorganization of that School and was suc-

cessively Professor of Medicine and Head
of the Department, Acting Dean during the

war years (World War I) and then Dean.

Dr. Robinson energetically began plan-

ning for the physical plant and for a cur-

riculum, a program of instruction, a faculty

and hospital facilities. It was here, howev-

er, that Dr. Robinson exhibited more vision,

and I might say more determination, than

Chancellor Kirkland, the greater vision un-

doubtedly because of his greater profession-

al knowledge of medical education and the

more determination in this instance because

he won over the opposition of both Chan-

cellor Kirkland and the financial interests

backing the new school. Asked to propose

a plan to obtain best the objectives of the

project, he came up with a bolder, broader,

more complete, more far reaching and much
more expensive plan. It was the one final-

ly adopted, and the one as we know it to-

day, with the transfer of the School to the

West Campus, the abandonment of build-

ings on the South Campus, including an un-

completed new hospital, and the provision

of a new university hospital to be an inte-

gral part of the medical buildings. The gen-

eral architectural nature of the original

new plant, with particular respect to func-

tion, was the result of Dr. Robinson’s ideas.

Pencilled sketches of his have been pre-

served and have been on display in the li-

brary at times. The distinctive features as

seen then were the unitary construction of

medical school and hospital with depart-

ments, wards, outpatient, library, and ad-

ministrative space, all designed from a
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functional point of view. Because many
changes have occurred it may be of some
interest to relate a few examples. The li-

brary was placed as centrally as possible.

The preclinical departments of Biochemis-

try, Physiology and Pharmacology connect-

ed directly with the medical wards on two
floors, with the offices for the full-time

staffs of medicine located between. Those of

Anatomy and Pathology had the same rela-

tion to the surgical wards and surgical

staff. It may be noted here that Bacteriolo-

gy, now Microbiology, was a division of

Pathology and Pediatrics a division of Med-
icine. Obstetrics and Gynecology were lo-

cated in another wing. An obvious error of

omission was the lack of beds for colored

patients, a defect which was remedied by
changing the proposed isolation and infec-

tious disease unit to a negro ward. A small

facility for private patients was provided in

one wing, and elegant, for that period, house

staff quarters were situated in the general

administration area of the building. It may
be noted that an error of commission, at-

tributable to the northern experience of the

architects, was the inclusion of so many
radiators but that most of them were cut off

from the very beginning.

The Hospital with its 180 beds, arranged

for the most part in four newly designed

wards each with 4 semi-separated units of

four beds each, and separate rooms of 1 to 4

beds for special purposes, provided for med-
ical, surgical, obstetric-gynecologic and
pediatric patients. Some 16 beds for col-

ored patients provided for all services, and
there were approximately 16 beds for pri-

vate patients of all services.

With its clinical laboratories under the

charge of the related department heads,

with new and latest equipment, many inno-

vations in the various service areas, an ade-

quate operating room suite and animal
quarters on the top floor, the Hospital pro-

vided a facility commensurate with the aims
and plans of the new school. Its superinten-

dent was Mr Clarence Connell, a Nashville

engineer, who had been involved in the

planning and building of the Hospital. The
assistant superintendent was Miss Augusta
Mathieu, a nurse who had hospital adminis-

tration experience at Barnes Hospital.

There was a social service department of

three members, with Miss Nairns as direc-

tor, and an excellent Library. The Librarian

was Mrs. Pearle Hedges, Susan Wilkes was
medical illustrator, and the Registrar was
beloved Mrs. Bromwell (Miss Annie). The
Superintendent of Nursing was Miss Brodie

and the nursing staff was composed largely

of pupil nurses.

All in all, the plan was a success. It did

provide for close relationship of functions

and personnel and contributed greatly in

my opinion to the closely knit, integrated

and coordinated mechanism or organization

in medical teaching, as well as medical care

and research, for which it was designed

and for which it represented a new con-

cept. Educationally the reorganization was
marked by the appointment of an almost

completely full-time core clinical faculty

and by the adoption of a university style of

program of instruction and curriculum, and

politically by a drastic change in status, in

image making and in public relations both

within the profession, the university and

the community generally.

These things having been decided, the

new Dean set about securing a faculty and

building a curriculum. It is here I believe

that Dr. Robinson made his greatest contri-

bution and here that he exhibited his great-

est talents as an educator. There had been

a voluntary resignation of the whole exist-

ing faculty to facilitate the reorganization.

Some of these at least could be considered

as eligible for appointment to the new full-

time places and more generally for part-

time, non-salaried clinical positions. Rela-

tively few, in fact only one, was appointed

in the first category. This is understanda-

ble. To a group which for the most part

were loyal, devoted teachers, serving with

small or no pay, dependent on their prac-

tice for a living, little inclined to the teach-

ing pattern of the new curriculum and rela-

tively little interested in research, particu-

larly the intense, laboratory type of re-

search expected, the attractiveness of such

a place in the newly reorganized school

was not great. Undoubtedly, there was al-

so an element of resentment toward the

new order as might be expected. In any

event, only one appointment was made
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from the existing faculty. Seventeen new
appointments were made in the rank of pro-

fessor, associate and assistant professor

with 8 of the professors as heads of depart-

ments and 2 associate professors as head of

divisions. On the preclinical side all were

the full-time salaried as would be expected.

Of the full-time clinical faculty it under-

stood, first, that they would confine their

practice to the Hospital and second that they

would be so occupied with teaching and re-

search that they would have little time or

inclination for private practice. According

to Dr. Robinson as stated in his autobiog-

raphy, this is what happened and I can

confirm this for the period of what I have

designated the good old days.

As many of you know the appointments

of the “original” group were made a year or

so in advance of the opening of the new
school and they with their families were

given a fellowship for a year of foreign

travel and study before assuming their du-

ties. I was not in this fortunate group not

being a member of the original group and

coming to Vanderbilt in 1927—two years

after the reorganized school opened its

doors.

Some notes concerning the new faculty

may be of interest. For the most part they

were graduates of two schools, Hopkins and

Harvard and some had had experience at

both. Though graduates of these schools,

many, of course, came from other places

where they had gone after graduating. Dr.

Barney Brooks brought a contingent from

St. Louis which included two soon to be-

come executive heads of divisions of G.U.

and E.N.T.—Drs. Guy Maness and Edward
Barksdale. In addition, the assistant super-

intendent of the hospital and the chief ad-

missions clerk came with Dr. Brooks from

St. Louis. The resident in surgery, how-

ever, was Dr. Blalock from Hopkins. For

medicine, besides Dr. Robinson, there were

Drs. Sidney Burwell and Hugh Morgan.

Again the medical resident was a Hopkins

graduate, Dr. Tinsley Harrison. There were

no separate departments of Pediatrics and

Bacteriology. Dr. Casparis, another Hopkins

product, headed a Division of Pediatrics

under Medicine, later to become a Depart-

ment. Obstetrics included Gynecology and

was headed by the only part-time depart-

ment head, Dr. Lucius Burch, the former

Dean. Psychiatry, as was Pediatrics, was a

Division of Medicine. All of the medical

and surgical specialties were headed by

part-time clinical professors.

In the preclinical faculty, Anatomy was
in charge of Dr. Sidney Cunningham from

Mali’s Laboratory at Hopkins. As evidence

of the new nature of the curriculum, Dr.

Cunningham did not teach gross anatomy,

but instead histology and did research in

hematology. Dr. Goodpasture, returning to

his native state, was head of Pathology and

here again, his emphasis was on viral dis-

ease rather than on gross pathology. Bac-

teriology, under a non-M.D., Dr. Neill, was
a Division of Pathology. Biochemistry was
in charge of Dr. Glen Cullen, a Van Slyke

associate. It had been planned to have

Pharmacology taught in Physiology with a

single head, although the original building

plans showed space for both and mentioned

separate departments. For this purpose, a

clinical cardiologist, Dr. Frank Wilson of

Michigan, was offered the position. He and

Mrs. Wilson came to Nashville in December
of 1926. They were met by Smoky Joe at

his best. The curtains in the home where
they stayed were stiff with soot,—it hap-

pened in the best of homes then. The Cum-
berland overflowed its banks even interfer-

ing with train travel and there were no air-

planes. The Wilson’s decided not to accept

and the post was filled by Dr. Lamson, a

product of both Harvard and Hopkins.

The first three graduating classes were
those which had had some of their teaching

in the “old” school, which caused a some-

what uneasy situation. This was particu-

larly true of the fourth year class which
were placed in a quite different environ-

ment for which they had but small prepara-

tion and they also had some of the same
feelings as their previous faculty. For the

subsequent two classes the situation was
easier but not until the first full fourth

year class graduated was the full effect of

the new school felt. I had in the outpatient

the last class which had been on the South

Campus. The days of the transition were

in the time of the Benzene Ring—a racket

which was concerned with the clandestine
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sale of examination questions of the State

Board of Licensure and although not pri-

marily a Vanderbilt group, indeed it in-

volved all schools in Tennessee, it did have

an influence on the moral and intellectual

tone of the school. The new faculty were in-

strumental in breaking up the “Ring” and it

is interesting that later the preclinical fac-

ulty, especially Dr. C. S. Robinson, played

a large part in implementing Tennessee’s

Basic License Law.
It is pertinent to note in this connection

that the newly reorganized school operated

on the honor system from the beginning.

It was in my view, highly successful. As
a Dean and as an administer of hundreds

of examinations, as one who taught three

classes each year and was with students

almost every day for 17 years, I believe it

was an eminent success. Those instances,

and there were a few, in which problems

arose were handled judiciously, fairly,

promptly and decisively with a minimum
of fuss, publicity, argument, or involvement

of the faculty and the administrators.

The first decade of the new school’s exis-

tence rapidly established its firm position as

one of the outstanding schools in this coun-

try. This was shown in the following ways:

1. The quality of intern and residency

positions open to its graduates and their

records of accomplishment.

2. The reputation of the schools and its

hospital as a desirable place for internship

and residency training.

3. The school’s ability to attract addi-

tional faculty of excellent quality.

4. Source for positions elsewhere.

5. The quantity and quality of its re-

search output.

6. The membership of its faculties in

learned societies and their participation in

committees, conferences, commissions, and
the like at national levels in matters of

highest medical and health importance.

In 1935, nine years after the first class

graduated from the new school, the intern

record stood as follows: Thirty of the class

had internships in university teaching hos-

pitals and one had gone directly into teach-

ing and research. One evidence of the lev-

el of professional ability and accomplish-

ment is the publication of scientific articles

in recognized journals. Though deficient in

many respects, and subject to misinterpre-

tation as a criterion, it is used everyday in

assessing the ability and standing of even

the highest grades of academic and scien-

tific personnel. Of the 475 graduates of the

first 10 years, 109 or 25% had published

work by the end of that period. This in-

cluded 13 in the class of 1926, 10 in 1927

and 15 in the class of 1928. Even more note-

worthy as perhaps indicating the increas-

ing influence of the new program of in-

struction, 32% of the classes of 1930, 31, and
32 had published one or more papers by
1935—2 to 5 years out of school. Many of

course had published many more.

One of the criticisms and fears of the

new school, its program, methods, and

faculty was that it would produce a high

percentage of ultra-specialists, research

workers and teachers as compared with

practitioners, especially general practition-

ers. The figures of the first 10 years are en-

lightening. Of the 495 graduates, 29% were
in general practice, 40.4% were in general

practice or general practice with a special

interest in a specialty. Thus, nearly one

half were in essence in general practice.

Of the remainder, 41% had limited them-

selves to a specialty, 6.1% were in institu-

tions (some teachers) and only 1% were
listed as in research. (Ninety-one were in

towns of less than 2500 and 104 in towns of

100,000 to 250,000.)

The original full-time faculty of the reor-

ganized school at the rank of assistant pro-

fessor and above numbered 19. By 1936, 8

including 4 professors and heads of the de-

partments and the dean, had left, presuma-

bly for greener and more prestigious fields.

On the other hand, by that time (1936) 33

new persons of the same ranks had been

added, 16 of whom came from without the

school, 17 from their own ranks. Only one

of the 16, however, was a professor and

head of a department, the other vacancies

of department heads having been filled

from within.

During the year 1925-26 the 19 full time

faculty members of professorial rank pub-

lished 27 research papers. In some of

these, of course, younger members were in-

cluded as co-authors but for the most part
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the publications represented actual “bench”

research on the part of the sole or senior

author. By 1935, a similar faculty of 42

members had 142 publications including one

book during the year.

One of the features of the period “the old

days”, which should be stressed was the

cooperation between departments and the

personnel of these departments. What is

now called multidisciplinary approach was
common. As evidence of this there were 14

papers from two or more departments in

1934-35. The departments most often found

participating jointly were Anatomy, Bio-

chemistry, Medicine and Surgery in various

combinations.

As for membership of the faculty in

learned societies, we may take, for example,

membership in the Association of American

Physicians, a national society of internists

primarily engaged in teaching and research

and limited to some 200 active members. Of
the 9 full-time faculty of assistant profes-

sors and up, 7 were members by 1940. Of the

approximately 82 eligible faculty to 1964, 7

are or have been members. I have used

this example because it is one with which I

am familiar. Undoubtedly, much the same
was true for other disciplines.

These things did not just happen. They
were the result of a strong curriculum and

program of instruction, a strong, hard

working faculty exhibiting a high talent for

teaching and a continued and sustained in-

terest and productivity in research. The re-

sult of their work, their professional and
scientific contacts and standing, opened the

doors for their students who in turn met
the challenge. Their research earned them
a high standing in their chosen fields. It is

worth noting that these things were accom-
plished without the aid of government or

“third party” support. Of this I shall have
more to say later but it is noteworthy that

the bulk of research was supported by de-

partmental budgets. Admittedly the cost of

research was much lower.

The School of Nursing was to go through
much the same kind of reorganization, but

later and more gradually. A training

school in 1925 (there had been one since

1909), it became a non-degree university

school under the Hospital; a degree school

and final separation from the Hospital was
reached in 1930. Though the ultimate re-

sult was good, the concept was more diffi-

cult to accept than in medicine and a push
for too much too fast, coupled with some
clumsiness in relations, caused similar un-

rest and problems. These were greater

within the institution, but were felt in the

community and added to the problems gen-

erally. Growth continued, however, and
the School of Nursing became, as the Med-
ical School, a distinguished school inter-

nationally as well as nationally.

Interestingly, the first warnings of im-

pending trouble came in one area which

represented some of the more striking inno-

vations—the Hospital. It began with the

great depression but not until some two or

three years after its start in 1930, and was
of course related to a shortage of money.

Originally, the charges for indigent pa-

tients in the outpatient and wards had been

negligible or nonexistent. The only labora-

tory charge was for x-ray and this was
minimal. There was a registration charge of

a quarter or so for the outpatient registra-

tion and some effort was made to collect for

hospital costs but in effect the service was
free. The medical school’s endowment foot-

ed the bills.

As the problem increased, services were

restricted, the number of beds open to non-

paying patients was reduced, admissions

were restricted during the summer, greater

efforts to collect were made, charges were
increased, and the faculty took a cut in sal-

ary. Incidentally, this was never restored.

Subsequent increases were simply raises

over the existing reduced salary.

Although the reduction in services with

its consequent effect on teaching (and on

some research) was distrubing, even more
significant and important was the effect

upon the method of compensating the clini-

cal faculty for its services, a break in the

essentially full-time salaried status of the

clinical faculty. Under the pressure of cir-

cumstances, the legitimate requests for

greater salaries in the face of inadequate

budgets, the policy of geographic full-time

was adopted. However, its greatest fault

was not the fact of private practice itself

—

I am one who believes that a suitable and
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satisfactory arrangement can be made, in

fact, is in general desirable,—but that it

was introduced on an individual, spotty,

unplanned basis with no general policy,

rules or procedure. The preclinical faculty

were, of course, almost completely exclud-

ed. From this beginning the practice spread

to involve a large proportion of the faculty

by 1950.

It was at this time perhaps that the one

serious defect in the reorganization of the

school became apparent. It failed to obtain

a large measure of community support. To a

considerable degree this reflected a basic

relationship, or lack of it, between an indig-

enous society and one foreign to the re-

gion and superimposed on an existing situa-

tion. With the best intent in the world and

truly accepted as a generous, welcome, and

prideful beneficence, the reorganized school

nonetheless had the stigma of an outsider,

something to brag about to the world but

subject to a certain lingering resentment at

home.

In any event one significant lack or sin of

omission in the reorganization of the medi-

cal school was the failure to win the whole-

hearted, sympathetic support not only of

the medical community but of the communi-
ty as a whole.

The blame for this must rest partly on

the shoulders of Dr. Robinson. It was,

however, not a failure of the heart or the

interest, but rather one of a personality

which was not adapted to establish in the

university as a whole and, certainly not in

the medical community, a feeling of togeth-

erness and selfless cooperation. No more
kindly, well disposed, friendly man than

Dr. Robinson ever lived, but his nature, his

experience, his outlook and the circum-

stances were not such as to engender a feel-

ing of cordial support among a public

which already looked upon his institution

as somewhat of an interloper.

To be sure he was under a handicap from
the beginning. An outsider dropped into a

foreign environment with a different back-

ground, coming from an institution which
even in those days was apt to be mentioned
with a mocking, not to say sneering over-

tone, was in a difficult position. Added to

this was the importation of a whole group

of outlanders occupying positions of impor-

tance which had formerly been held by lo-

cal people. The aloofness with which the

newcomers were received was naturally

reflected in a strong tendency toward, in

fact, an actual establishment of a group re-

lating largely to themselves in a general,

social, and professional sense, with limited

contact with the community in general.

This was not altogether surprising nor

the sole fault of the newcomers. Criticism

for “pushing” on the one hand and blame
for standoffishnses on the other makes it

difficult to advance into the good graces of

a community.

A particular failure on the professional

side was in relation to the local medical so-

ciety. Although membership on the part of

the new clinical faculty was secured (of

necessity)
,

attendance at meetings was
very limited and, although there was some
participation in the professional programs,

there was on the one hand no particular

effort to volunteer contributions and on the

other no great interest or effort to secure

the advantages which a highly competent

and learned member of the faculty could

contribute. A particular deficiency was the

failure of the newer members of the profes-

sion to take a part in the activities of the

society in the matter of offices and non-

scientific activities. The, in those days,

sometimes boistrous meetings, state as well

as local, missed a degree of participation on

the part of the new faculty which would

have been helpful.

Dr. Robinson, in his autobiography, de-

scribes the situation in which he found him-

self the day after he was introduced to the

entire faculty, when he found himself on

the train filled with local faculty members
going to an AMA meeting in New Orleans.

He was pressed to partake of liquid hospi-

tality and to sit in a game of poker. He
aquiesed in the latter with great misgiv-

ings, won, and established a record as a tal-

ented player. He never played with them
again. What might have been the story had

he maintained such a relationship even at

some personal discomfort.

Despite these deficiencies, many if not

most of the local members of the faculty be-

fore the reorganization accepted appoint-
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ments and made significant contributions to

teaching and the care of patients, particu-

larly in the outpatient department, render-

ing unselfish, loyal service to the School.

This was particularly true of the recent

graduates of the period before the reorgani-

zation, young men who were holding or

just leaving internships and residencies and

to an increasing degree of the graduates of

the reorganized school as they settled in

the community. Indeed, in my opinion, in

the years from 1927 to World War II, the

Vanderbilt Medical School possessed the

best volunteer faculty of any medical

school in the country.

To return to the failure to obtain greater

community support and the effect of this on

the financial problems which began in the

late thirties and continued to the recent

past.

As Mims has written, it is doubtful if any

other institution in the country was so lack-

ing in local support and appreciation. How-
ever, Mr. Mims was referring, I think as far

as finances go, to grants and gifts in the na-

ture of endowment. An even more serious

failure was in support of the Hospital and

Outpatient with what would now be termed

third party payments. Failure of the com-

munity, not only City and County but the

State to pay for the care of the indigent

rendered by Vanderbilt was a serious de-

fect. To what extent it can be attributed to

the general reason for lack of support re-

ferred to above can only be surmised.

To a considerable extent the problems of

the Hospital, which in turn always became

the problems of the School, problems of

teaching and research, were the result of

its administrative organization. A universi-

ty hospital has problems which are present

to a much less extent, if at all, in the usual

nonteaching voluntary type of hospital. Be-

cause it follows the organizational pattern

of a medical school, at least Vanderbilt’s

did, the chiefs of the respective clinical

services are the heads of their respective

departments in the school and as such are

independent administrators with a natural

channel of authority to the Dean, who is in

effect the top administrative officer, draw-

ing to a large extent his authority from the

faculty which is both clinical and nonclini-

cal. Clearly, this bypasses a somewhat more
logical, from the point of the hospital and

its services, the Director of the Hospital, or

a Chief of Staff. In some circumstances,

when the Dean is a clinician and actively

concerned with the operation of the hospi-

tal, or where the Director of the Hospital is

an M.D. and is given sufficient authority,

such a plan is workable, leaving aside such

factors as personalities. The situation is,

however, exceedingly complex and whole
books have been written attempting to de-

scribe and explain it as well as offer sugges-

tions for its management. It is enough to

say that Vanderbilt University Hospital

had a lay director from its beginning in

1925 until 1948. The only professional rep-

resentation in the administration at that

level was provided by a nurse, Miss Math-
ieu, who had come with Dr. Brooks at the

opening of the Hospital. I have the highest

admiration for Gussie Mathieu and the

splendid job she did under most difficult

circumstances. I also am acutely aware of

the many problems which face an adminis-

tration bedeviled from all sides.

In addition, the problems are exaggerated

in times of financial stress. Furthermore,

the situation was made more difficult by the

personalities of some of the subordinate ad-

ministrative personnel who also were out-

siders. Again let me say that I was and am
sincerely appreciative of the problems these

persons faced, and of their devoted and un-

selfish service. I am only attempting to

describe the situation of the school and the

hospital during that period.

To sum up, after the first 15 years of the

Vanderbilt University School of Medicine;

following its reorganization in 1925, despite

some problems and threats of greater ones

in the future, it had attained a status as one

of the best, if not the best, in the South and

certainly one of the half dozen best in the

country.

The Years 1940 to 1950

The period from 1940 to 1950 constitutes

for me the second period of the past. It was,

of course, a very abnormal time. What it

would have been except for the war is com-

pletely conjectural, so much so that it can

be passed over hurriedly. The effects of

the war itself were similar to those for most
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medical schools and the period is of interest

only in the sense of local happenings and

history. Nothing of broad basic nature from

the point of view of organization, policy,

procedure or similar matters distinguishes

it particularly from many other schools. My
own relations with Vanderbilt during this

period were varied. From 1940 to 1941 I

was in Europe. The next three years were

a dizzy round of administration as acting

head of the Department of Medicine, of

crowded teaching, of hectic research, of

services as a consultant with the OSRD, to

be followed in 1944 by my resignation to

accept a commission in the Army. My re-

turn to Vanderbilt was in the Spring of

1946, and was brief. I was reinstated as

Professor of Medicine, and assigned to the

Outpatient Department and as coordinator

of the V.A. Hospital affiliation. In the Fall,

I again resigned to become Dean of the Uni-

versity of Illinois, College of Medicine

where I remained until the Spring of 1950.

The period between 1946 and 1950 was a

very difficult one. The dislocations caused

by the war, the problems of returning staff,

of young physicians graduated from accel-

erated programs, the development of a new
type of Veterans Hospital affiliated with

medical schools, were acute. The increas-

ing involvement of the federal government

into medical research, its intrusion into

welfare and medical care presented new
problems. Rising costs, new and greater

demands for teaching, particularly at post-

doctoral levels (intern and residency) laid

greater burdens on the teaching staff. In

the absence of depreciation reserves, a com-

mon failure of nonprofit institutions such as

a medical school, the physical facilities de-

teriorated greatly. There was also an in-

ability to provide new and newly developed,

often very expensive equipment needed for

modern research and teaching and space

for expanded programs. Shortage of per-

sonnel, increased salary demands led to in-

ability to fill vacant and new positions. Due
to dislocations caused by the war, weaken-
ing of facilities and financial resources and

from other causes there was a large turn-

over in the faculty. A loss of 30 of profes-

sional rank, many of them seniors and also

very promising newer men, was only par-

tially matched by additions or promotions.

In the Hospital the already existing prob-

lems increased and new ones appeared.

Problems of occupancy, of priority of ad-

missions, of inadequate facilities and serv-

ice caused great difficulties, accentuating

the delicate situation of public relations,

professional and lay.

The Last Years of "the Past"

In the Spring of 1950, I returned as Dean
and the period from then until the Fall of

1958 constitutes for me today the last peri-

od of the past. The serious problems of

the previous 5 years were still present. In

addition to the Hospital, the School now
was in difficulty. So great was the short-

age of clinical material that thought was
given to transferring one or more clinical

departments to another city. So great was
the financial stringency that thought was
given to halting the operation of the

School, at least the clinical years, for two

or three years to accumulate a reserve from

endowment income. Fortunately neither of

these were required. Improvement came,

but slowly. The appointment of 10 new
heads of departments and a large number
of young assistant and associate professors

as well as instructors and research asso-

ciates brought fresh view points, stimulating

ideas, new interest, new programs, vigo-

rous activity. It is interesting to note that

this resembled in some respects the period

of the reorganization of 1925. It should be

recognized that this is one factor closely

connected with the cyclical nature of a

medical school’s fortunes. Characteristically

a revival is associated with the appoint-

ment of a number of new top faculty. They
bring with them energy, enthusiasm and

new ideas which are translated into ac-

tion. In a period of about 25 years the

times of retirement begin, death takes its

toll, faculty are lost to other institutions

and momentum falters. It is not that the

faculty has become incompetent. Their

value presumably may be at the highest

level. But the wave has subsided, it laps

the shore gently and it is time for another

stone to be dropped. There are other fac-

tors to be considered such as the replace-
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ment of obsolescent plant and equipment,

new relations to be established, and new
resources to be tapped. At Vanderbilt the

appointment of a new committee of the

Board of Trust, the Hospital Committee,

brought a better understanding of the prob-

lems of the medical school to the Board.

The increasing interest of the Chairman of

the Board, Mr. Vanderbilt, was very help-

ful. It was, however, a period of improvisa-

tion, of expediency. The original concept of

a full-time salaried faculty in the clinical

years had completely disappeared. Even
the preclinical years became involved in

subsides, in grants of many kinds, in “soft

money” without any well defined uniform

pattern. Inevitably, on the clinical side this

involved relations with nonsalaried, volun-

teer faculty, hospital privileges, admission

priority and similar problems.

Despite all these problems many improve-

ments were made. The curriculum was re-

vised and changes consistent with changing

times were introduced. Programs in so-

cial medicine, in rehabilitation, in preven-

tive medicine, in speech and hearing and

other fields were initiated. A modest reha-

bilitation of the plant and the building of

additional space such as the Learned Lab-

oratory was begun. Salaries were raised,

staff was added and retirement plans were

started. Despite misgivings, which still are

justified, federal research grants, training

grants and similar support were increased.

The School was largely instrumental in se-

curing the passage of legislation which ena-

bled the State to assist and participate with

the counties in paying for the cost of indi-

gent cases. Dr. Berson, assistant dean, on

loan worked with the State Medical Asso-

ciation and representatives of the State in

developing such legislation.

I have devoted so much time to a detailed

consideration of the past because of its im-

portance to the present and the future. Let

us sum up. A nearly reorganized school,,

launched on a flood tide of enthusiasm and

endeavor, amply supported, with new plant

and equipment, with a new core of quality

faculty, existing and sound advanced cur-

riculum and program of instruction, with

high ideals, becomes in a few years a school

of high quality, high standing on a national

and international level, and with a record

of high achievement in teaching, in re-

search and in medical care. Then through a

combination of circumstances it falls into

difficulties and, although retaining a high

level of competence, finds it increasingly

difficult to maintain that position, strug-

gling against obsolescence of plant, loss of

faculty, reduction in research output, be-

coming a “school in difficulty” rather than

a shining example. If this is painful to you
be somewhat comforted by the knowledge

that this cycle is common to many biologic

and human processes, including medical

schools. Medical schools have their ups

and downs. It almost justifies the facetious

remark of Dr. Davison that all medical

schools should be burned down every ten

years. The answer is that every effort

should be made to prolong the high periods

and stimulate the prompt and even better

climbs to new excellence during the anabol-

ic phase. This is the story of the last phase

of the past, the present period and, hopeful-

ly, the future.

This completes for my purposes today a

review of the past. Its primary accomplish-

ment in my mind was the building of a pro-

gram and tradition of medical education of

the highest quality based on principles of

medical care, of teaching, of research, of

moral and spiritual values and standards

which stand as a foundation on which to

continue to build.

The Present

I am not in any position to discuss in any

detail the present. My participation in the

affairs of the school is minimal though my
interest, my concern and my hopes for it

are great. In this sense let us examine the

present for the evidence it presents of prog-

ress to new levels of excellence. The evi-

dence is impressive. After a rather stum-

bling start many great improvements and

advances have occurred. All can see the

expansion in the physical plant, the addi-

tion of such splendid facilities as the new
library, new laboratories, added hospital

beds, and many others.

Nonetheless, one may be pardoned if the

situation is examined with reference to the

significance of some of those changes in re-
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gard to the maintenance of a high level of

excellence and as continued growth and

betterment in the primary objective and

purpose of the school, namely, medical edu-

cation. Remember that in the process of

growth, of expansion, of improvement there

may lie the causes of later trouble. If such

possibilities are pointed out remember that

it is done with the best of intentions in or-

der that mistakes may be avoided and the

maintenance of quality, the prevention of

decline and continued advance referred to

previously is secured.

According to the “Tennessean” of May
30th, the faculty has expanded from 355 to

555, of whom 271 are full-time, since 1958. It

is difficult to attribute such an increase to a

need for more undergraduate teaching since

the number of students remains the same,

approximately 200. Undoubtedly new sub-

jects, new programs required additional

teachers, though it might be thought that a

faculty progressing with the advance of

medical science would include some of

these in their competency as they discard

old, outmoded subjects. Part is probably

due to increased specialization as the var-

ious major disciplines become more and

more fragmented. This, however, is not

very consistent with the announced pur-

pose to give a thorough background after

which is to come specialization. It does ap-

pear to be in accord with the greatly in-

creased number of elective courses which
in itself also has some connotations of over-

teaching on the one hand and weakening of

the basic core curriculum of the four un-

dergraduate years on the other. It is a like-

ly deduction therefore, that the increase is

related to graduate teaching including both

that leading to higher degrees and that di-

rected to internes and residents. Apparent-

ly it does not concern so-called postgra-

duate teaching to any extent since there

does not appear to be any large program of

this kind or any particular increase over

previous years.

Research is undoubtedly involved in this

expansion of the faculty both for itself and
in relation to teaching, particularly at the

graduate level. One cannot question the

value of research but one can question the

volume of research. It is the opinion of

many medical educators that medical

schools should not be research institutes,

that there is an amount of research beyond

which it may have an adverse effect on the

primary purpose of a medical school. Per-

haps this does not apply equally to a “medi-

cal center” which is usually engaged in

teaching of many students other than medi-

cal students.

Although increase in numbers can and

should increase the total research output it

does not necessarily relate to the productiv-

ity per person. It is interesting to look at

past experience, particularly to see wheth-

er increased funds, increased time and in-

creased facilities have resulted in any high-

er output per individual.

According to the latest and best figures

available to me I find the following. In 1964,

the Department of Medicine with 50 full-

time faculty published 68 articles. In 1949,

with 7 full-time faculty it published 25 arti-

cles and in 1935, with 6 full-time faculty it

published 26 articles. In 1961, Surgery

with 17 full-time faculty published 59 arti-

cles. In 1935, with 7 full-time faculty it

published 18 articles. In 1961, Anatomy
with 9 full-time faculty published 4 papers.

In 1935, with 9 full-time faculty it pub-

lished 24 papers. In 1961, Pharmacology

with 18 full-time faculty published 7 pa-

pers. In 1935, with 8 full-time faculty it

published 24.

I am aware of the dangers and defects of

such statistics. Nevertheless I think it em-

phasizes the importance of the imagination,

the intellect, the competence, the interest,

the energy of the individual which must al-

ways be the backbone of the strong school.

There is the third element in the function

of a medical school such as Vanderbilt,

namely the care of patients. However,

with the diminishing number of nonprivate

patients in both wards and outpatient this

would seem not a large factor. Undoubtedly

the use of patients in clinical research re-

quires more manpower.

There are, of course, many more aspects

of today’s Vanderbilt than simply teaching,

research and the care of patients. There are

such things as an expanded plant, faculty

and budget. There is the support of these

functions and in the light of present cir-
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cumstances and third party funds, primari-

ly governmental, the item of overhead

comes into view. I am sure that all of you
are familiar with the problems which are

presented when a large percentage of sup-

port for operations is provided from sources

which are to some extent at least uncertain.

It is true that third party support can be

highly desirable and valuable, particularly

when given on the basis of payment for

services rendered based on fair and equita-

ble agreements. On the other hand, money
given just to support what one wants to do

may be unreliable and insecure. There are

other problems connected with the opera-

tion of a large program of teaching and re-

search supported by so-called “soft money”
which are well known and which I shall not

go into.

A final aspect of expansion is that of

affiliation with other organizations, institu-

tions and agencies. Just as a medical

school and medical center has an obligation

and responsibility for teaching other than

medical students, for offering certain serv-

ices over and above those directly related

to its primary function, so does it have a

responsibility for participation of joint en-

deavors within the community be it local,

state or national, or even international.

There is always the danger, however, that

such participation lead to involvement be-

yond the sound limits of its resources to the

detriment of its primary purpose. Such is to

be avoided and avoidance can be helped by
keeping in a position of control, at least of

the extent of the involvement. Portents of

other possible weaknesses may be dis-

cerned. The great emphasis on the physical

sciences here as well as elsewhere carries

with it the threat of neglect of the social

sciences at a time when increasing empha-
sis is being placed on these in society gen-

erally and from which medicine should not

separate itself. Limited observation sug-

gests that these social aspects of teaching,

research and patient care are less evident

than previously though it is encouraging to

note a Division of Human Behavior.

One other important aspect of the present

remains to be considered briefly. I refer to

community relations and community sup-

port. As I indicated earlier this has several

facets. It involves relations with the local

medical profession and other health person-

nel. It includes financial support of at least

two kinds, one, the voluntary contribution

on the part of individuals and organizations

either in the form of capital gifts or recur-

ring contributions. The second is payment
for services rendered by public or private

agencies. Finally, it includes the public

generally as citizens and the other support,

particularly that of local government is

greatly dependent on their attitudes and

feeling.

With regard to the profession it would
appear that the great increase in full-time

staff would lessen the need for help from
the volunteer faculty in teaching. In pa-

tient care, however, the great dependence
on private patients for hospital income and
teaching material makes their wholehearted

support very important. Fortunately, some
of the problems here would seem to be
eased by the increase in hospital facilities

in Nashville. I do not know the extent to

which local private gifts add to the support

of the School or Hospital at present. How-
ever, the lack of payment for services ren-

dered apparently remains a large figure ac-

cording to Dr. Cannon’s report in the recent

special section of the “Tennessean.” In

view of the tremendous sums being provid-

ed from taxes for many kinds of social and

medical relief it seems strange that losses

incurred in the care of Davidson County’s

indigent, that of other counties, in crippled

children and rehabilitation, vaunted Feder-

al and State Programs, should exist.

The Future

What of the future? Let us assume that,

as I believe, the Vanderbilt of the present

is in a position of commanding leadership

and excellence comparable to that of the

period of the late twenties and thirties.

What are the prospects? First of all let us

note that as time changes—as society, cus-

toms and laws change, she must change

with them. However, though society

changes principles do not, and it is Vander-

bilt’s obligation and duty as well as oppor-

tunity to grow and develop in that new so-

ciety within those principles. Second, let
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us remember what I have pointed out ear-

lier, the cyclical nature of institutions. It is

unlikely that entirely the same set of cir-

cumstances will or may operate but they

will be similar basically and might even in-

clude another war. It is the duty of those

in charge, and that in a sense means all of

us, to learn from the past and avoid those

errors and missteps which lead to trouble.

If any exist now they should be corrected.

As circumstances change—shift emphasis,

avoid the merely fashionable, do not mis-

take popularity for sound informed judg-

ment, avoid expediency for its own sake as

far as possible, exploit sound opportunities

but avoid being exploited. Above all, re-

member that a medical school is made to

teach medicine, that research is an insep-

arable part of teaching and without it

teaching is sterile but it must not dominate,

and that the care of patients, of people, is

the ultimate reflection of the excellence of

teaching and research, involving not only

the physicial aspects of that care but the

spiritual, moral and human qualities of the

patient as a person. I believe that if these

principles are followed Vanderbilt will con-

tinue to be the same outstanding school of

medicine of first rank it has been for the

past 90 years.
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Flagyl eliminates the difficulties and frus-

trations that have long attended the treat-

ment of trichomonal infection.

These difficulties arose mainly from:

1) the failure of any previously known
agent to destroy the protozoan in para-

vaginal crypts and glands

;

2) the failure of any previously known
agent to prevent reinfection by eradicat-

ing the disease in male consorts.

The introduction of Flagyl removed both

of these long-standing deficiencies. Hun-
dreds of published investigations in thou-

sands of patients have confirmed the ability

of Flagyl to cure trichomoniasis.

Correctly used, with due attention to re-

peat courses of treatment for resistant,

deep-seated invasion and to the presump-

tion of reinfection from male consorts,

Flagyl has repeatedly produced a cure rate

of up to 100 per cent in large series of

patients.

Nothing cures trichomoniasis like Flagyl.

Dosage and Administration
In women: one 250-mg. oral tablet t.i.d. for

ten days. A vaginal insert of 500 mg. is avail-

able for local therapy when desired. When the

inserts are used one vaginal insert should be
placed high in the vaginal vault each day for
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demonstrated, one 250-mg. oral tablet b.i.d.

for ten days.

Contraindications

Pregnancy; disease of the central nervous sys-

tem; evidence or history of blood dyscrasia.

Precautions and Side Effects

Complete blood cell counts should be made
before and after therapy, especially if a sec-

ond course is necessary.

Infrequent and minor side effects include:

nausea, unpleasant taste, furry tongue, head-
ache, darkened urine, diarrhea, dizziness, dry-

ness of mouth or vagina, skin rash, dysuria,

depression, insomnia, edema. Elimination of

trichomonads may aggravate moniliasis.

Dosage Forms
Oral—250-mg. tablets/Vaginal—500-mg.inserts

SEARLE
Research in the Service of Medicine
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Mid-South Post Graduate Medical Assembly

Seventy-Seventh Annual Meeting

Feb. 9-10-11, 1966—Hotel Peabody—Memphis, Tenn.

GUEST SPEAKERS

General Surgery

Marshall K. Bartlett, M.D.—Boston, Mass.

Clinical Professor of Surgery, Harvard Medical School

R. Kennedy Gilchrist, M.D.—Chicago, 111.

Clinical Professor of Surgery, University of Illinois Col-

lege of Medicine

Internal Medicine

Malcolm L. Peterson, M.D.—St. Louis, Mo.
Assistant Professor of Medicine, Washington University

School of Medicine

Dudley P. Jackson, M.D.—Baltimore, Md.
Associate Professor of Medicine, Johns Hopkins Hospital

Arthur Strauss, M.D.—Bethesda, Md.
Head, Autoimmunity Section Laboratory of Immunol-
ogy, National Institute of Allergy and Infectious Dis-

eases

Obstetrics and Gynecology

John D. Thompson, M.D.—Atlanta, Ga.
Professor and Chairman, Dept, of Gynecology & Ob-
stetrics, Emory University

Langdon Parsons, M.D.— Boston, Mass.
Clinical Professor of Gynecology, Harvard Medical School

Neurosurgery

Irving S. Cooper, M.D.—New York, N. Y.

Director of Department of Neurologic Surgery, St. Bar-

nabas Hospital

Urology

Robert J. Prentiss, M.D.—San Diego, Calif.

Associate Clinical Professor of Surgery-Urology, Univer-
sity of California School of Medicine

Pediatries

Richard L. Day, M.D.—New York, N. Y.

Director of the Medical Department of Planned Parent-

hood-World Population

Harry Medovy, M.D.—Winnipeg, Canada
Professor and Head of Department of Pediatrics, Uni-
versity of Manitoba

Radiology

Harold O. Peterson, M.D.—Minneapolis, Minn.
Professor and Head, Department of Radiology, Univer-
sity of Minnesota

Thoracic Surgery

William E. Adams, M.D.—Chicago, 111.

Professor of Surgery, University of Chicago

Orthopaedic Surgery

Sam Banks, M.D.—Chicago, 111.

Associate Professor, Orthopaedic Surgery, Northwestern
University Medical School

Special Projects “Aqualab”

Capt. George F. Bond, Washington, D. C.

Medical Corps, U. S. Navy
Special Projects Office

Special Projects “Gemini’'

Col. Earl W. Brannon
Keesler Air Force Base, Mississippi

The Mid-South Postgraduate Medical Assembly in Cooperation with the University of

Tennessee Department of Continuing Medical Education Will Be Acceptable for Credit
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SUMMARY OF ACTIONS OF THE AMA HOUSE OF DELEGATES
November 28-December 7 , 1965—Philadelphia

Usual and
Customary Fees

9 The House reaffirmed its support of the "usual and cus-
tomary" fee concept as the basis for reimbursing physician
participants at all levels in government programs. It also
urged "the individual physician’s usual and customary fee
concept to all third parties." Eight statements of policy
regarding the fees charged by physicians for medical serv-
ices were adopted. The House in acting on the report of the
new "prevailing fees" program of the National Association of
Blue Shield Plans, recommended: "that the concept of the
prevailing fees program of the NABSP be noted as one of the
methods of compensation in those regions where the prevail-
ing fees program is approved by the local or state medical
society.

"

Abortion and • The House received a report containing recommendations of
Sterilization the Committee on Human Reproduction. The report was re-

ferred to the Board of Trustees for further study. It was
stated that other interested groups such as lawyers, clergy,
sociologists, legislators, and government administrators
would be helpful to AMA in conferring on this matter. The
House endorsed a statement that "appropriate legislation be
enacted, wherever necessary, so that all physicians may
legally give contraceptive information to their patients,
consistent with the policy statement of December, 1964, and
with the judgment and conscience of each individual
physician.

"

Size of the House
Of Delegates

Federal Health
Care Laws

• The House approved a recommendation that the growth of
the AMA House be slowed down after it reaches 250 members.
When it reaches that size, the apportionment ratio will be
automatically raised from one delegate per 1,000 members,
or fraction thereof, to one delegate per 1,250 members, or
fraction thereof, in electing further delegates to represent
each state association. The House approved some of the many
recommendations of the Committee to Review the Organization
of the House of Delegates, but it did not approve a number
of others.

• The House took a number of actions with regard to federal
health care laws passed in 1965, such as P.L. 89-97 (Medi-
care) and P.L. 89-239 (the Heart Disease , Cancer and Stroke
Amendments). These actions included:—That AMA immediately seek remedial action to delete the
requirement in Public Lav/ 89-97 that a patient be hospital-
ized to establish eligibility for nursing home care . . .

That the AMA immediately seek remedial action to amend Pub-
lic Law 89-97, Part B, Title XVIII, by deleting the word "re-
ceipted" from Section 1842, and substituting "such payment
will be made on the basis of a method of payment so arranged
to preserve and continue the professions current practice
of billing" . . . That the AMA recommend that the Department
of Health, Education and Welfare establish that an agree=
ment for payment between the patient and physician consti-



TMA's Resolution

Acted Upon
Favorably

Other Important
Actions

tutes valid evidence of services rendered . . . Authorized
a study of the constitutionality of P.L. 89-97 by calling on
the Board to take such action as may be necessary and appro-
priate to provide for the study and investigation of all
aspects of the law for the purpose of determining possible
court action to test the legality and constitutionality of
any provision or regulation issued under the law and author-
ized the Board to initiate such legal proceedings as it may
deem advisable to implement the purpose and intent in this
regard . . . Endorsed a recommendation that State and County
Medical Societies be urged at this time to assume leadership
in the establishment of local advisory committees under the
Heart Disease, Cancer and Stroke Amendments of 1965 . . .

Declared that the AMA Advisory Committee to HEW persist in
its effort to achieve "practical recognition" by HEW of the
differences between utilization review and claims review
committees. The House adopted a report of the Council on
Medical Services which said that widespread confusion exists
between the utilization review function and the claims re-
view function. It also adopted a series of recommendations
in the report aimed at clearing the confusion.

© The House approved TMA’s resolution calling for continued
efforts through "all appropriate channels" to achieve the
separation of billing and payments for professional fees
from hospital charges under insurance contracts written by
the health insurance industry. The resolution called for
the House to urge the American Hospital Association to "as-
sist the hospitals of the U.S. to establish a system of
uniform cost accounting and billing." The resolution also
pointed out that in the administration of Public Law 89-97,
which places hospital-based specialists under Part B of the
Law, it will be necessary to change many insurance contracts
now in existence.

These changes will have to be made to conform with the
changing conditions — namely, the separation and identifica-
tion of hospital-based specialists as specialists not under
hospital control.

• Referred to the Board of Trustees a resolution asking AMA
to develop a multi-copy billing form for physicians to use
in billing their patients for services rendered and that the
patient use this bill in recovering financial assistance
"from any source" . . . Instructed the Council on Medical
Services and its Committee on Welfare Services to develop
for the AMA its definition and principles for the determina-
tion of medical indigency . . . Urged organized medicine at
all levels to play an active role in the stimulation and de-
velopment of voluntary community health facility and serv-
ices planning and urged state and local societies to
initiate and help formulate community health facility and
service studies for their local areas . . . The House ac-
cepted for information an opinion adopted jointly by the
Council on Medical Service and the Judicial Council stating
that "when a physician assumes responsibility for the serv-
ices rendered to a patient by a resident or intern, the
physician may ethically bill the patient for services which
were performed under the physician’s personal observation,
direction and supervision" . . . Adopted a resolution that
any future announcements, meetings or discussions regarding
utilization committees be carried out "on the firm basis of
’shall be composed of practicing physicians' "... Reiter-
ated a previous policy statement urging the creation of a
separate post in the Cabinet of the President of the
United States for a Secretary of Health who "shall have
complete responsibility for all health activities of the
government" and "who shall be a properly qualified doctor
of medicine". The House directed the Board of Trustees to
provide for immediate public response to statements which

(Continued on page 74)



Hadley Williams, Public Service Director

1965 In Review ® Scientists who try to understand life by studying its
lowest common denominators made some important advances in
1965.

No one can yet answer the question: What is life?
But during the past year, for the first time, scientists
put together a synthetically-produced model of a nucleic
acid—one of the lowest common denominators—and saw it
reproduce itself in the test tube.

Other major news stories in biology and medicine in 1965
included

:

—The first determination of the complete chemical struc-
ture of a nucleic acid.—Cultivation of the leprosy bacillus in tissue culture
for the first time, an advance that can mean much for in-
vestigators trying to develop medicines to prevent or combat
the disease.—A cancer-causing agent that may be a virus appeared to
have been implicated in the production of human leukemia.—A unique research facility, the Institute for Bio-
medical Research of the American Medical Association Educa-
tion and Research Foundation, officially opened its doors.
Dedicated to basic scientific investigation, its members
look for new questions rather than answers to problems al-
ready defined.—The AMA opened a campaign against veneral disease, the
nation’s most urgent communicable disease problem.
—Two controversial pieces of legislation—medicare and

the regional medical center bill—were signed into law.

Important National • The American Medical Association has scheduled three in-
Conferences Set teresting and informative conferences to be conducted in

Chicago during January and February.
The AMA Council on Legislative Activities and the Council

on Medical Service will sponsor a two-day meeting at the
Drake Hotel, January 20-21, on Federal Medical Assistance
Programs. The conference will be concerned primarily with
the new Title XIX federal-state medical assistance program,
with federal-state programs for children administered by the
Children's Bureau, and with the aspects of "war on poverty"
programs administered by the Office of Economic Opportunity.

The 62nd annual Congress on Medical Education will be
conducted at the Palmer House on February 3-8. The meeting
is co-sponsored by the AMA Council on Medical Education,
the Advisory Board for Medical Specialties and the Federa-
tion of the State Medical Boards of the United States.
Population growth and change—problems for medical educa-
tion, measurement of medical competence and the demands
for medical manpower are a few of the many topics to be
discussed.

The Continental Plaza Hotel will be the site of the sec-
ond National Voluntary Health Conference February 16-17.
The purpose of the meeting will be to examine the changing
relationships in voluntarism and the influence of present
and future voluntary and public forces on the kinds and di-
rections of these changes. Emphasis will be on communica-



Health Information
Popular Subject

News Media Aids
In Promoting Annual
Community Health
Week

MAA Program
Continues to Grow

State and County
Officers Conference
February 27, 1966

tions and public attitudes, legal patterns and accreditation
practices.

Further information on any of the conferences may be
obtained by writing the AMA, 535 N. Dearborn St., Chicago.

• More than 31 million pieces of literature, mostly related
to health information and education, were distributed by
the AMA in 1965. This is more than twice the amount dis-
tributed in 1964.

Steadily increasing requests indicate that AMA literature
plays a significant role in schools, conferences, health
improvement efforts, career days and for individual
information.

Some of the more popular items distributed included:
an emergency medical identification card, a family health
record, and the pamphlets "Until Your Physician Comes,"
"Smoking: Facts You Should Know," and "First aid Manual."

Approximately 50,000 orders for a sex education pamphlet
arrived after it was mentioned by a nationally syndicated
columnist.

More than 80 pamphlets and two sets of 12 full-color
posters are available from AMA for distribution by individ-
ual physicians. For a complete list of AMA health informa-
tion materials, write to the TMA Public Service Office.

If you make it available, your patients will read it.

• Newspapers, radio and television stations across the
state responded in large numbers to requests from county
medical societies for public service space and air time to
call attention to Community Health Week, November 7-13.

The primary objective of this annual nationwide ob-
servance was to stimulate greater public awareness and
appreciation of the wealth of health facilities and services
which are available locally and to stress the health prog-
ress and medical advances which have been made locally
through the concerted efforts of all members of the com-
munity health team.

Several newspapers ran a series of articles which were
aimed at prompting greater understanding of specific health
problems or needs while radio and television stations re-
sponded with spot announcements during the week-long
observance.

• Applications for benefits under the Medical Aid for the
Aged program are being approved at the rate of nearly 1,200
per month, statistics released by the Tennessee Department
of Public Welfare show.

By the end of October 32,792 persons were certified as
being eligible for benefits. In addition, 45,082 persons
receiving Old Age Assistance were eligible for medical bene-
fits under that program.

A total of 11,585 different patients, or approximately
one-third of those certified, received benefits under MAA
during the month of October. 16,134 days of hospitalization
were provided, 24,573 drug prescriptions were filled and
657 patients received nursing home care. Total cost of
benefits for the month was $556,520.65.

An additional $738,119.73 was expended to provide 14,645
days of hospitalization, 25,897 drug prescriptions and 2,212
patients with nursing home care under the Old Age Assist-
ance program.

Just under $1.3 million was spent for medical care during
the month for recipients of both programs.

• The bi-annual TMA State and County Officers Conference
will be held February 27 in Nashville at the Hermitage
Hotel.

Attendance is not restricted but is open to all inter-
ested physicians. Have you mailed your advance registration
form to TMA headquarters?
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The authors emphasize that hysterical reactions might be mistaken, under certain circumstances, for
the untoward effects of special drugs.

Extrapyramidal Reactions, Tranquilizers,

and Diagnostic Difficulties

LAURENCE A. GROSSMAN, M.D., EUGENIO DAVIDOVICH, M.D., and

HERMAN J. KAPLAN, M.D., Nashville, Tenn.*

Abnormal neuromuscular activity has

been reported with the use of certain tran-

quilizing drugs. This has been variously

labeled as an extrapyramidal reaction or

the “extrapyramidal syndrome.” Facial,

jaw, and tongue spasms have been reported,

as well as trismus, spasms of the neck mus-
cles, extensor rigidity of the back muscles,

and carpopedal spasm. The usual drug not-

ed to cause these side effects is prochlor-

perazine (Compazine) . The manufacturer

estimates the frequency of this side effect

to be about 0.1% in adults receiving up to

40 mg. daily. Such reactions have been doc-

umented in the French and German litera-

ture, but they usually occurred with larger

doses of prochlorperazine. 1,2 O’Hara,3 in

1958, described extrapyramidal reactions in

patients receiving prochlorperazine. Chris-

tian and Paulson4 also reported severe dis-

turbance in motility after small doses of

prochlorperazine. Waugh and Metts5 in

1960 described a severe extrapyramidal mo-
tor reaction induced by this substance.

Their patient had laryngospasm with acute

respiratory distress. However, the similar-

ity and type of patient treated with the

drug is impressive. All patients tend to be

hyperreactive to pain and have multiple

complaints. Except for the patient reported

by Waugh and Metts, there was little or-

ganic basis for their symptoms. The
difficulty in assessing such a patient is illus-

trated by the following 2 case reports.

Case 1. W. C., a 15 year old white male stu-

dent had been well until he developed malaise,

sore throat, and generalized abdominal discom-
fort. He had been examined by his family physi-

cian and found to have a mild pharyngitis with
slight enlargement of the cervical lymph nodes.

Procaine penicillin and Novahistine (phenyle-

phrine HC1 and chlorpheniramine maleate) had

*From the Medical Service, St. Thomas Hospi-

tal, Nashville, Tenn.

been prescribed. Forty-eight hours later he com-
plained of difficulty in swallowing and in talking.

Progressive shortness of breath developed, and he
was brought to the emergency room at St. Thom-
as Hospital.

Physical examination revealed him to be in

moderate respiratory distress, with a facial flush.

There was difficulty in talking, and his voice was
weak. The mouth was open and he complained
of tightness in the throat. Difficulty in swallow-
ing was noted. The jaw was fixed in an open
position and the tongue protruded. He could not

control the motion of the tongue. There was pain

bilaterally referred to the temperomandibular
joint, but with manipulation the patient was able

to move the jaw. In rapid succession, he devel-

oped opisthotonus and spasmodic movements of

the head and neck with movement of the head
from side to side. Respirations became more dif-

ficult. The facial flushing increased. Tonic spasms
of all extremities then developed. Intermittent

spasmodic contractions of the playtsma and mus-
cles of mastication then appeared.

Efforts to reassure the patient were unsuccess-

ful. A placebo was tried but there was no im-

provement. Chlorpromazine was finally adminis-

tered in dosage of 50 mg. intramuscularly.

Within a matter of 10 to 15 minutes, the patient

was able to speak clearly, close his mouth, and

the spasmodic muscular contractions ceased. He
returned home and was later followed as an out-

patient. There was no recurrence of symptoms.
Case 2. M. B., an 18 year old girl was admit-

ted on Oct. 28, 1959, because of spasmodic jerking

of the head an jaw, uncontrolled by phenobarbi-

tal. She had been a compulsive eater in the past.

“Every time I got mad I would eat.” She had al-

ways been prone to tears. One and a half years

previously she suddenly stopped eating and suf-

fered a period of unprovoked crying. She had

been tremendously overweight in the past, and

was currently on a weight reduction diet. Two
weeks prior to admission her mother had an op-

eration and the patient had been taking care of

her younger siblings. One month before admis-

sion she had entered a course for x-ray techni-

cians. In addition to her work at the technology

school, she had had to run the household for 2

weeks. On the day before admission she was as-

signed to a new job in the radiology department.

When a corrective comment had been made by
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the physician in charge, she immediately became
upset and began to cry. On the day of admission

spasmodic jerking of the neck took place. Large

doses of phenobarbital had not controlled the

movements.
Examination revealed an obese white woman

with a B. P. of 110/70 and P. rate of 100. Spas-

modic jerking of the neck and head was con-

stantly present, somewhat resembling that of a

person who had had a crying bout, i.e., sobbing

without tears. There was no nuchal rigidity. The
heart and lungs were normal. The deep reflexes

were active and equal. Sensation was roughly

intact.

Neurologic consultation was obtained and the

diagnosis of conversion reaction with hysteria

was confirmed. Despite the intravenous adminis-

tration of sodium amytal (0.5 Gm.), the spasmod-
ic contractions of the neck, head, and muscles of

mastication continued for 3 days before gradually

subsiding. Forty-eight hours later, after a visit

by her mother, they recurred and lasted 24 hours.

With reassurance she gradually improved and

was discharged on Nov. 3, 1959.

Comments

These 2 case reports emphasize the prob-

lems that may arise in an adolescent boy or

girl with bizarre dyskinesia or other mani-

festations of abnormal neuromuscular activ-

ity. Similar incidents may follow the use of

prochlorperazine and are interpreted as an

extrapyramidal reaction induced by the

drug. Fortunately, this drug and other like

tranquilizing preparations had not em-
ployed in these patients. Because pro-

chlorperazine is used in many instances of

functional vomiting and other functional

disturbances, particularly in a similar type

of patient, hysterical reactions can easily

be mistaken as a manifestation of drug sen-

sitivity. Transitory extrapyramidal symp-
toms do occur, usually after a longer period

of drug therapy than the 48 to 72 hour du-

ration in the patients herein described.

With prochlorperazine extrapyramidal re-

actions are most often seen in hospital-

ized mental patients, maintained on high

dosages for long periods, although some
have been seen in patients getting lower

doses. If the possibility of such a reaction

exists, continued use of the drug is not war-

ranted. It should be stopped while side

effects are present, but may be reinstituted

later at a lower dosage.
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Butazolidin alka
phenylbutazone 100 mg.
dried aluminum
hydroxide gel 100 mg.
magnesium trisilicate 150 mg.
homatropine

methylbromide 1.25 mg.

Usually works within 3 to 4 days
in osteoarthritis

The trial period need not exceed 1 week. In

contrast, the recommended trial period for

indomethacin is at least 1 month.

That's why it’s logical to start therapy with

Butazolidin alka—you’ll know quickly whether
or not it works. And usually, it will.

A large number of investigators have re-

ported major improvement in about 75% of

cases. Some patients have gone into remis-
sion. Relief of stiffness and pain may be fol-

lowed quickly by improved function and res-

olution of other signs of inflammation. And
Butazolidin alka is well tolerated, especially
since it contains antacids and an antispas-
modic to minimize gastric upset.

Contraindications

Edema, danger of cardiac decompensation;
history or symptoms of peptic ulcer; renal,

hepatic or cardiac damage; history of drug
allergy; history of blood dyscrasia. The drug
should not be given when the patient is se-
nile, or when other potent drugs are given
concurrently. Large doses are contraindi-
cated in patients with glaucoma.

Precautions

Obtain a detailed history and a complete
physical and laboratory examination, includ-

ing a blood count. The patient should be
closely supervised and should be warned to

report immediately fever, sore throat, or

mouth lesions (symptoms of blood dyscrasia);

sudden weight gain (water retention); skin

reactions; black or tarry stools. Make regular

blood counts. Use greater care in the elderly.

Warning
If coumarin-type anticoagulants are given

simultaneously, watch for excessive increase

in prothrombin time. Pyrazole compounds
may potentiate the pharmacologic action of

sulfonylurea, sulfonamide-type agents and
insulin. Carefully observe patients receiving

such therapy.

Adverse Reactions

The most common are nausea, edema and
drug rash. Hemodilution may cause mod-
erate fall in red cell count. The drug may
reactivate a latent peptic ulcer. Infrequently,

agranulocytosis, generalized allergic reac-

tion, stomatitis, salivary gland enlargement,
vertigo and languor may occur. Leukemia
and leukemoid reactions have been re-

ported but cannot definitely be attributed to

the drug. Thrombocytopenic purpura and
aplastic anemia may occur. Confusional

states, agitation, headache, blurred vision,

optic neuritis and transient hearing loss

have been reported, as have hepatitis,

jaundice, and several cases of anuria and
hematuria. With long-term use, reversible

thyroid hyperplasia may occur infrequently.

Dosage
The initial daily dosage in adults is 300-600

mg. daily in divided doses. In most in-

stances, 400 mg. daily is sufficient. When
improvement occurs, dosage should be de-

creased to the minimum effective level: this

should not exceed 400 mg. daily, and is

often achieved with only 100-200 mg. daily.

Also available: Butazolidin®,

brand of phenylbutazone
Tablets of 100 mg.

Geigy Pharmaceuticals
Division of Geigy Chemical Corporation

Ardsley, New York bu-3804 p

Geigy
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CLINICOPATHOLOGIC
CONFERENCE

Methodist Hospital,* Memphis, Tenn.

Primary Hyperparathyroidism

This 85 year old widow was admitted to the

Methodist Hospital on May 10, 1965. Her princi-

pal complaints were progressive weakness, short-

ness of breath, and recently, bone pain. She had
previously been admitted in August, 1963 because

of chest and epigastric pain, and had been en-

tered before that in July of 1963, after having

been seen on an emergency house call following a

sudden episode of chest pain and syncope. Fol-

lowing the two admissions in 1963 the patient

had had progressive anemia and proteinuria.

EKG. changes demonstrated ischemic myocardial

findings.

During the past few weeks the bone pain had

supervened and had become almost incapacitat-

ing.

Physical examination upon this admission re-

vealed a well developed kyphotic alert white

woman in moderate respiratory distress, with

rather extensive pain on manipulation of the ex-

tremities, particulai'ly on the left.

She had complete edentia and mild to moderate

lenticular opacities. There was moderate neck

vein distention at 30°. Moist basilar rales were
heard, especially on the right side. The heart was
enlarged to the 6th I.S. at anterior axillary line.

Rate and rhythm were regular. There was a

grade III precordial systolic murmur, greatest at

the apex: A-2 was equal to P-2 and neither was
accentuated. Abdominal examination revealed the

liver to be slightly beneath the right costal mar-
gin; it was firm, smooth, and only slightly tender.

The left abdomen was protuberant over the left

lateral margin and seemed to be secondary to

muscular insufficiency in this area. The kidneys

and spleen were not palpable. Pelvic examina-
tion revealed several tight vaginal bands. Exami-
nation of the extremities revealed a trace to 1+
pretibital edema, and marked bone tenderness of

the legs and mild to moderate tenderness over

the hands, wrist, and forearms. There was very

slight tenderness over the sternum. Inspection of

the chest revealed an increased AP diameter with

considerable kyphosis.

The laboratory findings included a BUN. of 140

mg., and blood glucose of 131 mg. per 100 ml.

(not fasting) : there was pyuria of 15 to 20 WBC.
per hpF and many bacteria; albuminuria, nega-

tive test for Bence-Jones protein. Serum phos-

phorus was 2+ 7.5 mg., serum calcium of 4.6, se-

rum sodium 137, potassium 4.7, and CCb content of

16 mEq/L. A colony count on the urine showed
greater than 300,000 organisms per ml. Alkaline

phosphatase was 1.7 King-Armstrong units. Total

*From the Departments of Pathology and Medi-
cine, Methodist Hospital, Memphis, Tenn.

serium protein was 6.7 Gm. with the albumin 4.6

and globulin 2.1 Gm., and an A/G ratio of 2.2: 1.

Urine culture grew out E. coli and Pseudomonas
species. The Pseudomonas was resistent to chlo-

ramphenical, Furadantin (nitrofurantoin), Keflin

(cephalothin), NegGram (nalidixic acid) and Tet-

racycline.

On the 3rd day after admission the BUN. fell

to 98 mg. per 100 ml. Bone marrow revealed
only erythroid hyperplasia. X-ray studies were
done.

The patient had been maintained previously on
anticoagulants warfarin sodium (Coumadin) and
her prothrombins on admission were in the
neighborhood of 32 seconds.

Electrocardiographic changes included nonspe-
cific STT wave changes compatible with digitalis

effect. Possible coronary insufficiency was sug-
gested with probable left ventricular hypertrophy
and possible hypokalemia.

While in the hospital the patient described pain
in the left neck region and in the chest. Nausea
and anorexia were present. She was observed to

be less mentally alert on the 3rd hospital day.
Late on May 13 Cheyne-Stokes respirations were
noted. A Grade III—IV diastolic murmur was
detectable at the apex along with a Grade I—II

systolic murmur. All peripheral pulses were pres-
ent. By May 15, she had become comatose.

Rectal T. on the 3rd hospital day was recorded
as 100.4. The P. had risen to 125 on the 4th hos-
pital day. Gastric suction was required on the
4th day. No vital signs were observed at 3:00
A.M. on May 16.

Therapy included Dilaudid for bone pain, digi-

talis grs. 1.5 daily, Coumadin 5 mg. daily, seda-
tion, and Gantrisin for the urinary tract infection.

DR. KYLE CRESON: This was an 85

year old widow who was first seen in this

hospital in July 1963, admitted because of a

sudden syncopal attack at home with chest

pain. The referring physician who saw her
at the home was considering the possibility

of a coronary and admitted her by ambu-
lance. However, apparently the work-up
was not suggestive of a coronary, but did

show some considerable myocardial ischem-

ia. Two or three SGOT determinations

were within normal limits. She returned

home and then had progressive episodes of

chest pain and abdominal pain, particularly

following meals. This was epigastric and
to the left upper quadrant. She was read-

mitted because of this in August 1963. One
consultant thought that the epigastric pain

was so severe, with considerable radiation

through to the back, as to suggest pancrea-

tic tumor. Another felt it probable that all

of this was due to coronary artery and oth-
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er artery disease, particularly that of su-

perior mesenteric and of the left splenic

artery. She was started on Coumadin (war-

farin sodium) and kept on that drug for

most of the following 2 years until her

death.

She then was only seen occasionally at

the office for the next 2 years during which

time there was progressive weakness, pro-

gressive shortness of breath, and progres-

sive anemia. The BUN. approximately a

year ago was about 40 mg., and some 6

months before admission it had climbed to

50 mg.% However, the chief complaint

which precipitated this admission was sev-

ere bone pain. This started approximately

a week or two before admission and came

to the point where it was incapacitating,

—

she was unable to walk.

Physical examination on admission re-

vealed a short, kyphotic, elderly woman
with moderate weakness and shortness of

breath. Vital signs were fairly normal. She

had some mild to moderate neck vein dis-

tention and some lens opacities. There were

bilateral basilar moist rales, more on the

right. The heart was enlarged to the left

anterior axillary line, 6th interspace. Ab-

dominal examination revealed only the tip

of the liver; it was otherwise unremarkable

except for some apparent diastasis recti or

herniation of the left lateral abdominal

wall. Vaginal examination revealed several

vaginal bands; rectal examination was un-

remarkable.

The most interesting findings were con-

siderable tenderness to palpation of the

legs, and the moderate tenderness to palpa-

tion of the hands, wrists, and forearms;

there was very little tenderness of the ster-

num.

The laboratory findings revealed a con-

siderably elevated BUN. of 140 mg. The
phosphorus was elevated to 7.5 mg. and the

calcium depressed at 4.6 mEq/L. The al-

bumin, globulin and A/G ratio appeared to

be normal. A urine culture revealed Pseu-

domonas as well as E. coli, the former being

resistant to most of the antibiotics. It was
sensitive to kanamycin and the patient was1

later placed on this drug. The alkaline

phosphatase was not elevated. Urine colony

count revealed a count greater than 104
,

there were 300,000 per cu.mm. The C0 2 was
slightly depressed, suggesting a metabolic

acidosis, although she was apparently some-

what short of breath and there is some pos-

sibility that this could have been a respira-

tory alkalosis as well.

She had pyuria on urinalysis with an al-

buminuria but a negative Bence-Jones pro-

tein.

The third day after I.V. fluids, the BUN.
had fallen to 98 mg.%. A specimen of bone

marrow was obtained. This revealed sim-

ple erythroid hyperplasia. Myeloma cells

were not found.

DR. DAVID CARROLL: The PA chest

film shows no enlargement of the heart.

This lesion in the right base of the middle

lobe appears to be an old fibrotic calcific le-

sion.

A dense calcification of the aortic arch is

obvious. The examinations requested on

this patient’s admission on May 11, were a

barium swallow for esophageal function, a

PA and lateral chest, a film of the abdomen
and a skeletal survey. The lateral chest

film confirms the tremendous calcification of

the aorta and here we identify this scar as

being a calcified pleural plaque, anteriorly.

Going to the films of the extremities,

again we are impressed with the tremen-

dous amount of arteriosclerotic calcification

in both forearms and legs. The wrists show
evidence of old rheumatoid arthritis, proba-

bly “burned out,” partially ankylosed. The
bone structure is quite interesting in both

situations, in that it shows a severe degree

of osteoporosis and in places in the fore-

arms, there are little cystic areas.

The film of the abdomen is of particular

interest. I think the soft tissue and gas sha-

dows are quite normal but the bone is most
remarkable. It presents a very striking

stippled calcific appearance. We see the

same thing going on in the calvarium; a

woody granular appearance of the calvari-

um, so as to practically lose the definition

between inner and outer tables of the skull.

Let us consider the differential diagnosis

of this from radiologic evaluation. Plasma
cell myeloma has already been mentioned

as something to worry about, and although

plasma cell myeloma can be associated with

a diffuse generalized osteoporosis as its only



70 CLINICOPATHOLOGIC CONFERENCE January 1966

finding, this stippled granularity of bone is

absolutely not like plasma cell myeloma.

We do not see any evidences of a localized

plasmacytoma, and the calvarium particu-

larly does not show any evidence of the

“punched out” lesions of plasma cell myelo-

ma. It is interesting to speculate on wheth-

er or not the changes might be due to an

osteoblastic metastatic process. Again, the

stippling of calcification is too granular. It

simply does not show the coarse areas of

over-calcification that an osteoblastic lesion

would have to show. Myelofibrosis is an

attractive possibility, but it doesn’t have

the stringy calcific distribution that mye-
lofibrosis should have. Obviously, in an 85

year old person, the natural thing is attrib-

ute all of these changes simply to age.

And actually I think the findings in the

long bones would probably fit her age with-

out any further explanation. But the

changes in the calvarium and the pelvis

and spine simply do not fit either osteoporo-

sis or osteomalacia. So we are stuck with

one diagnosis and I think, at least in my
opinion, these bone changes are pathogno-

monic of hyperparathyroidism.

Let’s look for some of the other findings

of hyperparathyroidism and see if we find

them. One characteristic finding in hyper-

parathyroidism is loss of the lamina dura,

obviously there is no point in looking for

that in a patient who is edentulous. Osteitis

fibrosis cystica occurs, and I suppose one

might interpret these changes in this right

ulna particularly as being compatible with

osteitis fibrosis cystica, but they can actual-

ly be explained on the basis of age alone.

Nowhere do we see the expanding “brown

tumors,” which are so striking a part of the

osteitis fibrosis cystic picture of hyperpar-

athyroidism. We see much calcium in her

arteries, but this again can be explained on

the basis of age. We do not find evidence

of nephrocalcinosis or cartilaginous cal-

cification or other favorite sites for abnor-

mal calcium deposits in hyperparathyroid-

ism, but in the patients in whom the bone

findings are the most striking, one usually

does not see the soft tissue calcifications

of hyperparathyroidism. Another favorite

sign of hyperparathyroidism is right be-

neath the edge of the bone, particularly on

the ends of long bones. This is partial re-

sorption of bone, so-called subperiosteal

bone resorption. A favorite place to look for

this is in the lateral ends of the clavicles

and often times a simple preliminary film

of the chest will be diagnostic of the condi-

tion. I really can’t be sure here. The distal

end of the right radius is a little bit more
convincing, but still not striking enough.

So in summary, as far as the x-ray findings

of hyperparathyroidism are concerned, we
have to base our diagnosis on the granular,

woody, stippling of calcium in the calvari-

um, spine and pelvis, but I believe this is

enough. Hyperparathyroidism, of course,

can be either secondary to chronic renal

failure or be primary due to an adenoma,

and I must admit, I’m sure we all base our

opinions on our own experience, I personal-

ly have not seen this striking a case in any

other than a little child in which it was due

to chronic renal failure and therefore I

would have bet a good deal on this patient

having an adenoma of the parathyroid.

DR. CRESON: The patient was apparent-

ly continued on anticoagulants, and pro-

thrombin time was within the therapeutic

range. Electrocardiographic changes were

nonspecific, suggestive of generalized is-

chemic pattern. Probable coronary insuf-

ficiency was suggested with probable left

ventricular hypertrophy, possible hypokal-

emia.

While in the hospital the patient had
some pain in the left neck and chest.

Anorexia and nausea were present. She
was observed to be less alert mentally on

the third hospital day. Late on May 13

Cheyne-Stokes respirations were noted. A
grade III-IV diastolic murmur was detec-

table at the apex along with a grade I-II

systolic murmur; this is the first time a

diastolic murmur is ever mentioned. The
peripheral pulses were present. By May 15.

she had become comatose. Rectal tempera-

ture on the third hospital day was recorded

as 100.4° F. The pulse had climbed to 135

on the fourth hospital day. She had some

gastric suction and then she expired.

She received Dilaudid (dihydromorphi-

none)
,
digitalis, Coumadin, sedatives, Gan-

trisin (sulfisoxazole)
,
and unmentioned was

kanamycin.
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In this case we have to consider several

possibilities. The first, multiple myeloma,

was considered and adequately ruled out. I

can’t imagine a patient with this extensive

bone changes not having plasma cells in the

bone marrow. Also, I think the normal glo-

bulin tends to rule it out. (A serum electro-

phoresis pattern was not done. This is the

most accurate early diagnostic test of all.)

Still, I believe that we have adequately

ruled out multiple myeloma. Also, I was
impressed that her sternum was less tender

than the long bones. The flat bones are

the ones that are most often affected in

myeloma.

Another consideration is rheumatic heart

disease. Everyone says you never see a mi-

tral stenotic live to be 85. I think it is quite

rare. If one sees someone with a heart mur-
mur at 85, one can almost throw out the

possibility of rheumatic heart. She had just

a simple systolic murmur, at least except

for this one notation, and I don’t believe

the clinical picture was suggestive of rheu-

matic heart disease.

I considered the possibility of a dissecting

aneurysm because she did have this diastol-

ic murmur recorded just prior to death. I do
not get the feeling that this was a cardiac

catastrophe. She may have expired with a

dissecting aneurysm, I don’t know how I

would rule that out.

I thought we would need to consider

chronic glomerulonephritis. Since Kark
has been doing biopsies on all kidneys with
any type of albuminuria, he has found more
and more of the so-called orthostatic album-
inuria’s due to chronic glomerulonephritis. I

think in any patient with chronic renal dis-

ease we have to consider this and not let

pyuria throw one off, because it would ap-

pear, that persons with chronic glomerulo-

nephritis have an increased tendency to de-

velop pyuria and chronic pyelonephritis. In

fact, Dr. Jackson, in the New England Jour-

nal of Medicine (May 1965) ,
has again em-

phasized how difficult it is to establish a di-

agnosis of chronic glomerulonephritis once
the patient is at the end stage. Certainly,

hypertension would help, and our patient

did not have that. I think we expect more
patients with chronic glomerulonephritis to

have hypertension than in pyelonephritis. If

one has any history of a nephrotic syn-

drome, I think we can unequivocally rule

out pyelonephritis. At least pyelonephritis,

to my knowledge, is not one of the now ten

causes of nephrotic syndrome. But she

didn’t have this, so possibly she had some
chronic glomerulonephritis.

Dr. Carroll has admitted that in the end

stage one often cannot really tell the

difference radiologically, and certainly one

can’t biochemically, between primary and

secondary hyperparathyroidism. As you

know when the phosphorus begins to rise

in azotemia, there tends to be a product

(when we used to do the calciums in mg%)
of 40—that was the calcium times the phos-

phorus; when the phosphorus would go up

the calcium would go down. In hyperpara-

thyroidism it is just the opposite. There is a

decreased tubular reabsorption of phospho-

rus and the phosphorus goes down in the

plasma, the calcium goes up. But when re-

nal disease from primary hyperparathyroid-

ism begins, one has the same problem. The

phosphorus then begins to rise and the cal-

cium begins to fall. I think secondary hy-

perparathyroidism would be a good thought

here.

Kyphoscoliotic heart disease, has to be

mentioned. She was tremendously kyphotic.

I think we have seen all types of murmurs
associated with kyphoscoliotic heart dis-

ease. Certainly it has been well described

to produce progressive congestive heart fail-

ure changes.

Metastatic bone disease must be consid-

ered in anyone with bony changes of this

nature. Apparently it is believed to be fair-

ly well ruled out. Again, one can get a lot

of calcium changes at times with metastatic

bone disease, particularly like Paget’s dis-

ease if patients are put to bed. The alka-

line phosphatase shoots right on up, the cal-

cium can go on up, and one gets a lot of

problems with calcuria and calcium renal

problems.

Finally, there is a primary tumor, usually

of the kidneys, bladder, or lung which may
cause calcium problems particularly hyper-

calcemia, but eventually if it goes on long

enough, can interfere with kidney function

and produce a picture somewhat like this.

Obviously, these type of calcium depletion
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problems would give osteomalacia and not

necessarily the metabolic bone picture, par-

ticularly as seen in the skull. I think as

clinicians, we try to separate osteomalacia

and osteoporosis very carefully, although

the radiologists can’t do that very well. I

think it is important to remember that os-

teoporosis is a protein problem; osteomala-

cia is a calcium problem.

Finally, my impressions in this renal con-

dition is chronic pyelonephritis. I think

she also had generalized arteriosclerosis, ar-

teriosclerotic heart disease, possible splenic

and mesenteric artery stenosis. Apparently

she had considerable amelioration of the

abdominal pain following anticoagulants

two years ago and there was no further his-

tory suggestive or physical changes sugges-

tive of a tumor of the pancreas.

Finally, since I think Dr. Carroll feels so

strongly about this, but also for other rea-

sons, I would like to suggest that this pa-

tient had primary hyperparathyroidism.

DR. ALYS LIPSCOMB: One or two
things regarding hyperparathyroidism

might be mentioned.

I believe that the consensus, as far as the

literature is concerned, is that the single

most valuable diagnostic procedure is the

serum calcium. And this test, I think, will

be the one we will rely on most. I have not

been enthusiastic about the various phos-

phate procedures. Some of them, in fact,

are fallaciously based. I think a very sig-

nificant new advance in diagnosis which is

actually in the research stage now, but

which probably in the future will be the

procedure that will take the place of all our

indirect approaches to the diagnosis of para-

thyroid disease, is that of a radioimmuno-
assay of parathyroid hormone. This is ac-

complished by labeling parathyroid hor-

mone with I 131 and developing antibodies

which are specific for this material and by
competitive inhibition determining the

amount of excessive parathyroid hormone
that is present. This is accomplished by a

combination of chromatography and an

electrophoretic procedure whereby one can

detect excessively high quantities or ex-

cessively low quantities of parathorome.

I might also mention something that is

relatively new and far from satisfactory yet,

but something that I believe is pointing in

the direction of helping us localize parathy-

roid adenomas. Here, of course, I refer to

scanning the upper portion of the body for

parathyroid adenomas. This work was first

reported in about 1962, in which a group at

Michigan first used Cobalt 57 labeled B 12
.

With this material they were able to accom-

plish in animals labeling of a parathyroid

gland and then demonstrating its location

by photoscanning. This, unfortunately, has

not been satisfactory in the human patient.

The low specific activity of the material is

such that these scans are not valuable. In

the last couple of years, other materials

have been advocated in using this type of

procedure. One is the use of tritiated methi-

onine as a labeling agent for parathyroid

structures. This likewise is not good enough.

The third, and the last compound which has

been used with a fair degree of success is

that of selenium labeled methionine. This,

of course, is the material used for pancreatic

scanning and it is a material which is incor-

porated into protein of the hormone as it is

manufactured. And, provided one can

blank out the thyroid by giving triiodothy-

ronine, one can then demonstrate, by scan-

ning, some of these tumors if they are of a

large enough size. The Michigan group, in

a recent discussion in the Journal of Nu-
clear Medicine, demonstrated 2 out of 3

parathyroid adenomas by this technic. The
third one weighed only about 1 Gm. and

was not shown. The difficulty in using this

procedure is the high concentration in the

bone marrow of the cervical area and the

possible blanking out from the thyroid pro-

vided it is not adequately blocked. Both of

these procedures, I think, are things we
need to think about as we look toward the

future and the future diagnosis and loca-

tion of parathyroid adenomas. Much, of

course, in the way of surgical time could be

reduced if one knew where the adenoma
was before operation.

The emergency treatment of hyperpara-

thyroidism is important and to which we
do not have the answer as yet. However,

rather recently from Boston, Drs. Lemmon
and Donatelli have published some sugges-

tions which might be valuable to us. One

is the use of sodium sulfate. Sodium sulfate
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has been found to decrease remarkedly the

concentration of serum calcium. In para-

thyroid crisis this is often just as much an

emergency as is diabetic coma or an Addi-

son’s crisis.

The chelating agent, ethylenediamine

tetracetic acid, has been suggested in the

past but largely has been abandoned be-

cause of its nephrotoxic properties. In this

emergency there is often renal damage as a

result of the action of the hormone and

thus this treatment is undesirable.

The various dialyzing procedures, the

hemodialysis and peritoneal dialysis are not

good technics to use here.

Another material which may be helpful

and which has been used in 2 cases to low-

er serum calcium temporarily, is of sodium

phosphate. Sodium phosphate in large

doses, 10 to 15 Gm. per day, does lower ser-

um calcium. In one instance this was given

orally and produced the desired result; in

another case it was given intravenously,

and by this route the adequacy of its effect

was shown by the fact that the patient de-

veloped tetanus.

DR. JOHN DUCKWORTH: After these

remarks there is very little for the patholo-

gist to do except demonstrate the adenoma.

At autopsy, a parathyroid adenoma weigh-

ing about 10 Gm. was discovered when we
explored the neck. It was a single lesion

measuring 3x2 cm., rather soft, of a homo-

geneous pattern, and pale brown in color. It

weighed as much as the thyroid; the thy-

roid weighed 10 Gm.
The subject was an elderly, somewhat

emaciated white woman, but no other strik-

ing external findings. We looked carefully

for any other parathyroid tissue and found

none. This apparently is the only parathy-

roid tissue this lady had, at least that we
could determine grossly and microscopical-

ly-

The heart weighed 380 Gm. and showed

some calcified areas in the aortic valve. I

believe these are probably arteriosclerotic

in nature and may explain her murmurs.
There was some of the same change but to

a lesser degree in the mitral valve region.

The left ventricle measured 15 mm., which
for this lady, was probably on the hyper-

trophied side. There was marked coronary

atherosclerosis and, as we will see from the

photographs, the left anterior descending

was almost completely occluded. In associa-

tion with this there was a mottled ischemic

area at the apex of the left ventricle and

associated with that was marked thinning

of the ventricle to about 2 mm. Grossly, we
thought this was a myocardial infarct of

rather recent origin.

In the gastrointestinal tract there were

no ulcers. She had a number of diverticula

in the colon. There was no evidence of

pancreatitis.

The left kidney weighed 65 Gm. (normal

about 100-110) and the right about 130 Gm.
There were no stones in the collecting sys-

tem nor in the parenchyma of the kidneys.

There were multiple retention cysts in the

kidney. The cortical surfaces were both

coarsely and finely granular, and as I cut

the kidney I could see the small arterioles

with the naked eye, standing up above the

cut surface. Grossly she had a tremendous
amount of vascular disease of the smaller

vessels of the kidneys. The cortex was
thinned bilaterally, but as I said, we found

no stones and I think the amount of renal

disease she had would be best classified as

moderate. Grossly, it was our impression

that the changes were on an arteriosclerotic

basis.

We might mention the bone grossly. With
the limited autopsy, we obtained bone only

from the lumbar spine and from the ster-

num. I can not honestly describe any
definite changes in the bone on the gross

examination.

I asked Dr. David Murray, of the Depart-

ment of Pathology to discuss the microscop-

ic findings.

DR. DAVID MURRAY: The bone sec-

tions demonstrate multinucleated giant

cells; a collection of fibroblasts replace

some of the marrow. This is a finding com-
mon to several of the bone sections.

The next section is of the coronary ar-

tery, demonstrating marked atherosclerosis

with great narrowing of the lumen on the

right. In the lumen you can see collections

of red cells which appear to be a fresh an-

temortem thrombus. In the myocardium
were several changes. There was freshly

necrotic muscle, and around this collections
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of neutrophils. This indicates that the pa-

tient had a fresh infarct of over six hours

duration. In addition to this are collections

of calcium in the muscle, metastatic cal-

cification. There was congestion of the liv-

er. The kidney tubules showed deposition

of calcium or nephrocalcinosis. There was
also arteriosclerosis in the kidneys with im-

mense thickening in the arterial wall. This

was very common. In addition to that, there

were collections of chronic inflammation,

cords of inflammation going into the center

of the kidney from the cortex, consistent

with a chronic pyelonephritis. Scattered

around in the renal cortex, some of the glo-

meruli had a fibrotic thickening. Whether
or not this can be construed to be a chronic

glomerulonephritis or not, I’m not sure.

The parathyroid gland shows the charac-

teristic chief cells, the large blue nuclei ap-

pearing perhaps a little darker staining

than usual and are comparatively large.

Like many adenomas, the cells vary consid-

erably from area to area. It is fairly uni-

form, but there are trabeculae—little thin

strands of tissue. There are collections of

oxyphil cells stained red. About four

different types of cells are described in

these adenomas. The chief cell is the most

common. Dr. Castleman believes the oxy-

phil cells are of a nonfunctioning type or a

less functioning type, perhaps an atrophic

type of chief cell, whereas he believes that

wasserhelle cell, the “water-clear” cell, is a

hyperfunctioning cell.

DR. DUCKWORTH: Is it not correct Dr.

Murray, that he believes all cells of the

parathyroid are derived from the chief cell

and that the oxyphil cell is the relatively

inactive cell and the clear cell the hyperac-

tive cell?

DR. MURRAY: Yes. Should the tissue

in an adenoma be adherent to the adjacent

thyroid, this could well be a carcinoma.

These lesions are usually the biggest one

you can find and are bigger than the adeno-

mas. In primary type of hyperparathyroid-

ism, all of the glands will be large and they

will weigh collectively between 2 and 70

Gm. and are a mahogany brown color. The
ones in the secondary disease are usually

creamy gray in color and are enlarged. In

primary hyperparathyroidism affecting all

four parathyroid glands, the wasserhelle

cells predominate. In the secondary type,

the chief cells predominate.

DR. DUCKWORTH: Thank you Dr. Mur-
ray. We might sum up just briefly here. I

believe this elderly lady had at least two
processes. First of all, she had an adenoma
of the parathyroid which had produced hy-

perparathyroidism. Secondly, she had a

very advanced case of hardening of the ar-

teries, as manifested by the coronaries. I

forgot to tell you that we had to decalcify

the coronaries before we could make section

of them; they were like pipes. This condi-

tion led to the recent myocardial infarction.

I believe the underlying renal disease be-

cause of the vascular changes played a part

in her latter days. I believe her failing

heart manifested by the infarct and the big

liver, exacerbated the renal insufficiency.

MEDICAL DIGEST
(Continued from page 56)

discredit American Medicine and its organizations and en-
couraged state and local medical associations to "similarly
react to statements appearing at the local level and concern-
ing matters within the respective association's competence
and knowledge."

Opening Session • The Executive Vice President outlined the programs, fa-
cilities and activities of the AMA headquarters and the
services given by the Association through its various coun-
cils and committees to the profession and the public. The
Executive Vice-President warned the House that the federal
government, the university-medical school complex, and the
hospital system is combining "to mold and shape the pattern
of health care in this country". He said that this

(Continued on page 106)
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Dr. Burkhart

THE 1966 STATE AND COUNTY OFFICERS CONFERENCE

At least every two years the Tennessee Medical Association

plans and conducts a training program for state and county medical
society officers. The State and County Officers Conference this year
will be held on Sunday, February 27, 1966, at the Hermitage Hotel

in Nashville, Tennessee, beginning at ten o’clock A.M. and lasting

until approximately four o’clock P.M. Central Standard Time.
This is an extremely important conference because it has been

structured and programmed to deliver a tremendous amount of in-

formation in the total time of six hours. It is loaded with speakers

of proven competence and knowledge from within and without the

medical profession. The format of the program has already been announced and infor-

mation concerning it has been sent to those physicians of Tennessee who should attend

this meeting, but I would like to just call your attention to a few of the names and a few
of the subjects that will be included.

The morning hours will include a symposium on “The Proper Role and Responsibil-

ities of County, State and National Medical Groups” with two TMA physicians discuss-

ing the first two parts of this and then Mr. Leo Brown, Assistant to the Executive Vice

President of the American Medical Association discussing the third part. The remainder

of the morning will be devoted to an address by Mr. Lincoln Williston, Executive Secre-

tary of the Texas Medical Association, on “Stimulating Participation in Medical Society

Affairs.”

At the noon luncheon, Dr. Hoyt B. Gardner, member of the Board of the American
Medical Political Action Committee, will discuss “Medical Practice and Politics.” Then
in the afternoon Jim Reed, Director of Communications of the American Medical Asso-

ciation, will moderate a panel composed of Lee Anderson, Editor Chattanooga News-
Free Press, John Reece, Director of Programming WATE-TV, Knoxville, Sam Fleming,

President of Third National Bank of Nashville, and Clyde M. York, President of the Ten-

nessee Farm Bureau Federation on a very important subject concerning the image of

medicine entitled, “As Others See Us.” And then, as if this wasn’t enough, the icing is

put on the cake the last thing on the program with an address entitled, “Looking Ahead,”

by Dr. Edward R. Annis, Past President of the American Medical Association. If this

isn’t a blue-ribbon roster of speakers there never will be one.

Certainly all officers of the Tennessee Medical Association, all county medical so-

ciety officers, all delegates, all committee chairmen, and all others who are interested

in the affairs of medicine in our counties, our state, and our nation, should make every

effort to attend this stimulating conference for information, enthusiasm, and challenge.

I know it sounds trite and unoriginal for me to emphasize again that medicine is at

a critical phase in its history, but this is quite true and one crossroads is scarcely passed

when another is encountered. Only alert and conscientious leadership can guide our

profession in these times. Those who have been chosen to serve in such a capacity of

leadership surely need all the help they can receive. This conference is for exactly that

purpose, and should be utilized to full advantage.

President
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EDITORIAL

CHIEFS OF HOSPITAL STAFFS AND
OFFICERS OF COUNTY MEDICAL
SOCIETIES—PLEASE NOTE!

On July 1, 1966, the Medicare Act begins

operation. The law requires that each hos-

pital have a utilization committee and that

county medical societies have review com-
mittees. The purpose of the latter is pre-

sumed to be for the reviewing of claims

presented by patients, doctors, or repre-

sentatives of third party or governmental
organizations.

In 1960, The AMA Board of Trustees ex-

pressed interest in the utilization of hospi-

tal facilities. Its Commission on the Cost of

Medical Care, reported out in 1964, includ-

ed certain conclusions and recommenda-
tions adopted by the AMA House of Dele-

gates. Among these were the expressed phi-

losophy that “reviewing and ‘policing’ utili-

zation and quality controls is a function of

the medical profession” and that “medical
staffs of hospitals (should) form hospital

utilization committees.” Further, that

“consumers, third party payers, and gov-

ernment regulatory agencies have estab-

lished interests in mechanisms for the

financing of medical care,” and that “Re-
view Committees should be established by
state and local medical societies.” Though
it is said that the Social Security Adminis-
tration wishes to adhere to current prac-

tices if possible, certainty will only be estab-

lished by the rules and regulations which
will appear in coming months.

Nevertheless, there is certainty that

there will be hospital utilization committees
and county society review committees as

established by law, irrespective of what
functions be assigned to them.

The purpose of this editorial comment is

to alert the Chief or President of each hos-
pital staff that a committee on utilization

must be functioning before July 1, 1966.

And, furthermore, that the Secretary of his

local medical society has in his office mate-
rial from the TMA office to assist the hospi-
tal staff in establishing and instructing this

hospital committee. The second purpose of

this comment is to prompt the officers of the
medical society to have established and or-

ganized the review committees required un-
der the law.

R. H. K.

CONFERENCE OF STATE
AND COUNTY OFFICERS

The Tennessee Medical Association will

hold its fourth biennial conference for

officers of TMA and its constituent county
medical societies in Nashville at the Hermit-
age Hotel on Sunday, February 27, 1966.

Outstanding speakers will focus attention

on subjects of vital importance to the lead-

ers of organized medicine in Tennessee.

As in the past, the emphasis will be on
making information available to county so-

ciety officers, committee chairmen and oth-

ers, which will help them do a better job as

leaders.

The main portion of the morning session

of the conference will be a symposium en-

titled “The Proper Role and Responsibilities

of County, State and National Medical

Groups.”

The three speakers appearing on the sym-

posium will be Dr. A. Roy Tyrer, of Mem-
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phis, Dr. John H. Burkhart, of Knoxville,

and Mr. Leo E. Brown, of Chicago. Dr. Ty-

rer is president of the Memphis-Shelby

County Medical Society, Dr. Burkhart pres-

ident of TMA and Mr. Brown is assistant to

the Executive Vice-President of the Ameri-

can Medical Association.

“Stimulating Participation in Medical So-

ciety affairs” will be the topic of an address

following the symposium by Mr. C. Lincoln

Williston, Executive Secretary of the 10,000

member Texas Medical Association. Mr.

Williston is the past president of the Medi-

cal Society Executives Association and an-

nually conducts one of the best state and

county officers conferences in the nation.

Conferees will be hosted by TMA at a

noon luncheon. Dr. Hoyt D. Gardner, of

Louisville, will be the luncheon speaker

and he is most qualified to discuss his topic

of “Medical Practice and Politics.” Dr.

Gardner currently serves as a member of

the Board of the American Medical Politi-

cal Action Committee (AMPAC)

.

The afternoon session will bring together

four outstanding persons outside the field of

medicine to form a panel for a discussion

entitled “As Others See Us.” Mr. Jim

Reed, Director of Communications for the

AMA in Chicago, will act as panel modera-

tor. Panelists will be Mr. Lee Anderson,

Editor of the Chattanooga News-Free Press,

Mr. John Reese, Director of Programming
for WATE-TV in Knoxville, Mr. Sam M.
Fleming, President of the Third National

Bank of Nashville, and Mr. Clyde M. York,

President of the Tennessee Farm Bureau
Federation in Columbia. Those attending

the conference will have the opportunity to

ask questions of any of the panelists follow-

ing the presentation.

“Looking Ahead” will be the topic of

medicine’s most articulate spokesman, Dr.

Edward R. Annis, of Miami. Dr. Annis, a

past-president of the AMA and for many
years the standard bearer in medicine’s

fight against federal intervention, will pre-

sent an outlook for the future in organized

medicine.

There is a constantly increasing need for

closer liaison between county, state and na-

tional levels of organized medicine. The
principal officers of county medical societies

are the responsible link with the state and
national organizations. This conference is

a must for the leaders of Tennessee medi-

cine from the smallest county society to the

largest, for it will be these leaders who
must be prepared to seize the initiative on
the vital issues of medical education, rising

health care costs, quality controls, ethics

and discipline, and strengthening the medi-

cal federation at the state and local levels.

As someone once said, “It’s what you
learn after you know it all that counts.”

Mark February 27, 1966 on your calendar

now. L. Hadley Williams, Executive Assist-

ant and Public Service Director.

EDWARD T. NEWELL, SR., PAST-PRESIDENT

On November 30, death came to “Dr. Ed”
after two weeks in the hospital he founded.

Dr. Newell was born in Newellton, Ten-

sas Parish, Louisiana, on May 2, 1876, the

son of a well known attorney,—the private

attorney of President Jefferson Davis. Early

schooling was in the parish school. He re-

ceived a B.S. degree from Louisiana State

University in 1896, and had his medical

education at Tulane. He graduated in 1899,

at the age of 23 years, cited as the honor-

graduate of his class of 100 students.

Though a senior student, he became a cap-

tain in the Louisiana National Guard when
the Spanish-American War broke out, but

illness prevented him from joining his regi-

ment when it was ordered elsewhere for

training.

After practice in St. Joseph, Louisiana he

opened the Newell Infirmary in Chattanoo-

ga in 1908. In the following year he was

joined by his cousin, Dr. Dunbar Newell

and over the years they expanded the origi-

nal 15 bed infirmary into the Newell Hospi-

tal.

In addition to a most active practice car-

ried on until within two years of his death,

Dr. Newell contributed much in energy and

time to civic and business affairs.

A member of numerous medical societies

Dr. Newell, was a senior member of the

Southern Surgical Association and had an

active role in organized medicine. He
served as president of the Chattanooga and

Hamilton County Medical Society and rep-

resented the Tennessee Medical Association
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for a number of years as one of its dele-

gates to the AMA House of Delegates.

In 1917, Dr. Newell was President of the

Tennessee State Medical Association and

thereafter, as a delegate for life to the

House of Delegates of TMA, took an active

part in the House affairs for many years.

Dr. Newell has left a name in Chattanoo-

ga and Tennessee medicine to stand for

generations to come—a name continued by

his nephew Dr. Cecil E. Newell and his son

Dr. Edward T. Newell, Jr., a member of the

TMA Board of Trustees.

DEATHS

Dr. Edward Thomas Newell, Sr., 89, died No-
vember 30th in Newell Hospital in Chattanooga, a

hospital which he helped to establish. Dr. Newell

was a past president of the Chattanooga-Hamilton

County Medical Society and the Tennessee Medi-

cal Association.

Dr. John M. Wilson, 55, Nashville, superinten-

dent of Central State Hospital, died November 3rd

at St. Thomas Hospital.

Dr. William Lewis McGuffin, 46, Greeneville,

died November 20th in a local hospital. Dr. Mc-
Guffin had a heart attack on November 13th and
was hospitalized at the time of his death.

Dr. Ralph Adams, 57, of Wolfeboro, N.H., well-

known lung surgeon, formerly of Woodbury, died

November 23rd.

PROGRAMS AND NEWS OF
MEDICAL SOCIETIES

Nashville Academy of Medicine

Davidson County Medical Society

The Society’s annual banquet and instal-

lation of officers was held on January 11th

at the Hermitage Hotel. The awarding of

50-year pins and remarks by outgoing and

incoming presidents were highlights of the

program. Dr. William F. Meacham assumed
the presidency succeeding Dr. James N.

Thomasson. Dr. Greer Ricketson has been

named president-elect to take office in 1967.

Dr. Frank Womack was elected secretary-

treasurer of the Academy.
Recipients of the pins presented in recog-

nition of fifty years in the practice of medi-

cine were Dr. B. F. Byrd, Sr. and Dr. Mil-

ton Lewis.

Roane-Anderson County Medical Society

Ministers of Roane and Anderson Coun-
ties were invited to attend the dinner meet-

ing of the Society on November 30th in the

Oak Ridge Hospital Cafeteria. Dr. T. Guv
Pennington, Nashville, Chairman of the

Committee on Medicine and Religion for

the Tennessee Medical Association, was
guest speaker.

In the business session, the officers of the

Society for 1966 were elected and the mem-
bership heard the annual report on the

affairs of the Roane County Medical Socie-

ty, Inc. Elected as President, Dr. Henry
Hedden, of Clinton; as Vice-President, Dr.

Raymond A. Johnson and as Secretary, Dr.

Daniel M. Thomas, both of Oak Ridge.

The scholarship committee held its an-

nual meeting in conjunction with the Socie-

ty’s monthly meeting. During the past

year the Roane-Anderson County Medical

Society has increased its contribution to the

University of Tennessee Medical School

scholarship fund from $1,000 to $1,500 an-

nually and has inaugurated a scholarship

donation of $500 to the Vanderbilt Universi-

ty School of Medicine. The scholarships

are awarded to eligible medical students on
the basis of need and merit. Eligible recip-

ients who are residents of Roane, Ander-
son and Morgan counties are given pref-

erence.

Knoxville Academy of Medicine

The Presidential Address by Dr. John O.

Kennedy, entitled “The Diagnosis and
Treatment of Vulvovaginitis” was present-

ed on December 14th. Committee Chairmen
presented annual reports to the Academy’s
membership. In the election of officers, Dr.

George Zirkle was named president-elect to

become president in 1967, Dr. Felix Line

was named Vice-President and Dr. R. J.

Leffler was reelected secretary-treasurer.

Dr. Perry Huggin will assume the presiden-

cy of the Academy in 1966.

Sullivan-Johnson County Medical Society

First District Congressman James H.

Quillen discussed legislation affecting the

medical profession at the monthly meeting

of the Sullivan-Johnson County Medical

Society on November 18th. The meeting
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An antibiotic
of choice
is one that works

TAO works
— Y—

Susceptibility Results

Staphylococci 2,3,1

# OF CULTURES YEAR % EFFECTIVE

6,725 1962 88.6%

5,440 1963 88.0%

10,384 1964 88.5%

y^-Hemolytic Streptococci 2,3,1

The Product

In a world study of antibiotics in vitro 1
,
TAO had an over -

all effectiveness of 87.3%, higher than chloramphenicol

and erythromycin, and significantly higher than tetracy-

cline and penicillin.

The Plus... Consistent Performance

Yet antibiotics must not only work. They must work con-

sistently. Here are the results from the largest study of

microbial susceptibility ever undertaken. In 29,048 cul-

tures of overt staphylococcal and /Themolytic streptococ-

cal infections, note the consistency of results with TAO.

TAO
[triacetyloleandomycin]

J. B. Roerig and Company, New York, New York 10017
Division, Chas. Pfizer & Co., Inc., Science for the World’s Well-Being ‘

TAO Rx information

Indications: The bacterial spectrum includes: streptococci, staphy-

locci, pneumococci and gonococci. Recommended for acute,

severe infections where adequate sensitivity testing has demon-

strated susceptibility to this antibiotic and resistance to less toxic

agents. Contraindications and Precautions: TAO (triacetyloleandomycin) is not recommended for prophylaxis or in the treatment of infectious processes

which may require more than ten days continuous therapy. In view of the possible hepatotoxicity of this drug when therapy beyond ten days proves

necessary, other less toxic agents, of course, should be used. If clinical judgement dictates continuation of therapy for longer periods, serial monitor-

ing of liver profile is recommended, and the drug should be discontinued at the first evidence of any form of liver abnormality. It is contraindicated in

pre-existing liver disease or dysfunction, and in individuals who have shown hypersensitivity to the drug. Although reactions of an allergic nature are

infrequent and seldom severe, those of the anaphylactoid type have occurred on rare occasions. References: 1. Isenberg, Henry D.: Health Laboratory

Science 2:163-173 (July) 1965. 2. Fowler, J. Ralph et ah Clinical Medicine 70:547 (Mar.) 1963. 3. Isenberg, Henry D.: Health Laboratory Science

1:185-256 (July-Aug.) 1964.
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was held at the Elks Lodge in Kingsport.

Program Chairman for the meeting was Dr.

James B. Nichols.

NATIONAL NEWS

The Month in Washington

(From the Washington Office, AMA)
The Public Health Service has expanded

its “pap” test program with a goal of pro-

viding cervical cancer tests for most women
who enter hospitals and many of those who
see physicians for any reason. A total of $6

million has been allotted for the expanded

nationwide campaign. Grants will be made
to hospitals, medical schools, state and local

health departments and non-government

health groups for training of technicians,

post-residency training of physicians, pur-

chase of laboratory equipment, examination

of hospital outpatients and other such ex-

penditures.

Since last March, the American Academy
of General Practice has been implementing

for the PHS an office cancer detection pro-

gram. A PHS spokesman termed the pro-

gram “most effective,” although not costly.

The PHS said it expects to achieve its goal

in hospital tests within the next five years,

with the number of hospitals providing this

service to all adult women patients increas-

ing each year during this period.

Hospitals providing care for the poor and
medically indigent will receive first consid-

eration in the awarding of grants. These

patients have not been tested usually for

cervical cancer, the PHS said. PHS Sur-

geon General William H. Stewart said the

new hospital-based screening program
reaching h i g h-risk, low-socio-economic

groups offered “a truly effective” means of

fighting cancer through the “pap” test for

early detection.

Although the “pap” test was developed

more than 20 years ago, only 20 percent of

the nation's 62 million adult women had re-

ceived the test last year, the PHS said.

The report of the President’s Commission
on Heart Disease, Cancer, and Stroke pro-

posed a national cervical-cancer detection

program as the next logical step to expand

the limited program previously carried out

by the PHS’ Cancer Control Program. The
clinical training programs for cancer con-

trol will have $6 million in funds for the

next 12 months, double the amount pre-

viously available. The grant-aided pro-

grams will be carried out by medical

schools, hospitals, and such health groups

as the American Cancer Society, the Ameri-
can Academy of General Practice, and state

and local health departments.

After President Johnson named the Na-
tional Advisory Council on Regional Medi-

cal Programs to advise the government on
programs authorized by the Heart Disease,

Cancer and Stroke Law, Dr. James Z. Ap-
pel, AMA President, expressed regret that

“the AMA was not asked to submit any
nominations to this important body.”

“Frankly, we are disturbed that the PHS
has taken this action in view of our known
interest in the ACT and the inclusion be-

fore its enactment of the 20 amendments we
had proposed,” Appel said. “You may re-

member that one of the amendments incor-

porated into the final bill was our sugges-

tion that the Advisory Council have final

authority in approving or disapproving

grant requests rather than only advisory

authority as initially provided.”

Nonetheless, Appel told the AMA House
of Delegates in Philadelphia: “If we pro-

vide effective leadership, and if the PHS
cooperates, it may be that this law will per-

mit the development of programs which
will benefit the public and be acceptable to

the profession. I cannot urge you strongly

enough, therefore, to take steps now
through appropriate state and local society

committees to meet with medical school

deans, state health department directors,

teaching hospital administrators, and de-

partment heads in an effort to establish

jointly a series of programs under the Act
that would be wholly beneficial.”

Named to the Advisory Council: Dr. Mi-

chael E. DeBakey, Houston, who headed the

commission that recommended the program;
Dr. John Willis Hurst, Atlanta, the Presi-

dent’s heart specialist; Dr. George E.

Moore, Buffalo, N. Y.; Dr. Clark M. Milli-

kan, Mayo Clinic, Rochester, Minn.; Dr.

Cornelius M. Traeger, New York, N. Y.; Dr,
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Leonidas H. Better, Chicago; Mary I. Bunt-

ing, President of Radcliffe College; Gordon
Cumming, Sacramento, Calif.; Dr. Bruce

Everist, Ruston, La.; Dr. William Peeples,

Maryland Health Commissioner; Dr. Robert

J. Slater, Burlington, Vt.; and Dr. James T.

Howell, Detroit.

Surgeon General Stewart will be chair-

man.

*

Clinical testing of the experimental drug

DMSO has been discontinued by voluntary

agreement of the drug sponsors and the

Food and Drug Administration. The action

was prompted by reports of adverse effects

on the eyes of laboratory animals. About
1,000 investigators had been testing the drug

on thousands of human patients. Both the

American Medical Association and FDA
previously had warned that attempted self-

medication with the material was danger-

ous. DMSO is produced as an industrial sol-

vent as well as grades for medical research

purposes.

*

A special advisory committee of non-gov-

ernment medical experts is conducting a

comprehensive review of side-effects of

birth control pills. The Advisory Commit-
tee on Obstetrics and Gynecology was ap-

pointed in November by the Food and Drug
Administration because of reports that

women who had taken oral contraceptive

pills had suffered thromboembolic phenom-
ena including strokes, thrombophlebitis and

pulmonary embolism, and various eye and

vision manifestations. An article in the

AMA’s Archives of Ophthalmology report-

ed 69 cases of eye ailments, migraine and

strokes among women who had taken the

pills.

As an interim measure, the FDA directed

manufacturers of the pills to put on pack-

age labels two warmings— (1) use should

be stopped if eye problems occur, and (2)

women who have had strokes should not

take them.

It is estimated that more than four mil-

lion American women have been taking

birth control pills which are manufactured

by seven U. S. drug firms. At its first

meeting the seven members of the special

committee—all medical school gynecologists

and obstetricians—concluded that there

was no immediate need for immediate ac-

tion on the reports of adverse experience

with oral contraceptive pills. The commit-

tee believes that “final recommendations

. . . can safely await the conclusion of its

deliberations.”

Two more Committee meetings were
scheduled, in January and March. Dr. Jo-

seph F. Sadusk, Jr., FDA Medical Director,

said the Committee probably would issue

its final report following the March meet-

ing.

The FDA put on computer tape and

turned over to the Committee for evalua-

tion all of the clinical reports it had re-

ceived on suspected adverse reactions from

oral contraceptive drugs. The FDA pointed

out that it had “emphasized previously that

these are naturally occuring conditions in

some women which have been noted as far

back as medical experience extends.”

In a non-related action, a thirteen-mem-

ber panel, one of 30 making up the White

House Conference on International Co-

operation, proposed that the United States

make $100 million available over the next

three years to help foreign governments

carry out family planning programs. The
panel also urged that the Federal govern-

ment set an international example by co-

operating with state and local agencies to

make birth control information services

readily available in this country. Richard

N. Gardner, professor of law at Columbia

University, headed the panel.

MEDICAL NEWS
IN TENNESSEE

University of Tennessee

College of Medicine

The National Foundation has approved a

$23,000 grant to establish a Birth Defects

Evaluation Center at the University of Ten-

nessee Memorial Research Center and Hos-

pital in Knoxville. Tennessee now has

four Evaluation Centers, located in Knox-

ville, Chattanooga, Memphis and Nashville

and is the only state in the South having

more than one. Only two other states in
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the nation have four centers. There are

presently fifty-seven Birth Defect Centers

in the United States.

*
The Board of Trustees of the University

has approved the establishment of a gradu-

ate school in biomedical sciences in Oak
Ridge. The school will be known as “Uni-

versity of Tennessee—Oak Ridge Graduate
School of Biomedical Sciences.” Approval
came following a five-month study by a

joint committee from Oak Ridge National

Laboratory and UT. Originally, plans

were being made to establish the school in

the fall of 1967, pending the receipt of ap-

propriations from the 1967 State Legisla-

ture. However, Governor Clement has

offered to allot $50,000 from a special state

contingency fund if the opening date can
be moved forward to the fall of 1966.

*
A half million dollars has been author-

ized by the Governor for construction of a

large center at the University of Tennessee
Medical Units for treatment of the mentally
retarded. The money will help make up
the balance of $1,100,000 required to qualify

for a Federal grant of $3,300.00. The Gov-
ernment will pay 75% of the cost and 25%
must come from other sources. The pro-

posed center would serve in three broad
categories—as a hospital for the diagnosis

and treatment of patients, as a research in-

stitute to develop new treatment and teach-

ing methods, and as an educational center

for the training of specialists to assist the

mentally retarded.

*
Two faculty members at the Medical

Units have received national recognition in

their respective specialties. Dr. C. C. Er-

ickson, professor of pathology, was named
recipient of the annual Papanicolau Award
of the American Society of Cytology. The
award, which recognizes outstanding work
in cell study, was given for Dr. Erickson’s

work at UT in uterine cancer detection.

Dr. James Etteldorf. professor of pedia-

trics, was elected secretary-treasurer of the

American Board of Pediatrics and also

named to the board’s executive committee.

Dr. Maxwell Finland, professor of medi-

cine at Harvard University Medical School,

gave a lecture at the Medical Units on No-
vember 19th. Dr. Finland, one of the

world’s leading authorities on bacterial in-

fections, spoke on “New and Serious Infec-

tions in Hospitals in the Antibiotic Era.”

He is the first Neuton Stern visiting pro-

fessor of medicine, in a program established

this year in honor of Dr. Stern, who is clin-

ical professor of medicine emeritus at UT.

Meharry Medical College

A symposium on recent advances in medi-

cine and surgery was held at Meharry
Medical College on November 17th. Spon-

sors of the program were Meharry and Led-

erle Laboratories, a division of the Ameri-

can Cyanimid Company. Principal speaker

was Dr. Walter C. Alvarez of Chicago, na-

tionally syndicated medical columnist and

professor emeritus of medicine at the Mayo
Foundation Graduate School, University of

Minnesota Medical School.

Other speakers were Dr. Matthew Block,

professor of medicine, University of Colora-

do Medical Center, Denver; Dr. Kermit E.

Krantz, professor and chairman of the de-

partment of gynecology and obstetrics, Uni-

versity of Kansas Medical Center, Kansas

City; Dr. David Yi-yung Hsia, Associate

professor of pediatrics, Northwestern Uni-

versity Medical School, Chicago; and Dr.

Bentley P. Colcock, member of the surgical

staff. Lahey Clinic, Boston. Subjects in-

cluded treatment of lymphomas, clinical

gains in genetics, treatment of peptic ulcer,

recent advances in the management of en-

dotoxic shock, diagnosis of diseases of the

kidneys and surgery in thyroid disease.

Two Eli Lilly Seminars

Presented in December

The West Tennessee Academy of General

Practice and Eli Lilly and Company pre-

sented a postgraduate seminar on “Trau-

ma”, December 2nd at the Country Club in

Dyersburg. Speakers and their subjects

were: Dr. James C. H. Simmons, Memphis

—

“Head Injuries”; Dr. Orin D. Butterick. Jr.,

Memphis—“Chest Injuries; Dr. Louis G.

Britt, Memphis—“Emergency Room Man-
agement”; Dr. Harwell Wilson, Memphis

—

“Intra-abdominal Injuries”; and Dr. Jerry
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T. Francisco, Memphis—“The Physician’s

Responsibility to Truth.”

Also on December 2nd, the following pro-

gram was presented in Lawrenceburg by

the Nathan Bedford Forrest Chapter of

TAGP and Eli Lilly. “Treatment of the

Patient with an Abnormal Pap Smear” by

Dr. Gordon Peerman, Nashville; “Changing

Indications for Cesarean Section and Tubal

Ligation” by Dr. Russell Birmingham,
Nashville; and “New Laboratory Proce-

dures Used in Obstetrics and Gynecology”

by Dr. John Fletchnor, Nashville. Drs.

Peerman, Birmingham and Fletchnor also

presented a panel discussion entitled, “New
Techniques and Procedures in Obstetrics

and Gynecology.” A question and answer
period followed each presentation.

PERSONAL NEWS

Dr. Jorge A. Picaza, Memphis, former Havana
neurosurgeon, has been honored by the American
College of Surgeons for his work in epilepsy. The
organization presented a silver medallion to the

46-year old specialist at a “Symposium on Spec-

tacular Problems in Surgery.”

Dr. Robert S. Caradine, Jr. announces the re-

moval of his office to 1707 Madison Avenue, Mem-
phis. His practice is limited to Gynecology and

Obstetrics.

Dr. Arnold Meirowsky, Nashville, has assumed
the presidency of the Middle Tennessee Medical

Association succeeding Dr. J. T. Jackson. Dr.

Thomas G. Pennington of Nashville was re-elect-

ed secretary-treasurer.

Dr. Robert Merrill was guest speaker at a recent

meeting of the Auxiliary to the Nashville Acade-
my of Medicine. Dr. Merrill’s subject was “The
Problem of Handicapped Children in Nashville.”

Dr. Thomas W. Williams has opened his office

for the practice of medicine in Benton.

Dr. William Gardner Rhea, Jr., Paris, has been
certified as a diplomate of the American Board of

Surgery, Inc. and of the American Board of

Thoracic Surgery, Inc.

“Medicare: The Law, Now What?” was the sub-

ject presented by Dr. Thomas Zerfoss at a meeting
of the Nashville Republican Club on November
29th.

Dr. Arliss H. Tuttle, Memphis, has been elected

to fellowship in the American Academy of Pedia-

trics.

Tennessee physicians elected to offices of Sec-

tions of the Southern Medical Association are: Dr.

William H. L. Dornette, Memphis, Chairman of

the Section on Anesthesiology; Dr. Sam H. San-

ders, Memphis, Chairman of the Section on Oto-

laryngology; Dr. Robert M. Ruch, Memphis, Secre-

tary of the Section on Gynecology; Dr. John B.

Dorian, Memphis, Chairman of the Section on

General Practice; and Dr. James O. Fields, Milan,

Secretary of the GP Section.

Dr. Arnold Meirowsky, Nashville, delivered a

talk on “Evolving Concepts in Head Injury Man-
agement” before the Society of Medical Consult-

ants to the Armed Forces in Washington, D. C. on

November 22nd.

Dr. Lawrence D. Amick, Memphis, was the fea-

tured speaker at a recent meeting of the West
Tennessee Chapter of the American Physical

Therapy Association.

Dr. Homer F. Mincey, superintendent of

Greeneville schools, was elected vice president of

the East Tennessee Education Association at the

Association’s annual meeting in October.

Dr. Benjamin H. Caldwell, Jr., Nashville, an-

nounced the openning of his office for the practice

of obstetrics and gyneology.

Special Item

Members of the profession largely have

not had the time or the inclination to study

the Medicare Law and how it will affect

the practice of medicine. It is difficult for

the busy practitioner to read such a legal

document and interpret it in terms of his

daily activities in carrying out his life’s ob-

jectives.

The Connecticut State Medical Society

has had an analysis made which sketches

the outline of the probable “workings” of

Medicare. Obviously, the complete picture

must await the regulations now being filled

in by the bureaucrats. We thank Connecti-

cut Medicine (Suppl. Nov. 1965) for permis-

sion to reprint this material.—Editor

The Medicare Law—P.L. 89-97

An Assessment of its Professional

Implications

Preface

Prior to the enactment of the Social Se-

curity Amendments of 1965, which embody
the new Medicare Law, the position of

American medicine on compulsory, tax-

supported “social” financing of health serv-

ices had, of necessity, to be expressed in

more or less hypothetical terms; i.e., if this

legislative proposal or that were to be

passed, its effects on the patient-physician
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relationships and the quality of medical

care would probably be thus-and-so. Since

such a revolutionary scheme had never been
tried out in the United States, it was not

possible for anyone to say with certainty

just how it would work.

Furthermore, the testimony presented by
spokesmen for the profession to committees

of Congress on a succession of “medicare”

bills (Murray-Wagner-Dingell, Forand,

King-Anderson, and others) was heard

rather exclusively by legislators—a very

limited audience at best, and, as each of the

earlier measures failed to gain widespread

support, the views of organized medicine

concerning them were buried in the archives

where records of this kind are filed away
for posterity.

Consequently, most people in this coun-

try—and, indeed, most of the doctors, have

never before had to come to grips with the

realities of massive intervention of Federal

government in the field of personal health

services; neither patients nor physicians

have been prompted in the past to do more
than speculate in the abstract as to what
major changes, for good or for bad, the en-

actment of such a law would cause in the

traditionally voluntary system of American
patient care.

Today, however, the situation has been

drastically altered. Final passage of the

Medicare Law has lowered the curtain on

almost twenty years of debating the “idea”

of the legislation. The long debate has been

ended, and now attention must be turned

at once toward putting the theories of social

health insurance into practice in our nation

—toward the drafting of a multitude of

rules and regulations by the various Fed-

eral agencies responsible for promulgating,

administering and controlling the different

programs provided for by the Law, and

toward the drafting of “livable” positions

of accommodation to those rules and regu-

lations by all who will shortly become sub-

ject to their enforcement.

In this new climate which Congress has

created, wherein medical practice and Fed-

eral statutes have been made inseparable

bedfellows, the long-ignored fundamental

issue of so-called “socialized medicine” has

finally been brought into sharp focus. For

the patient, it will be the right—or lack

thereof—to continue to exercise freedom of

choice in arranging for his personal health

care. For the doctor, it will be the right

—

or lack thereof—to continue to exercise

freedom of judgment in making professional

decisions of vital importance to those he

serves.

The Congress took nearly two decades to

reach agreement on the final provisions of

Medicare—a considerable period of time.

But the basic medical tenets which guide

and discipline today’s practitioner in his

chosen work have been forged during the

passage of several centuries—a very much
longer period of time. The former are as

yet theoretical and untested; the latter have
withstood their trial by fire, over and over

again.

In this current atmosphere of radical

change and widespread uncertainty, it is

felt that the responsibility of medical lead-

ership is not so much to formulate new
rules of professional conduct for physicians

under the Medicare statutes of 1965, as it is

to reaffirm and redefine for the practitioner

those long-established principles which have
carried American medicine to its present

high level of achievement, and to assure, to

the greatest degree possible, that those

principles will not have to be abandoned or

even seriously compromised in the critical

years that lie ahead.

It is in the spirit of attempting to dis-

charge this latter responsibility that the

Connecticut State Medical Society has pre-

pared this assessment of the professional

implications of Public Law 89-97 for perusal

by its members.

I. General Considerations

By an act of the 89th Congress, commonly
called the Medicare Law, the Federal gov-

ernment has been empowered to enter into

contracts with practically all persons age

65 and older, and with many persons in

other special categories, to make cost-

controlled payments on their behalf to the

providers of certain institutional services

and certain other health services, all such

contracts to be subject to stringent condi-

tions embodied in the Law itself and to ad-

ditional rules and regulations which the
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Law authorizes the Secretary of Health, Ed-

ucation and Welfare to impose immediately,

and from “time to time” thereafter.

It is emphasized, and should be recalled

frequently, that none of the Medicare con-

tracts outlined above will, in any literal

sense, make the Federal government re-

sponsible for “paying the medical bills” of

these millions of potential beneficiaries. As
a matter of fact, the Law clearly stipulates

that the providers of all health services will

be reimbursed solely on the basis of “rea-

sonable costs or charges,” and that the

standards of “reasonableness” will be set

by the Secretary of HEW for each category

of providers.

It is further stressed, now and for future

reference, that the primary legal parties to

all such contracts are actually only two in

number; i.e., the Federal government and
the persons who are ruled eligible to receive

the covered services at taxpayers’ expense.

The election to become a legal third party

to any type of Medicare contract—in par-

ticular, by the providers of health services

—is ostensibly entirely voluntary under

P.L. 89-97.

However, once such a provider has ap-

plied to the Secretary for certification to

furnish services and be reimbursed for

same, and has been so certified, it will be

mandatory for the provider to enter into a

binding legal agreement to furnish services

in strict conformance with HEW regula-

tions and to accept payments on the basis

of HEW determinations of “reasonable costs

or charges.” While under contract, the pro-

vider will be expected to yield to rulings

of the Secretary whenever questions of

Medicare’s administration arise, since the

authority vested in him appears to be both

all-inclusive and final in these matters.

If the various types of health services

could be pigeonholed, so as to make each

type a separate and discrete entity, it might

be possible for one category of providers

to enter into contracts with HEW without

involving other categories of providers in

any way. Unfortunately, this possibility

seems unlikely to be achieved. For exam-
ple: In order for a Medicare patient (under

contract) to receive hospital services at

government expense, and for a hospital

(also under contract) to receive payment
for services rendered to that patient, it is

required that the attending physician (not

under contract) be asked to complete and
file one or more forms certifying to the

“medical necessity” of the patient’s admis-

sion to, and continued stay in, the hospital.

The professional implications of some of

these “cross-overs” of obligation between
Medicare contractors and non-contractors

will be evaluated further on in this assess-

ment.

II. The Medicare Law and the

Practicing Physician

Ever since President Johnson affixed his

signature to the Social Security Amend-
ments of 1965, a great deal of discussion has

been engendered in both professional and
public circles as to the “legality” of a phy-

sician’s personal decision not to take part,

or to take only a limited part, in the several

types of health benefits programs provided

for under P.L. 89-97. At the moment, it

may be said that much of this discussion is

rather academic since very few people are

as yet competent to even interpret the

meaning of the major provisions of the law,

let alone to render final verdicts as to their

legal implications.

In general, however, it is reasonably safe

to say that, insofar as compulsory or invol-

untary involvement of the doctor of medi-
cine is concerned, there appear to be no
clearly defined provisions of the Law that

will directly compel the private practitioner

to depart from his “usual and customary”

methods of rendering patient care, either

as to diagnosis and treatment or as to mak-
ing charges for his services. The Law seems

to be most specific in this regard.

In precise and presumably unmistakable

language, under the featured heading of

“Prohibition Against Any Federal Interfer-

ence Title XVIII, Section 1801, declares:

“Nothing in this title (Health Insurance for the

Aged) shall be construed to authorize any Federal
officer or employee to exercise any supervision or

control over the practice of medicine or the man-
ner in which medical services are provided. . .

.”

From a lay (non-legal) standpoint, this

apparently unqualified disclaimer of Fed-

eral interference in the practitioner’s usual

and customary medical care of his patients

seems in perfect accord with Section 6 of
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the AMA Principles of Medical Ethics,

which reads:

“A physician should not dispose of his services

under terms or conditions which tend to interfere

with or impair the free and complete exercise of

his medical judgment and skill or cause a deteri-

oration of the quality of medical care.”

In the light of such evident harmony be-

tween the intent of Congress and the intent

of this ethical principle, it appears unwar-

ranted to so much as speculate that the

Secretary of HEW would ever try to im-

pose, or that a physician would ever be

asked to comply with, any rule or regula-

tion of Medicare which might tend to vio-

late the spirit of either. In Section 1801,

the government has plainly certified the

ingredients of the Medicare “pudding” to

be pure and entirely safe for the doctor’s

consumption. It is unthinkable that the

“eating” might furnish proof to the con-

trary.

Hence, if this new Law means what it

says and is promulgated completely within

that meaning, it is difficult to conceive that

the doctor who practices competent and

ethical medicine could ever be found to be

acting “illegally” with respect to P.L. 89-97

or any other statutes. Further, it is hard

to imagine why it would be necessary for

such a physician to change his usual and

customary methods of practice when treat-

ing Medicare cases, unless he elects to con-

tract with the Department of HEW or one

of its fiscal agents to do so.

The foregoing is intended to inform the

doctor of medicine concerning the legal im-

plications of Medicare (insofar as they are

now understood) as it appears they may ap-

ply to him personally in his practice. How-
ever, it is expected that for every basic pro-

vision of P.L. 89-97 there will be established

a host of regulations with which to promul-

gate it, and nothing in this assessment is

meant to suggest that these myriad regu-

lations may not “rub off” on him to some

extent in their over-all enforcement.

It must be kept in mind that the practi-

tioner frequently renders patient care in

concert with other providers of health serv-

ices, such as hospitals, convalescent facili-

ties and home treatment agencies. As re-

ported (Section I) previously, the Law
states that providers like these must enter

into agreements with HEW in order to

qualify to receive Medicare payments, and
that, in so doing, they must also agree to

furnish services in conformance with regu-

lations. It is in those areas of what have

already been referred to as “cross-overs”

of obligation between Medicare contractors

and non-contractors that the physician may
find himself confronted with situations in

which indirect bureaucratic pressure may
be brought to bear on him to alter or even

completely change his medical judgments
when Medicare cases are involved. The
principal source of such pressures will

probably be Title XVIII, Part 1-A—“Hospi-

tal Insurance Benefits for the Aged.” Some
of these potential problems will be consid-

ered at length in the section that follows.

III. Part I -A—The Program of Hospital

Insurance Benefits

Part 1-A of Title XVIII provides a pro-

gram of benefits for inhospital services (ef-

fective July, 1966), outpatient hospital diag-

nostic services (effective July, 1966), post-

hospital home care services (effective July,

1966), and extended care services in ap-

proved convalescent facilities (effective

January, 1967). As has been pointed out

earlier, the government will make cost-

controlled “payments” to certified providers

of such services, rather than “pay the bills”

of same, but there can be no doubt that

Part 1-A provisions will relieve some 15-20

million persons age 65 and older of much of

the responsibility of meeting incurred ex-

penses for these services out of personal or

voluntary insurance resources. Since no

“means test” is to be applied under this part

of the Law, wealthy and poor will benefit

alike, and all will be subject to the same
rules and regulations that the Secretary of

HEW eventually lays down for administra-

tion of the plans.

Part 1-A contracts will authorize no pay-

ments to be made to the Medicare patient’s

attending physician for services rendered

in any of the institutions or home care

agencies under contract to HEW. Unless

the Law is amended before its implementa-

tion in 1966, or unless subsequently imposed

regulations permit some looseness in the

Law’s interpretation, this exclusion will ap-

ply with equal stringency to the so-called
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“hospital based” specialties; i.e., pathology,

radiology, anesthesiology and physiatry.

The AMA has supported, and will continue

to support, the positions in this regard

adopted by the national boards and colleges

of these groups of practitioners; i.e., that

such services are medical services—not hos-

pital services, and that patients should be

billed for same by the physicians render-

ing them. On that account, it is not the

purpose of this assessment to furnish mem-
bers of the Society with definitive informa-

tion about the probable scope and duration

of institutional coverage, the beneficiaries

will be given under Part 1-A.

It is expected that such details, when
finally drawn up by the Secretary et al,

will become available to the public and the

profession from official government sources.

Parenthetically, it may be said that Medi-

care “facts and figures” obtained from other

sources (especially from commercial ones

which are being rushed into print) may be

so oversimplified as to be misleading.

The M.D. as a Source of Medicare Information

At the present time, the Department of

Health, Education and Welfare, the Social

Security Administration, the U. S. Public

Health Service and other involved Federal

agencies are said to be experiencing night-

mares of confusion in trying to come up
quickly with literally thousands upon thou-

sands of Medicare regulations which will

not contradict each other or be reduplica-

tive in their application to the various pro-

grams to be made operational under the

Law. Hence, for the moment, P.L. 89-97

must be looked upon only as broad “en-

abling legislation” which, in itself, is not

suitable for any but experts to interpret.

For this reason, it would be most unwise for

the Society to try to furnish its members
with specific analyses of the Law now, or

until all the facts have been made known.

For the same reason, it would seem equal-

ly unwise for the physician to attempt to

advise his elderly patients in these matters,

especially in regard to their possible entitle-

ment to benefits under its various parts and
the specific nature of such benefits. Unless

the doctor himself fully understands every

section and subsection of the Law, his ad-

visements will more likely misinform pa-

tients than enlighten them.

As a case in point, the practitioner might
venture a guess as to what he would offer

as a meaningful interpretation of the fol-

lowing:

“Section 1814 (a)—Except as provided in subsec-

tion (d), payment for services furnished an indi-

vidual may be made only to providers of services

which are eligible therefor under section 1866

and only if— (1) written request, signed by such
individual except in cases in which the Secretary

finds it impractical for the individual to do so, is

filed for such payment in such form, in such man-
ner, within such time, and by such person or

persons as the Secretary by regulation may pre-

scribe; . .
.”

Since in this and almost every other sec-

tion of the Law the Secretary is authorized

to impose regulations, and since no clearcut

definition is given as to what the “Secretary

may by regulation prescribe” or may change

“from time to time,” most physicians may
well conclude that it would be greatly to

their patients’ advantage for them to sug-

gest that the answers to all questions on

Medicare be sought directly from the Social

Security office administering the Law at

local level. HEW and other involved Fed-

eral agencies are reported to be hiring tens

of thousands of additional employees for

this purpose, and they will probably be

trained to try to answer such questions in

language the average person can under-

stand. Those who have read through P.L.

89-97 can appreciate that the task of these

clerks will not be an easy one.

Expected Utilization of Hospital-Type Services

Most hospital administrators, convales-

cent facility operators, and other experts

in institutional care are predicting that

when Part 1-A benefits become available in

July, 1966 and thereafter, the demand for

admission to hospitals and related facilities

will immediately increase 20-35 per cent

due to an influx of patients age 65 and
older. Undoubtedly some of these admis-

sions will be justifiable on the basis of

medical need—a need previously unmet be-

cause of financial inadequacy to pay the

bills. It is anticipated, however, that such

cases will constitute a minority; i.e., a Na-
tional Blue Cross vice-president recently

told the House Committee on Ways and
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Means that his organization was “unaware
of the existence of any appreciable segment
of the over-65 population that has been go-

ing without essential hospital treatment.”

On the other hand, say the experts, vast

numbers of older people are expected to

seek admission to hospitals and nursing

homes on the grounds that they have be-

come entitled to such services “as a matter

of right”—a promotional phrase used over

and over again in recent years by the advo-

cates of Medicare legislation. Hence, many
aged persons whose only need is for cus-

todial care (not covered at all under P.L.

89-97) are likely to put pressure on physi-

cians to issue them certificates of “medical

necessity,” without which, by HEW regula-

tions, hospitals and similar institutions can-

not admit them, or, once admitted, allow

them to remain as inpatients beyond cer-

tain stipulated limits.

Should these educated predictions prove

to be well-founded, the private practitioner

of medicine may well find himself cast in

the role of “policeman” for the Hospital In-

surance Benefits program—a role he may be

most reluctant to assume, and one which is

surely not assigned to him by any provision

of the Law. Under such circumstances, ad-

herence to usual and customary methods of

admitting and discharging Medicare patients

may be made extremely difficult for him.

On the one hand, if his medical judgment

in this regard happens not to be pleasing

to an older patient or a relative of same, he

may become a target for criticism and ani-

mosity. It is not beyond the realm of pos-

sibility that such displeased persons might

even try to “make trouble” for him if he

does not yield to their demands, perhaps

attempting to discredit his medical judg-

ment by “shopping around” among his col-

leagues for a contrary opinion or seeking to

hold him responsible for unrelated compli-

cations which developed at some later time.

On the other hand, he will not really solve

anything by “letting down the bars” in this

matter and, to conserve his time, accede

willy-nilly to the desire of the patient (a

practice resorted to, in desperation, by many
doctors working under socialized medicine

in Great Britain and elsewhere.) Since each

institution under contract to HEW will have

a “utilization review committee” to check

on the medical necessity of every admission,

it is doubtful that such a liberal policy

would go unnoticed for very long or that,

when detected, its further pursuit could not

place the physician’s staff privileges in some
degree of jeopardy. To the extent that

Medicare regulations imposed by the Secre-

tary on all contracting institutions become
embodied in the “rules of the staff” of an in-

stitution, to the same extent the physician

will probably be held responsible to comply
with them in full. Any claim that he, him-
self, is not under contract to HEW may be
looked upon by the institution’s administra-

tion as rather academic and, in any event,

irrelevant. It would therefore appear that

the proposed relationship between HEW
rules for controlling utilization (costs) and
existing staff rules governing professional

conduct recommends itself as a subject for

careful study by the joint conference com-
mittee of the staff and the board of direc-

tors of each institution that intends to par-

ticipate in the programs under Part 1-A.

It almost goes without saying that the

primary objective of the physician will be

be to continue to do what is best and proper

for his patients, but it may be found that

good intentions alone will not suffice in the

new medical environment created by P.L.

89-97. Those who have become accustomed
to the simplicity of admitting and discharg-

ing patients covered by Blue Cross and
other voluntary plans may find themselves

caught on the horns of a dilemma in trying

to deal satisfactorily with some of the po-

tential problems just described. Certainly

the physician should not be expected to

waste valuable time debating “medical ne-

cessity” vs. “matter of right” when an older

patient or relative seeks his certification for

admission to, or prolonged stay in, an in-

stitution. Neither should he be expected

to risk damage to his professional reputation

in the community by being unduly firm in

judgments of this kind or in the hospital

by being too lax in them.

Probably only first-hand experience with

these regulations of Medicare will enable

the practitioner to develop workable guides

for complying with them in an ethical man-
ner. However, at least one possible “rule-
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of-thumb” may warrant careful prior con-

sideration by each member of the Society;

i.e., should the patient question the validity

of his judgment concerning the “medical

necessity” for a primary admission, it would
appear to be both legal and ethical for him
to insist that prompt consultation be held

with another qualified physician who is on

the staff of the institution involved. It is

often claimed that “two heads are better

than one,” and, if this be so, such consulta-

tion might do a great deal to protect the

interests of ail concerned. The question of

prolonged stay will be taken up under “The
Role of the Utilization Review Committee.”

Admitting and Discharge Procedures

As has been stated previously, and ex-

emplified at some length in the immediately

foregoing section, certain provisions of the

Hospital Insurance Benefits program may
indirectly present problems to the private

practitioner in his management of a Medi-

care case. These may vary in significance

from the mere mechanical (but often ex-

pensive) drudgery of filling out numerous
government forms, to the far more weighty
ones raised by his being asked to yield in

his professional judgments to cost-oriented

regulations which seem destined to become
integral parts of the binding agreements
into which institutions must enter with the

Secretary of HEW. In the discussion of

several of these matters which follows, it is

well to stress again that inhospital services

of the attending physician are not covered

for payment under Part 1-A and, therefore,

that none of the required forms and certifi-

cates he will be asked to complete are for

his benefit in any way.

(1) Completion of Required Forms: Sec-

tion 1814(a) reads:

“Except as provided in subsection (d), payment
for services furnished an individual may be made
only to providers of services eligible therefor un-
der section 1866 and only if ... (2) a physician
certifies (and recertifies, where such services are

furnished over a period of time, in such cases,

with such frequency, and accompanied by such
supporting material, appropriate to the case in-

volved, as may be provided by regulations, ex-

cept that the first of such recertifications shall be
required in each case of inhospital care not later

than the 20th day of such period).”

From the wording of this section (and

other similar sections applying to extended-

care facilities and home-care agencies), it

can be deduced that the Medicare patient’s

attending physician will be asked to com-
plete and file a substantial number of forms

if the patient is to receive authorized serv-

ices and if the institution is to be paid for

furnishing same. At this writing, the sim-

plicity or complexity of the forms which

will be issued for such certification and re-

certification purposes is not known, nor

are the details of what is meant by “sup-

porting material.” It seems evident, how-
ever, that one or more of the following con-

siderations may present themselves to the

practitioner in completing and filing these

documents:

(a) Privileged Information: In complet-

ing documents such as applications for life

insurance, the physician is often asked to

divulge privileged information concerning

his patient’s past and present health status,

and he complies with such requests only

when they are accompanied by written au-

thorization from the patient for him to do

so. By obtaining prior authorization, his

compliance is not out of keeping with the

intent of Section 9 of the AMA Principles of

Medical Ethics, which reads:

“A physician may not reveal the confidences en-

trusted to him in the course of medical attend-

ance, or the deficiencies he may observe in the

character of patients, unless he is required to do

so by law or unless it becomes necessary in order

to protect the welfare of the individual or of the

community.”

As far as is known, the pertinent provi-

sions of P.L. 89-97 are not intended to en-

compass the meaning of either of the excep-

tions (“law” and “welfare”) stipulated in

Section 9 of the Principles. Hence, in com-

pleting Medicare forms, it would seem ad-

visable for the practitioner to continue his

usual and customary procedure in this re-

gard; i.e., if the forms ask him to divulge

privileged information, he comply only after

obtaining written consent of the patient to

do so.

(b) Time-Cost Factors: Should the forms

provided for certification and recertification

purposes under Section 1814 (a) of Part 1-A

prove to be brief and simple, requiring only

a few moments of the physician’s time to

complete, it is doubtful that he would wish

to assess any charge for this service. From
past experience with government-operated
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programs, however, it is equally doubtful

that these forms will be of a succinct nature.

If the forms prove to be lengthy and/or

complex, it seems inevitable that either the

physicians or his office personnel or both

will be called upon to spend a good deal of

time and effort to complete the required

documents, particularly with reference to

the “recertification” and “supporting mate-

rial” regulations. In such event, and the

practitioner is considering whether to assess

or not to assess a charge for this demand
upon his time and person, he may choose to

be guided by a relevant policy of the Con-

necticut State Medical Society which reads:

“The physician shall be responsible for com-
pleting for the patient such reasonable claim

forms as may be required by third party agencies,

and for preparing and furnishing, at appropriate

cost, such other statements or certificates con-

cerning the patient’s health status as may be re-

quested by the patient or by persons or agencies

authorized by the patient to obtain such docu-

ments from the physician.”

The Medicare Law, as written, does not

appear to include payment for this service

of the attending physician under the provi-

sions of Part 1-A. Neither does the Law
indicate on whose behalf the physician will

be performing the service; i.e., for the pa-

tient, for the institution, or for the Secre-

tary of HEW. In the absence of direction

from P.L. 89-97 in this regard, and unless

some future regulation affords clarification,

the practitioner may find suitable guidance

in this matter by referring to another policy

of the Society which reads:

“The patient (or his legal relative or guardian)

shall be responsible for payment of the physician’s

fee.”

Under Part 1-A, the Law clearly estab-

lishes precedents for placing responsibility

on the patient to pay for services which are

over and above those for which the govern-

ment will assume financial liability. For

example: The patient must pay $40 out-of-

pocket (or from other sources) for each

“spell of illness” which requires up to sixty

days of inpatient hospital care, and an ad-

ditional $10 per day for further hospitaliza-

tion from the sixty-first day on through the

total of ninety days which are allowable.

The hospital is authorized to collect these

amounts directly from the patient or his

agent. This “direct charge” provision also

applies to convalescent facilities and to cer-

tain other providers of services.

Therefore, while not so stated in the Law,
it would appear that the physician would
be acting both legally and ethically if he

followed a similar direct billing procedure

with respect to his charges for completing

forms and certificates which he considers to

exceed “reasonable” limits. It is expected

that, in assessing charges for this type of

service, most physicians would follow their

usual and customary practice of modifying

their fee to accommodate the patient in re-

duced circumstances or even waive such fee

if the situation warrants. It is pertinent to

recall, however, that entitlement to “free”

benefits under Medicare is not based on in-

come or ability to pay, but on age—65 years

and older. Hence, Medicare entitlement

and medical indigency are not necessarily at

all synonymous in this context.

Should such a billing be questioned, the

physician may wish to suggest that the pa-

tient or a legal relative or guardian seek

resolution of the question from the local

Social Security office. He might also wish

to suggest that his county medical associa-

tion be asked to rule on the propriety of his

charge.

The Role of the Utilization Review Committee

Under the Law, as enacted, it will be re-

quired that each hospital and convalescent

facility under contract to the Department
of HEW have a “utilization review commit-

tee.” The ostensible purpose of this com-

mittee will be to promote “the most efficient

use of available health facilities and serv-

ices,” a purpose which almost anyone would
look upon as commendable. However, it

seems clear that this committee will also

serve as an indirect agent of the Secretary

and be empowered to enforce his rules and

regulations with respect to the admission,

discharge and transfer of Medicare patients

to and between hospitals and extended-care

facilities, and, as well, to rule on the “medi-

cal necessity” of all treatment prescribed by

the patients’ attending physicians.

The law provides that such a committee

may be
“either (A) a staff committee of the institution

composed of two or more physicians, with or with-

out the participation of other professional person-
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nel, or (B) a group outside the institution which

is similarly composed and (i) which is established

by the local medical society and some or all of the

hospitals and extended-care facilities in the local-

ity, or (ii) if (and for so long as) there has not

been established such a group which serves such

institutions, which is established in such other

manner as may be approved by the secretary.”

As defined by statute, three duties of the

utilization review committee are as follows:

. . review, on a sample or other basis, of ad-

missions to the institution, the duration of stays

therein, and the professional services (including

drugs and biologicals) furnished (A) with respect

to the medical necessity of the services, and (B)

for the purpose of promoting the most efficient use

of available health facilities and services”; and

. . review, in each case of inpatient hospital

services or extended-care services furnished to

such an (eligible) individual during a continuous

period of extended duration, as of such days of

such period (which may differ for different classes

of cases) as may be specified in regulations, with

such review to be made as promptly as possible,

after each day so specified, and in no event later

than one week following such day”; and

. . (make) prompt notification to the institu-

tion, the individual, and his attending physician

of any finding (made after opportunity for consul-

tation to such attending physician) by the physi-

cian members of the committee or group that any

further stay in the institution is not medically

necessary.”

In normal practice, such decisions as ad-

mitting and discharging patients and pre-

scribing courses of treatment for them are

left to the medical judgment of the attend-

ing doctor. Although most hospitals al-

ready have utilization committees, they

presently operate intramurally as a func-

tion of the medical staff and are not subject

to control by agencies outside the institu-

tion. Further, their concern is solely with

the proper utilization of institutional facil-

ities by members of the staff; not with the

medical management of their private pa-

tients. In the latter area, the quality of

care being rendered in the hospital by staff

physicians is continuously being evaluated

by other appointed agents of the staff; i.e.,

by surgical audit committees, morbidity and

mortality committees, tissue committees,

and the like. A high quality of care is also

fostered by department heads through rules

such as mandatory consultation with qual-

ified physicians in complicated or unusual

cases.

The language of P.L. 89-97 strongly sug-

gests that the utilization review committees

called for under the provisions of the Hos-

pital Insurance Benefits program will differ

substantially and in several ways from
those with which most practitioners are

now familiar. In the first place, the com-
mittee will review “each (Medicare) case,”

in the manner and at the times that regula-

tions will specify, as to the “medical neces-

sity” of the admission itself and the need

for “any further stay” in the institution. In

the second place, the committee will pass

similar judgments on the necessity of the

hospital-type services which are prescribed

by the attending doctor. And finally, it may
be placed under greater primary obligation

to comply with the cost-oriented rules laid

down by HEW than to further the medical

interests of the patient.

The language of the Law also strongly

suggests that should there be a difference

between the judgment of the physician

members of the committee and that of the

attending physician (whether opportunity

for consultation with him has been consum-
mated or not), the judgment of the com-
mittee members will prevail.

Should such a difference of medical opin-

ion occur, irrespective of whether the dif-

ference involves admission, discharge,
transfer, treatment, or some other impor-

tant aspect of patient care, it seems likely

that grave ethical questions might be raised.

On the one hand, the attending doctor could

be under pressure to yield in his judgment
to rules imposed by HEW. On the other,

he would also be expected to continue to

assume full professional responsibility for

the management of the case. Assessed by
existing standards, such a position would
be considered ethically untenable.

To assist members of the Society in re-

solving questions of this type in a medi-
cally acceptable manner, it is suggested

that they review again and be guided by
Section 6 of the AMA Principles of Medical

Ethics. The harmony between this princi-

ple and the government’s pledge of absolute

non-interference with practice has been
pointed out previously.

However, should the physician be sub-

jected to administrative pressure to com-
ply with HEW regulations and be prevailed

upon to yield in his judgment to those reg-
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ulations, it is strongly suggested that he do

so only after obtaining from the chairman

of the utilization review committee a writ-

ten statement transferring from himself to

the committee full responsibility for any

and all deleterious effects the patient may

suffer as a consequence of the committee’s

ruling that the treatment he felt to be ap-

propriate was not “medically necessary.” A
copy of the signed statement could then be

made a permanent part of the patient’s hos-

pital record, accompanied by a written state-

ment of the attending doctor’s contrary

opinion. Should the chairman decline to

furnish the statement requested, it would

seem wise to make detailed note of same

on the chart.

Such a policy of insistence on “rendering

unto Caesar that which is Caesar’s” should

prove to be unassailable, both legally and

ethically. It is true, of course, that noti-

fication by the committee that no further

stay in the institution is necessary does not

actually mean that the patient will be com-

pelled to leave. It is assumed that it will

mean only that the government has been

relieved of all responsibility to pay for his

care any longer; i.e., he will have been put

“on his own.” If his doctor writes a “stay”

order and the patient can afford to do so,

it is possible he may be allowed to receive

further inpatient treatment. If he cannot

afford it, or refuses to pay “as a matter of

right,” it is not known what the conse-

quences may be.

In any event, this problem for the patient

will not have been created by his attending

physician but by the provisions of the Law,

and it is certainly not the responsibility of

the practitioner to furnish a solution. Per-

haps the institution’s administrator or so-

cial workers could be of assistance to the

patient in such cases (which will probably

be quite rare) or, in extreme situations,

perhaps only an attorney will be able to

clear up the confusion.

It is said that the shoemaker should stick

to his last. In dealing with Medicare prob-

lems having primarily legal connotations,

it would seem only logical for the physician

to avoid becoming intimately involved.

The Prescribing of Drugs

While the Hospital Insurance Benefits

Program authorizes payment for most serv-

ices by lumping them together as “services

ordinarily furnished by the hospital for in-

patients,” it is a good deal more specific

with respect to drugs and biologicals.

In these categories, payment is authorized

for

“only such drugs and biologicals, respectively, as

are included in the U. S. Pharmacopoeia, the

National Formulary, the U. S. Homeopathic Phar-

macopoeia, or in New Drugs or Accepted Dental

Remedies, ... or those approved by the pharmacy
and drug therapeutic committee of the medical

staff of the hospital for use in that hospital.”

Of these two options, it seems reasonable

to assume that the latter might be prefera-

ble in most cases, since a formulary devel-

oped by a committee of the hospital staff

would be more likely to reflect medical

orientation than cost orientation. This is

another matter which strongly recommends
itself for careful study by the joint confer-

ence committee of the staff and the board

of directors of each institution that is plan-

ning to participate in programs under Part

1-A.

However arrived at, it is clear that the

formulary will be an integral part of the

institution’s contractual agreement with

HEW which qualifies it to receive payments
for goods and services furnished to Medi-

care beneficiaries. It will, therefore, be

subject to ultimate and final approval by
the Secretary.

Should the formulary, as approved by
HEW, be broad and comprehensive in scope,

the attending physician may anticipate lit-

tle difficulty in prescribing the pharma-
ceuticals of his choice. But should the for-

mulary prove to be narrow and restrictive

as to selection, the doctor may be placed

under pressure to prescribe “Brand X” for

the reason that the drug or biological he
prefers is not “approved” for payment as

a Medicare benefit. Connecticut practition-

ers have had some experience with restric-

tive formularies. Several years ago, the

Welfare Department issued a “generic drug”
directive applying to all patients on public

assistance but wisely modified that direc-

tive a short time later when members of

the profession protested vigorously against

it.
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Once again, it is suggested that the phy-

sician be guided by Section 6 of the AMA
Principles of Medical Ethics in determining

to what extent he can ethically modify his

own professional judgment to accommodate

non-medical regulations which are imposed

primarily to control costs.

It should also be kept in mind that the

Medicare Law (like the Welfare Depart-

ment directive just referred to) does not

actually prohibit the use of any recognized

form of therapy by the practitioner or deny

same to the patient. It only limits payment

for therapy to those forms approved as

benefits under the contract between the in-

stitution and HEW. On this account, there

appears to be no legal reason for the physi-

cian to depart from his usual and customary

methods of prescribing drugs and biologi-

cals for Medicare patients under Part 1-A

provisions, albeit he should keep in mind

that patients will be held responsible to pay

for such goods and services as are not ap-

proved as benefits under Part 1-A contracts

with institutional providers. The legal prec-

edents for “direct billings” to the patient

when services are not covered have already

been referred to in this assessment.

IV. Part l-B—The Supplementary Voluntary

Insurance Program

Under Part l-B, the Medicare Law estab-

lishes a supplementary “voluntary” insur-

ance program to provide coverage for certain

health services (exclusive of that provided

under Part 1-A) for individuals age 65 and

over who elect to enroll in it. The plan will

be financed, on a joint basis, from “pre-

miums” paid by the enrollee ($3 a month)

and from general revenues appropriated by

the U. S. Treasury (a matching $3 a month).

In the case of persons ruled eligible for pub-

lic assistance (in particular, under the ex-

panded Kerr-Mills Law—Part 2) ,
each state

will be authorized to pay the enrollee’s

share of the monthly premium for him.

The Congress appears to have drafted the

provisions of this supplementary program
in a rather bizarre manner. It did not, as

one might have expected, spell out the cov-

erage it wanted to have included in the

contracts and then ask private carriers and

prepayment plans to bid competitively on

the basis of calculated utilization and costs.

Instead, it arbitrarily set the premium to be

charged at $6 per month, gave general defi-

nition to the intended coverage only as

“medical and other services,” and turned

over to the Secretary of HEW practically

absolute control over every important as-

pect of the program’s administration; i.e.,

enrollment policy, methods of payment, fi-

nal determination of what will be consid-

ered “reasonable costs or charges, and even

authorizing him to enter into contracts with

insuring agencies without regard to the re-

quirements of law concerning competitive

bidding.

From the public’s standpoint, little or

nothing is known at this writing about what
form the contracts under Part l-B will take

when they are finally promulgated. The Law
states that they may include such items as

physicians’ services, certain drugs and bio-

logicals, hospital and convalescent services

supplement to those covered by Part 1-A,

radiation therapy (materials and techni-

cians’ services), rental of durable medical

equipment, approved private laboratory

services, and so forth. In addition, the con-

tracts will feature a $50 annual deductible

and 20 per cent co-insurance (both to be

paid by the patient).

It is emphasized that these items may be
included; not will. After trained insurance

actuaries finish estimating the probable loss

ratios for all of this coverage for an admit-

tedly poor-risk group, it remains to be seen

how much protection can actually be offered

for a fixed premium of $6 per person per

month.

Strange as it may seem, however, the fact

that there are no contracts-in-being has not

deterred the government from starting to

enroll the elderly. As of September 1, the

Social Security Administration began mail-

ing out “sign-up” cards to nearly 15 million

persons age 65 and older, accompanied by a

notice that if they do not enroll in the pro-

gram within a specified period they will

have to pay higher premiums or may even
be barred from enrollment forever. In some
quarters it is felt that such premature so-

licitation under such promotional pressure

has placed the aging in the position of buy-
ing sort of a pig-in-a-poke now—or else.

From the practitioner’s standpoint, the

form these contracts will finally take is
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equally nebulous at this time. Suffice it to

say that, whatever carrier or carriers may
be selected to act as fiscal agents, the prin-

cipal authority for administration will rest

with the Secretary of HEW in at least two
important areas: (a) ruling on the “medical

necessity” of any services for which a claim

for payment is made, and (b) ruling on the

amount of payment that can be made for a

service on the basis of his determination of

“reasonable cost or charge.” Some discre-

tion in these matters may be left to the fiscal

agents, but the language of the Law sug-

gests that the Secretary will keep his eye on

disbursements, through frequent and criti-

cal review, and will undoubtedly call a

prompt halt to the operation of any plan

that is paying providers of services at rates

higher than those he considers “reasonable.”

It is being predicted by some that the con-

tracts may end up as “hybrids,” embodying
selected features of Blue Shield, private in-

surance, Dependents’ Medicare, welfare pro-

grams and other existing third party pay-

ment plans. It can only be hoped that the

best features of these plans will be em-
bodied, and that their less desirable fea-

tures will be excluded.

During its some twenty years of opposi-

tion to any but the most limited “social in-

surance” for health services, the profession

has not stressed the economic implications

of such a proposal. In other words, protec-

tion of the “doctor’s pocketbook” has never

been advanced by its spokesmen as a reason

for keeping medical practice free of govern-

ment control. With the passage of Medicare,

however, the practitioner must face the total

picture of Federal intervention—not except-

ing its potential impact on his right to

charge “usual and customary” fees for his

services.

Individually and collectively, most physi-

cians have always adhered to the principle

of “service benefits” when dealing with pa-

tients in modest or reduced circumstances.

In earlier times, each doctor tailored his fees

to suit each patient’s resources—even waiv-

ing his fee entirely when circumstances

warranted. More recently, the same princi-

ple has been extensively promulgated on a

group basis through voluntary participation

in an ever-increasing number of “substand-

ard payment” programs, both public and

private; i.e., Old Age Assistance and others

for the indigent, Medical Assistance for the

Aged and others for the semi-indigent, and
Blue Shield and others for the so-called low

income segments of the population. In all

such programs, the “service benefits” prin-

ciple has been applied to accommodate the

patient’s presumed inability to pay a “usual

and customary” fee, whether that inability

was felt to be total or only relative.

The Medicare Law has introduced an en-

tirely new factor into the service benefits

equation. A group of approximately 20 mil-

lion Americans has been declared by Con-
gress to be eligible to receive health serv-

ices at special rates (“reasonable costs or

charges”) and under special conditions (at

taxpayers’ expense) solely on the basis that

they have reached or passed their sixty-fifth

birthday. This latest concept of entitlement

to service benefits (although the Law omits

use of that term) is not just novel—it is a

revolutionary “first” in the field of medical

economics, and should be recognized as

such by every practitioner of medicine.

Whether dealing with Medicare patients

or with patients in general, it is doubtful

that many doctors would wish to depart

from the traditional practice of curtailing

or even waiving their fee when, in their

judgment, circumstances seem to warrant

such action. Conversely, however, it is

equally doubtful that any significant num-
ber of physicians really feel it is incumbent

upon them to so adjust their normal charges

when the patient’s ability to pay is not in

question—but only his age or some other

not necessarily relevant factors. Yet, from

published reports, it appears likely indeed

that this is exactly what government plan-

ners hope to bring about under Part 1-B

contracts.

Some of Medicare’s principal architects

are insisting that in order to make the de-

ductible ($50) and co-insurance (20 per

cent) features of the program “meaningful”

to enrollees, it will be necessary for HEW
to seek to place a limit on the maximum lia-

bility of the government to pay its 80 per

cent of the “reasonable costs and charges”

made by providers for rendering the cov-

ered services. The American Medical Asso-

ciation’s plea that this liability be measured

on “usual and customary” charges was
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turned down by Congress, and it will there-

fore be surprising if most payment sched-

ules promulgated for Part 1-B contracts are

not of the fixed variety.

Fixed payment schedules are practically

synonymous with “service benefits,” and if

HEW carries out its reported present think-

ing the plan might produce results such as

the following: A physician’s “usual and cus-

tomary” fee for a service is $100, but HEW’s
estimate of 80 per cent of a “reasonable

charge” for the service in that area turns

out to be only $60. As a consequence, the

patient will be liable for (but not neces-

sarily disposed to pay) twice his supposed

contractual 20 per cent of the doctor’s bill;

i.e., $40 instead of $20. When asked about

this possibility recently, HEW Undersecre-

tary Wilbur J. Cohen suggested that the dis-

parity was something that would “probably

have to be worked out by the patient and

the physician, presuming that the patient

was willing to pay the difference.”

Many experts are suggesting that the

determination of “reasonable costs and

charges” in the different states and their

subdivisions be made by HEW on the basis

of some prevailing schedule in each area,

such as that of the local Blue Shield plan.

Thus, by taking 80 per cent of the Blue

Shield payments listed in the existing local

schedule, the government’s co-insurance li-

ability can be derived for that area with a

minimum of effort.

In attempting to assess the logic of this

approach, and the probable consequences of

its use, one can only fall back on experience.

The keystone of most Blue Shield schedules

is that the payments be substandard so that

the low-income subscriber can purchase the

contract at the smallest possible cost. It is

well known that in different sections of an

area served by a Blue Shield plan, there

may be marked differences of opinion among
practitioners as to what realistic relation-

ship exists between these substandard pay-

ments and normal charges. In one section,

the payments may be looked upon as full

fee-equivalents. In another section, the pay-

ments may be evaluated at 50 per cent or

less of usual and customary fees for many
services. Hence, it seems quite unlikely that

the approach to Part 1-B contract develop-

ment said to be currently under considera-

tion by HEW will produce a program which
is more than one cut, if any, above the type

common to most public assistance (welfare)

plans.

Pending revelation of the ultimate inter-

pretation given by HEW to the provisions

of Part 1-B, it appears that the physician

will be granted the legal right to continue

to assess his charges on a usual and cus-

tomary basis for Medicare cases, unless he
elects to do otherwise through the medium
of accepting “assignment of benefits” from
the patient. As presently understood, if the

doctor wishes to be assured of this “cash-on-

the-barrelhead” type of payment for Medi-
care work he can obtain such assurance

provided he agrees, in writing, to accept the

scheduled payment as “in full” and waives
his right to collect from the patient the 20

per cent co-insurance balance for which the

latter would ordinarily be liable.

On the other hand, if he so chooses, the

Law also appears to grant him the right to

bill his patient for the fee they have mu-
tually agreed upon, thereby allowing the

patient, rather than himself, to be reim-

bursed directly by the government or its

fiscal agent. Such a practice is followed at

the present time in many parts of the coun-

try, a practice which has its foundation in

the concept of INDIVIDUAL RESPONSI-
BILITY in the patient-physician relation-

ships. The purpose of IR is to keep separate

and distinct the agreements which are en-

tered into voluntarily by (1) the patient

and the physician and (2) by the patient

and an insuring agency, whether private

or public. In this way, the obligations of

all concerned are kept on a two-party basis,

and the patient does not become confused

by the intervention of a third party in either

of these quite different agreements.

What choice the practitioner will make in

this matter will probably depend on many
considerations. When the Part 1-B con-

tracts finally become available for examina-

tion, he will certainly be interested to learn

what the specific terms of the contracts are

and what options, if any, may be offered

him. But, above all, he should keep firmly

in mind that the choice is his alone—cer-

tainly not that of the government or his

medical societies—and that he is free to

choose on the basis of what he determines
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to be most appropriate to his patient’s needs

and circumstances, and most conducive to

his rendering a high quality of medical

care to those he serves.

V. Title XIX of Part 2—The Expanded Programs

of Public Assistance

Part 2 of P.L. 89-97 creates a new Title

XIX for the broad general purpose of ex-

panding and supplementing all existing pro-

grams of public assistance for health serv-

ices which are financed on a shared basis

by the Federal government and participat-

ing states, and of furnishing tax-supported

coverage for several new programs in the

fields of tuberculosis, mental disease and
rehabilitation.

The scope of this legislation is so vast, and

the details of its proposed modus operandi

so complex, that it is clearly beyond the

competence of any but bureaucratic experts

to interpret their immediate and long-range

significance.

In effect, it appears that Title XIX will

permit states to combine all public assis-

tance medical programs under one gigantic

umbrella until December 31, 1969, and,

thereafter, make it mandatory for them to

do so if they wish to continue to qualify to

receive Federal funds. Hence, it seems

likely that the trend will be to put on a uni-

form footing such diverse existing programs

as Old Age Assistance, MAA (Kerr-Mills)

,

Aid to Dependent Children, Aid to the

Blind, Aid to the Disabled and sundry

others.

The full impact of this combining and
homogenizing of programs will probably

not be felt for several years to come, nor

will the precise terms on which physicians

will be invited to participate be known.
Unless history is reversed, however, it may
be anticipated that the so-called “new” ar-

rangements will have a distinct welfare-

type orientation about them, and retain

most of the old features with which most
doctors have become so familiar; i.e., sub-

standard payments for all providers of serv-

ices, cost and utilization controls, regula-

tions by directive, endless forms and cer-

tificates to be completed, and so forth.

The Society takes no position on, and
makes no predictions about, how well or

how poorly this blanket approach will meet

the medical needs of the people concerned.

Based on the past advisements of its mem-
bers on welfare matters, however, it may
be best for everyone to await the imple-

mentation of Title XIX with the time-

honored adage in mind that “he who ex-

pecteth nothing shall not be disappointed.”

VI. Summary

In the preparation of this assessment of

the professional implications of P.L. 89-97,

every effort has been made to keep the

presentation both factual and objective. It

would not be quite truthful, however, to

claim that it is intended merely to inform.

It is also intended to stimulate serious

thinking about a matter of major impor-

tance. The leadership of the Connecticut

State Medical Society feels strongly that

continued freedom of the physician to make
medical decisions on a strictly medical ba-

sis is an ideal worth preserving and not

one to be relinquished by default. As stated

in the preface to this document, the leader-

ship believes that the proven guiding prin-

ciples which have carried American medi-

cine to its present high level of achieve-

ment must not be abandoned or even seri-

ously compromised as a consequence of

Medicare’s enactment in 1965. To advance

this purpose, and to act responsibly toward

the public, it cannot recommend that prac-

titioners willingly submit to domination by

government, if such should ever he at-

tempted, or willingly allow Federal regula-

tion of other providers of health services

to bring about deterioration in the quality

of medical care received by patients for

whom they are legally and morally respon-

sible to do their very best.

Just as Section 1801 of the Law disclaims

Federal authority or intent to interfere with

the practice of medicine or the manner in

which medical services are provided, just

so does the governing body of the Society

disclaim authority or intent to prescribe

any single approved course of conduct for

physicians operating in the new climate of

Medicare or one which differs in the slight-

est degree from the course that physicians

have developed for themselves over the

centuries, through a voluntary process of

individual and collective self-discipline.

In his office, by the bedside, and at the
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operating table, each privately practicing

doctor is the master of his own ship. He
willingly subjects the quality of his work
to evaluation by a jury of his peers, but

his peers are not in any way privileged to

control his mind or dictate to his conscience.

To do what is best for the patient is the

common goal, but the approaches to that

objective are not necessarily all of a kind.

Hence, since the various facets of the Medi-

care Law will undoubtedly be viewed dif-

ferently by different physicians, it is clear

that each one must decide for himself to

what extent he will elect to become directly

involved in these basically two-party con-

tracts between the Federal government and

the elderly. This is his right, but it is also

his responsibility, and for him to procrasti-

nate in making this important decision

—

after he has studied the terms of involve-

ment—may well contribute to his own dis-

advantage and to that of his patients.

Before President Johnson put extreme

pressure on Congress, and the enactment

of Medicare began to appear certain, the

profession did not stand alone at the bar

of legislative justice. Many were those

from other health fields who stood at its

side, year after year, sharing the trying

task of attempting to convince legislators

that medicine and politics should not be

mixed on any but a very limited scale. For

the most part, the arguments of the others

were also our arguments; in the main, their

warnings of the dangers of Federal inter-

ference in patient care were the same as

our own.

But when political prognosticators began

to assess Medicare’s passage as imminent,

a strange metamorphosis appeared to take

place among quite a few—in fact, most—of

our former comrades in arms. There is no

useful purpose to be served in pointing a

finger at any particular group or groups of

these previous opponents of P.L. 89-97 and

its predecessors, or in suggesting that their

changing of position was in any way im-

proper, but the fact is that when they

thought they saw the writing on the wall,

they rushed before the committees of Con-

gress to protect their vested interests. In

gambling parlance, they pleaded to be given

“a piece of the action.” They were being

realistic, they said; it was foolhardy to make
further effort in a losing cause.

In the mad dash in quest of real or imag-

ined economic salvation which took place,

only organized medicine remained aloof and
stuck to its guns to the bitter end. Some
members have been critical of this last-ditch

stand, and it must be confessed that the pro-

fession’s intransigence was unsuccessful in

saving the day. But it may be said with a

small measure of warranted pride that the

AMA’s steadfastness has not gone entirely

unrewarded. To be sure, it gained nothing

for itself, but it may have salvaged some-
thing of value for every private practitioner.

As the Law was finally enacted, all pro-

viders of health services will be allowed to

participate in the Medicare program, but

only physicians may do so without having

to become legal parties to any of its con-

tracts. The others, including insurance car-

riers, will have to sign binding agreements

with the Secretary of HEW to be permitted

to furnish services to the elderly, and to

“negotiate” the terms of their reimburse-

ment and other conditions of participation

with him. Hence, the doctor is the sole

provider of services who may choose to con-

fine his allegiance and responsibility to the

patient, unless he elects to do otherwise,

since Section 1801 of the Law clearly pro-

hibits interference in medical practice by
the Federal government, its officers, or its

employees. This legally-defined freedom
may prove to be a real “plus” to the pri-

vately practicing M.D.

While some may argue to the contrary, it

appears that the autonomy now enjoyed by
the directors of local hospitals and related

facilities, local insurance carriers and pre-

payment plans, and other local voluntary

health agencies is almost sure to be usurped

in some degree by HEW, through the con-

tractual arrangements which must be made.

It can only be hoped that the degree of

such usurpation will never become so great

that these local providers are hampered
in their efforts to maintain and constantly

improve the quality of patient care in thou-

sands of separate communities all across the

country. American medicine has long con-

tended that Federal control on a massive

scale would bring about deterioration in the
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quality of health services. It remains to be

seen whether this danger can be avoided,

now that Federal control is coming to pass.

As has been stressed throughout this

presentation, if the Medicare Law is im-

plemented entirely within the meaning of

Section 1801, it may prove possible for most

physicians to elect to become involved in

its programs without significant reservation.

If, on the other hand, the government

should give P.L. 89-97 a strict, narrow inter-

pretation, imposing rule upon rule to con-

trol its costs, it may be that some practi-

tioners will feel driven to exercise the only

recourse presently known; i.e., to decline to

accept Medicare cases. The Legal Depart-

ment of the AMA has suggested, in fact,

that this may prove to be the only way to

be sure of completely avoiding all potential

difficulties with the Law. Such a “negative”

action would be ethical, of course, since the

AMA Principles (Section 5) state: “A phy-

sician may choose (except in an emergency)

whom he will serve.”

But that such an all-or-none choice would
sit well with a practitioner’s conscience

—

or sit with it at all—is extremely doubtful,

at least for most. For decades, American
farmers have been made to suffer sharp

twinges of conscience as a result of Federal

agricultural policy—the policy of not grow-

ing things or of plowing under the fruits of

their labor. Without question, a great many
doctors would be similarly disturbed if they

were forced, by the stringencies of a law, to

not practice medicine and to not be true dis-

ciples of Hippocrates.

Yet it cannot be denied that among the

nation’s practitioners today there is appre-

hension that this might come about, or that

there still remains a burning desire to keep

medical judgments free of bureaucratic con-

trol. The somewhat hard-to-define concept

of “non-participation” has gained consider-

able support in some quarters, but has

aroused considerable antagonism in others.

When the proponents of this concept debate

with its opponents, however, it is evident

to the listener that their purpose is exactly

the same; that it is only the term “non-

participation” about which they differ.

Perhaps “non-control” could be consid-

ered more descriptive of what is really be-

ing sought by almost all members of the

profession, since, even when discussions are

heated and uninhibited, one hears no talk

at all of turning away Medicare patients,

or of acting in any way which might tend

to deprive them of entitlement to any bene-

fits the government has promised to deliver.

The talk is only about control, and the deep-

seated fear thereof.

Quite a number of medical experts agree

that the primary purpose and primary effect

of Medicare regulations will be to limit the

costs of the programs; not to raise the stand-

ards of patient care for the elderly. With
considerable justification, they point out

that this purpose is common to most govern-

ment programs which profess to seek social

betterment—especially at the Federal level.

For some strange reason, they say, it always

seems to turn out that while it is entirely

prudent to spend tax dollars in profligate

abundance to creat and expand the bureac-

racy which will administer each new pro-

gram, it is frowned upon as highly impru-

dent to allow more than a trickle of tax

funds to emerge at the far end of the cor-

nucopia—the place where the promised

benefits of the program are supposed to be

delivered to the people. Hence, just to help

the elderly to establish their eligibility for

health services under Medicare—not to im-

prove their health one iota, the Social Se-

curity Division of HEW is opening 71 new
branch offices and 21 “temporary” centers

all across the nation, which will supplement

the efforts of over 600 district offices already

in existence. It is useless to speculate how
many additional employees will have to be

hired to man these stations, or what the

administrative costs will be, but it may
cause physicians to smile wryly to learn

that the objective of this bureaucratic ex-

pansion is to assure “the same high quality

of direct service to the public that has been

given over the past thirty years.” Compari-

sons are sometimes odious, but the realist

may find food for thought in contrasting this

latest venture of the Social Security Ad-

ministration with a far more modest plan

to increase payments to hospitals for the

care of welfare patients, recently authorized

by the State of Massachusetts. According

to an HEW news release, the former action

is noble in its purpose because “high qual-

ity” of service is involved. In the latter
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instance, however, the increase in rates was
challenged by prominent Bay State politi-

cians on the grounds that it constituted

“robbing from the public till” and “spend-

ing . . . the taxpayers’ money illegally.”

The stated objective of this assessment

was to reaffirm and redefine for members of

the Society the principles of medical ethics

which have guided physicians so well in the

past, and to relate those principles to the

known professional implications of the new
Medicare Law. It is hoped that this mission

has been accomplished in a reasonably

meaningful way, although it may be years

before the total story of Medicare can be

written.

Emphasis has been placed throughout on

the fact that each physician must arrive at

decisions concerning all aspects of this om-
nibus legislation independently; not in for-

mal concert with his colleagues or his medi-

cal organizations. P.L. 89-97 is a law, and

its legal implications may prove to be of

even greater moment than its professional

ones. Vast administrative powers have been

given to the Secretary of Health, Education

and Welfare, and his authority appears to

be almost unlimited. It is possible that some
of this power and authority will be trans-

ferred to those who act as his fiscal agents

and to providers of health services who
enter into contracts with him. Thus, it

could turn out that the physician, who nor-

mally heads up the medical team in the care

of the patient, might find himself near the

foot of the ladder when matters of regula-

tion are given legal interpretation.

In the past, the Society and its component
county associations have tried to protect the

proper interests of both the physician and

the patient when professional conduct has

been placed in question. It is the firm in-

tention of the Society to continue to provide

this important service and, by so doing, to

preserve the status of the patient-physician

relationship and promote the highest quality

of medical care for the people of Connecti-

cut. Section 1801 of the Medicare Law ap-

pears to assure that medical discipline will

remain in professional hands as an integral

part of the “manner in which medical serv-

ices are provided” by the physician.
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Calendar of Meetings, 1966

Feb. 27

State

State and County Society

April 17-19

Officers Conference of the Ten-

nessee Medical Association, Her-

mitage Hotel, Nashville

Tennessee Medical Association

Feb. 9-10

Annual Meeting, Civic Center

Auditorium, Gatlinburg

Regional

Mid-South Postgraduate Medical

Feb. 28-Mar. 3

Assembly, Memphis, Tennessee

Southeastern Surgical Congress,

March 3-5

Marriott Motor Hotel, Atlanta

Central Surgical Association,

March 29-30

Chicago

Southwestern Pediatric Society,

April 13-16

Statler Hilton Hotel, Los Angeles

West Virginia Academy of

April 18-21

Ophthalmology and Otolaryngol-

ogy, Annual Meeting, Greenbrier

Hotel, White Sulphur Springs,

West Va.

Southwestern Surgical Congress,

Feb. 2-6

Flamingo Hotel, Las Vegas

National

American College of Cardiology,

Feb. 3-9

Conrad Hilton Hotel, Chicago

Congress on Medical Education,

Feb. 8-12

Palmer House, Chicago

American College of Radiology

Feb. 19-23

(members only), Drake Hotel,

Chicago

American Academy of Allergy

March 2-4

(22nd Annual Meeting), Ameri-
cana Hotel, New York
AMA Air Pollution Medical Re-

March 4-9

search Conference, Ambassador
Hotel, Los Angeles.

American Association of Pathol-

March 14-17

ogists and Bacteriologists, Stat-

ler-Hilton, Cleveland

American College of Surgeons

March 23-25

(sectional meeting for doctors

and graduate nurses), Sheraton-

Cleveland and Statler Hotels,

Cleveland

American Surgical Association,

April 14-19

Boca Raton Hotel, Boca Raton,

Fla.

American Dermatological Asso-

April 15-17

ciation (members only), Home-
stead Hotel, Hot Springs, Va.

American Society of Internal

April 18-19

Medicine, Biltmore Hotel, New
York
American Otological Society,

Americana Hotel, San Juan, PR.
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Acute nonthrombocytopenic purpura with pe-
ripheral edema and fever, transient leukopenia,
and a single case of fatal bullous dermatitis
after administration of meprobamate and pred-
nisolone have been reported. More severe and
very rare cases of hypersensitivity may produce
fever, chills, fainting spells, angioneurotic
edema, bronchial spasms, hypotensive crises (1
fatal case), anuria, anaphylaxis, stomatitis and
proctitis. Treatment should be symptomatic in
such cases, and the drug should not be reinsti-
tuted. Isolated cases of agranulocytosis, throm-
bocytopenic purpura, and a single fatal instance
of aplastic anemia have been reported, but only
when other drugs known to elicit these con-
ditions were given concomitantly. Fast EEG
activity has been reported, usually after exces-
sive meprobamate dosage. Suicidal attempts
may produce lethargy, stupor, ataxia, coma,
shock, vasomotor and respiratory collapse.

Dosage: Usual starting dose, one tablet three or
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Doses above six tablets daily are not recom-
mended even though higher doses have been
used by some clinicians to control depression
and in chronic psychotic patients.
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hydrochloride 1 mg.
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April 18-22

April 23-24

April 25-29

April 25-30

April 27-29

April 27-30

May 1-5

May 7-8

May 9-13

May 22-25

May 22-26

May 26-28

May 30—June 1

May 30—June 2

American College of Physicians,

Hilton and Americana Hotels,

New York
American Laryngological Asso-

ciation, Americana Hotel, San
Juan, P.R.

American College of Allergists,

Palmer House, Chicago

American Academy of Neurol-

ogy, Bellevue-Stratford Hotel,
Philadelphia

American Pediatric Society, Inc.,

Seaside Hotel & Steel Pier,

Atlantic City, N. J.

American Association of Plastic

Surgeons, Sheraton-Cleveland,

Cleveland

American College of Obstetrici-

ans and Gynecologists, Palmer
House, Chicago

American Academy of General

Practice—State Officers Confer-

ence, Muehlebach Hotel, Kansas
City

American Psychiatric Associa-

tion, The Traymore, Atlantic

City, N.J.

American Thoracic Society, Hil-

ton Hotel, San Francisco

American Orthopaedic Associa-

tion, Broadmoor Hotel, Colorado

Springs, Colo.

American Gastroenterological

Association, Drake Hotel, Chica-

go

American Ophthalmological So-

ciety (members only), The
Greenbrier, White Sulphur

Springs, West Va.

American Urological Association,

Palmer House, Chicago

Mid-South Postgraduate Medical

Assembly

The 77th Annual Meeting of the Mid-South
Postgraduate Medical Assembly will be held at

the Hotel Peabody in Memphis, February 9-11.

The following program, presented by the Mid-
South Assembly in cooperation with the Universi-

ty of Tennessee Department of Continuing Medi-

cal Education, will be acceptable for credit.

Marshall K. Bartlett, M.D., Clinical Professor of

Surgery, Harvard Medical School, Boston—“The
Choice for Duodenal Ulcer” and “The Treatment

of Recurrent Pancreatitis.”

R. Kennedy Gilchrist, M.D., Clinical Professor

of Surgery, University of Illinois College of Medi-

cine, Chicago—“Indications for Oophorectomy

with Colonic Surgery” and “Troublesome Minor

Rectal Surgical Problems.”

Malcolm L. Peterson, M.D., Assistant Professor

of Medicine, Washington University School of

Medicine, St. Louis—“Ulcerative Colitis” and “Di-

agnosis and Management of Diarrheal States.”

Dudley P. Jackson, M.D., Associate Professor of

Medicine, Johns Hopkins Hospital, Baltimore

—

“Fibrinogen Deficiency States” and “The Blood
Platelet As A Living Cell.”

Arthur Strauss, M.D., Head, Autoimmunity Sec-

tion Laboratory of Immunology National Institute

of Allergy and Infectious Diseases, Bethesda, Md.—“The Thymus: Newer Concepts As to Function
and Relation to Disease Processes in Man” and
“Myasthenia Gravis: Immunological Aspects.”

Irving S. Cooper, M.D., Director of the Depart-

ment of Neurologic Surgery, St. Barnabas Hospi-

tal, New York—“Neurosurgical Treatment of In-

voluntary Movement Disorders” and “Cryogenic

Surgery: The Use of Extreme Cold As a Surgical

Tool.”

John D. Thompson, M.D., Professor and Chair-

man, Dept, of Gynecology and Obstetrics, Emory
University, Atlanta—“Factors Associated with

Premature Birth” and “Intrapartum Fetal Dis-

tress.”

Langdon Parsons, M.D., Clinical Professor of

Gynecology, Harvard Medical School, Boston

—

“Conservative Management of Endometriosis” and
“Evaluation of Present Day Management of En-
dometrical Cancer.”

Sam Banks, M.D., Associate Professor, Ortho-

paedic Surgery, Northwestern University Medical
School, Chicago—“Fractures of the Growth Zones
in Children” and “Injuries of the Ankle.”

Richard L. Day, M.D., Director of Medical Dept,

of Planned Parenthood, • World Population, New
York—“Temperature Regulation and the Survival

of Premature Infants” and “Recent Advances in

Family Planning—Developed and Developing Na-
tions.”

Harry Medovy, M.D., Professor and Head of

Dept, of Pediatrics, University of Manitoba, Win-
nipeg, Canada—“Anticipatory Diagnosis in Infan-

cy and Childhood” and “Clinical Recognition of

Abnormal Chromosomal Syndromes.”

Harold O. Peterson, M.D., Professor and Head,

Dept, of Radiology, University o f Minnesota

—

“Myelography and Discography in the Diagnosis

of Lumbar Intervertebral Disc Disease” and
“Roentgen Findings Before and After Gastric

Freezing for Peptic Ulcer.”

William E. Adams, M.D., Professor of Surgery,

University of Chicago—“Some Pertinent Factors

in the Improvement of Surgery for Carcinoma of

the Lung” and “The Place for Surgery in the

Treatment of Hiatus Hernia of the Esophagus.”

Robert J. Prentiss, M.D., Associate Clinical Pro-

fessor of Surgery—Urology, University of Califor-

nia School of Medicine, San Diego—“Diagnosis

and Management of the Urologic Patient in Gen-

eral Practice” and “Surgical Anatomy and Treat-

ment of the Undescended Testicle.”

Capt. George F. Bond, Medical Corps, U. S.

Navy, Special Projects Office, Washington, D. C.

—
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(MALPRACTICE)

Policy and Rates Approved
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TENNESSEE MEDICAL ASSOCIATION
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SAVES YOU 35%
Class I—Physicians doing no surgery

Class 2—Physicians doing minor surgery or assisting

in major surgery on own patients
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cluding catheterizations, but not
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FARRINGER & CO.
Phone 524-7335
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FARRINGER & CO.
Phone 276-7331

Memphis, Tennessee

FAW & SHERROD
Phone 926-8164

Johnson City, Tennessee

INGLE-KNOX INSURANCE AGENCY
Phone 265-4541

Chattanooga, Tennessee

lipscomb & pins CO.
Phone 272-2515

Memphis, Tennessee

Limits Class 1 Class 2 Class 3 Class 4

5/15 $ 37.05 $ 46.15 $ 89.05 $133.25

10/30 50.02 62.30 120.22 179.89

25/75 63.36 78.92 152.28 227.86

50/150 70.02 87.22 168.30 251.84

75/225 74.10 92.30 178.10 266.50

100/300 76.32 95.07 183.44 274.50

200/300 79.66 99.22 191.46 286.49

300/300 81.88 101.99 196.80 294.48

200/500 88.77 108.61 202.13 298.49

500/500 93.59 1 14.61 213.71 315.81

500/1 million 1 14.70 135.99 236.37 339.81

1 million/I milllion 120.25 142.91 249.73 359.79

1. Partnership liability, increase premium for each partner by
20%.

2. X-Ray Therapy and Shock Therapy quotations made on
request.

3. Premises Liability (bodily injury, property damage and
medical payments) Minimum premium $8.00.

Your policy backed by Assets over $42,000,000.00

Shelby Mutual Insurance Company
of Shelby, Ohio

*20% off on Hospital—Professional Liability

For Information on Hospital-Professional Liability and other coverages, please contact one of the agents listed.
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“Documentary of the Sealab II Operation, Part I

and Part II.”

Col. Earl W. Brannon, Keesler Air Force Base,

Mississippi—“Medical Aspects of Manned Space
Flight” and “Physical Conditioning in the Air

Force Today.”

The annual banquet will be held on Thursday
Evening, February 10th. Tickets should be ob-

tained early through the Office of the Memphis
and Shelby County Medical Society, 774 Adams
Avenue, Memphis.

The Atlanta Graduate Assembly

The 1966 Atlanta Graduate Medical Assembly,

sponsored by the Fulton County Medical Society,

will be held at the Marriott Hotel, February 7-9.

The Assembly, in cooperation with the Georgia

Chapter of the American Academy of General

Practice, will be acceptable for credit. A.G.M.A.
will offer a faculty of 18 outstanding speakers and
has worked closely with representatives of speci-

alty groups to present a program on Medicine,

Surgery, Cardiology, Obstetrics and Gynecology,

Orthopedics, and Pediatrics. Additional informa-

tion may be obtained from: Fulton County Medi-
cal Society, 875 W. Peachtree Street, N. E., Atlan-

ta, Georgia, 30309.

New Orleans Graduate Medical Assembly

The 29th annual New Orleans Graduate Medical

Assembly will be held March 7-10, with head-

quarters at the Roosevelt Hotel. The registration

fee of $25 includes lectures, medical motion pic-

tures, symposia, clinicopathologic conferences,

technical exhibits, three round-table luncheons,

planned entertainment for visiting ladies and oth-

er features. The program is acceptable for twen-
ty-nine accredited hours by the American Acade-
my of General Practice. Requests for reserva-

tions should be addressed to Greater New Orleans

Tourist and Convention Commission, 400 Royal
Street, Suite 203, New Orleans, La. 70130. For ad-

ditional information, write: F. H. Harris, M.D.,

Secretary of the Assembly, 1430 Tulane Avenue,
New Orleans 70112.

William Osier Medal
Student Essay Contest

The William Osier Medal of the American Asso-
ciation for the History of Medicine is awarded for

the best unpublished essay on a medico-historical

subject written by a student in one of the medical

schools in the United States or Canada. All stu-

dents who are candidates for the degree of Doctor

of Medicine, or who graduated in 1965, are eligi-

ble. This medal, first awarded in 1942, commemo-
rates the great physician, Sir. William Osier, who
stimulated an interest in the humanities among
students and physicians alike.

Essays should demonstrate either original re-

search or an unusual appreciation and understand-
ing of a medicohistorical problem. Maximum
length is 10,000 words. The prize-winning essay

will be submitted to the Editorial Committee of

the Association, which may recommend it for pub-
lication in the Bulletin of the History of Medicine.

Essays must be submitted by March 23, 1966, to

the Chairman of the Osier Medal Committee, Wil-

liam K. Beatty, Librarian and Professor of Medi-
cal Bibliography, Northwestern University Medi-
cal School, 303 East Chicago Avenue, Chicago, Illi-

nois 60611.

MEDICAL DIGEST

Membership Dues

AMA President's

Address

(Continued from page 74)

"triumvirate of forces" has "enormous potential for drasti-
cally altering the pattern of medical education, research
and service". He also urged the medical profession to be
prepared to seize the initiative and keep it on the vital
issues of medical education, rising health care costs,
quality controls, ethics and discipline, and strengthening
the medical federation at the state and local levels.

• A $25 a year increase in membership dues, effective in
January 1967, was recommended by the House. Final action
will be taken at the annual meeting in June, 1966.

• Dr. James Z. Appel described medicine's efforts "to guide
in the best possible direction the actions that government
agencies are now taking to activate existing law (P.L.
89-97). He reviewed the activities and responsibilities
of the AMA's six technical advisory committees under the
Medicare Law.

The final registration figures reached a total of 9,423
including 4,619 physicians in attendance.
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The private practitioner of medicine holds the key to the success or failure of the current attack upon
syphilis. If venereal diseases are preventable, they are by the same token controllable. Control, how-
ever, depends upon early treatment in the infectious stage. The mildness of symptoms, disease of the
genitalia, and fear conspire to delay or to avoid medical attention, yet permit the infection of others.

The only answer to control is to uncover such sources of infection. Quite obviously, if the private
practitioner treats the majority of those infected by the venereal diseases and does not report them
to the health department, the chances of drying up the pool of infection in the community is nil.

This epidemiologic study in Nashville emphasizes how the reporting of one case by a private prac-
titioner led to the treatment of many persons.

Syphilis Control: Joint Responsibility of

Private Medicine and Public Health*

THOMAS J. FRIDDELL, M.D., and ROBERT E. FLYE, B.S.,t Nashville, Tenn.

The reported incidence for primary and

secondary syphilis in Tennessee paralleled

the increasing national incidence but at a

rate one and one-half times the national

rate from 1958 through 1961. In 1962, Ten-

nessee experienced a slight decline in the

reported incidence rate of infectious syphi-

lis for the first time since 1957. However,

since 1962 the national rate has leveled off

while Tennessee recorded a marked in-

crease in 1965. (Fig. 1.) Of Tennessee’s re-

Figure 1
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*From the Metropolitan Health Department of

Nashville and Davidson County, and the Depart-
ment of Preventive Medicine, Vandei’bilt Univer-
sity School of Medicine, Nashville, Tenn.

fDr. Friddell is Director, Venereal Disease Con-
trol, and Robert E. Flye is a Public Health Advi-
sor, Metropolitan Health Department.

corded cases in 1965, one-third were report-

ed by private physicians. A national sur-

vey by the American Medical Association

in cooperation with the American Social

Health Association in 1962 indicated that

only one of every six cases of syphilis diag-

nosed in private practices were reported to

the State Health Department in Tennessee. 1

The role of private medicine in syphilis

control has been repeatedly emphasized in

many professional meetings and through a

wide variety of informational media.2
’
3 In

defining the responsibility of the private

physician, Kampmeier4 has indicated that

physicians must permit trained health de-

partment personnel to perform confidential

interviews and to determine the possible

source and spread contacts for each of their

infectious patients. Furthermore, he has

pointed out that little control might be anti-

cipated from the diagnosis and treatment of

patients without the rapid tracing and ex-

amination of their contacts.

In this report, a series of epidemiological-

ly-related cases of infectious syphilis which

occurred in Metropolitan Nashville illus-

trates that private patients with infectious

syphilis are not isolated cases but are a

part of a continuing chain of infection

within the community. (Fig. 2.) The even
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A CHAIN OF INFECTION

Fig. 2. The numbered cases, 1 through 10 represent patients who were either seen initially by a pri-

vate practitioner or elected to see one following contact investigation and advice by the V.D. Investi-

gator. The epidemiologic study began with Case 1 reported by a private physician.

tual disclosure of this series of cases was
initiated by a private physician when he

telephoned the Nashville- Davidson County

Health Department to report a 31 year old

white man with darkfield-positive primary

syphilis. This physician requested that a

confidential contact interview be carried

out immediately. The reporting of this in-

dex case and subsequent epidemiologic ex-

ploration led to a sustained chain of infec-

tious syphilis numbering 29 additional

cases. From these 30 cases, interviewers ob-

tained 305 named persons as sexual contacts

during a maximum period of infectivity as

determined by diagnosis and clinical histo-

ries of signs and/or symptoms. Eighty-four

of the examined contacts, clinically and
serologically negative on initial examina-
tion, were given prophylactic therapy con-

sisting of a single injection of 2,400,000

units of benzathine penicillin G, when ex-

posures to infectious patients were con-

firmed by interviewing both patients and
contacts. An additional 119 contacts, con-

sidered to be outside the limits of the in-

cubation period or who gave histories of

allergy or sensitivity were followed serolog-

ically to determine if any subsequent in-

fection developed.

During the interval necessary to establish

this chain, a total of 17 private physicians

examined contacts. Five physicians indi-

cated that they had treated contacts pro-

phylactically on epidemiologic evidence.

Ten of the 30 cases were diagnosed and the

patients treated by 8 different physicians.

The physicians permitted all 10 patients to

be interviewed.

From a detailed study of this chain of in-

fection, a number of interesting epidemio-

logic facts are revealed:

(1.) All of the patients were Caucasian.

Twenty were males and 10 were females.

The median age was 34 years for both

males and females. The age range was
from 18 to 53 years. Only one was a teen-

ager—an 18 year old female. Ten were be-

tween 30 and 39 years of age, and 10 were

between 40 and 53 years of age. Most of the

patients in this infectious chain were mid-

dle class. However, the economic level

ranged from indigence to a very wealthy

person.

Although informational materials repeat-
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edly emphasize the continuing rising inci-

dence of syphilis among teenagers and

young adults, the age, social and economic

factors in this group epidemiologically sug-

gest a balanced appraisal of the whole so-

cial environment is essential. From the

physician’s viewpoint, the syphilis patient

absolutely cannot be categorized, which de-

mands a wide range of medical suspicion.

(2.) Eighteen of the 20 males were
brought to treatment as named spread con-

tacts to 6 highly promiscuous female pa-

tients, some of whom admitted to prosti-

tution. One prostitute appeared to be the

possible source of infection to 6 male pa-

tients.

Within any related heterosexually active

group of persons, the spread phenomenon
by females, as is illustrated in this chain of

infection, has repeatedly been demonstrated

epidemiologically. The reservior and the

responsibility for prolonging chains of in-

fection usually rests with a relatively few,

highly promiscuous females. When prosti-

tutes predominantly make up the distaff

side of a heterosexual group, the experi-

enced epidemiologist also anticipates that

many of the involved individuals will be in

the older age brackets. The majority of the

male spread contacts were between 34 and

52 years of age.

(3.) Twenty of the 30 persons in the

chain were brought to treatment as cases of

primary syphilis; 7 persons were diagnosed

as having secondary syphilis; and 3 were
diagnosed as early latent syphilis.

To successfully curb a chain of infectious

syphilis, every patient must be skillfully

interviewed, contacts must be rapidly locat-

ed and referred for examination, and con-

tacts exposed within a period of infectivity,

who are clinically and serologically nega-

tive, should receive prophylactic therapy.

Spread cases identified from the 10 seconda-

ry and early latent syphilis cases numbered
approximately three times as many as from

the 20 cases with primary syphilis. In epi-

demiologically combatting an infectious

chain, as in this report, it is essential not to

permit persons with syphilis to progress

through a maximum period of infectious-

ness. Since 20 of the 30 patients were
brought to treatment with a diagnosis of

primary syphilis, this appeared to be the

major factor in reducing spread and elimi-

nating this chain.

(4.) Medically, when prophylactic ther-

apy is administered to all initially negative

contacts of patients with primary syphilis,

no spread should occur. A recent chemo-
therapeutic study indicates that 9.2% of the

exposed contacts to primary or secondary

syphilis when given a placebo will develop

syphilis during the 90-day follow-up period.

Sixteen percent of contacts exposed one

month or less prior to examination will de-

velop syphilis. 5 Since the majority of the

84 contacts who were given preventive

therapy were contacts to patients having

primary syphilis, this also seemed to be a

significant factor in eliminating this chain

of infection.

The teamwork of private medicine and

public health as illustrated in this report is

repeated daily in all areas of the country.

The importance of this cooperative effort

cannot be overstated if syphilis is to be con-

trolled and ultimately eradicated.
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Clinical relapse is a characteristic phenomenon in the natural history of both acquired and prenatal
syphilis. It and serorelapse may occur subsequent to treatment and especially so if treatment has

been inadequate. This case report is used to point up the hazards of inadequate therapy.

Clinical Relapse In Early Syphilis: Unusual

Skin Lesion Following Inadequate Treatment*

R. H. KAMPMEIER, M.D., and JAMES E. GOLDSBERRY, M.D.,f Nashville, Tenn.

During the era of arsenotherapy unusual

deviations from the common maculopapular

eruptions of secondary syphilis were en-

countered upon occasion. Such lesions oc-

curred as the result of delayed late mani-

festations of relapse following inadequate

treatment or represented transformation

from the usual papular eruption to more

Fig. 1. (Courtesy Tr. Clin. & Climatol. A. 57:134,
1941.)

*From the Division of Continuing Education,

and the Department of Preventive Medicine and
Public Health, Vanderbilt University School of

Medicine, and The Metropolitan Health, Depart-

ment of Nashville and Davidson County, Nash-

ville, Tennessee.

fDr. Goldsberry is Assistant Director of the

Health Department.

extensive infiltrated lesions while under

continuous treatment with arsenic in subop-

timal doses. These latter forms were of

particular interest, since such transforma-

tion usually followed reduced dosage of ar-

senic because of the not infrequent unto-

ward results of this toxic drug and there-

fore commonly were thought to represent

“arsenic-resistant syphillis.” The error of

such a concept was proven by the results

of using adequate doses of arsenic either as

given in the original form or by the exhibi-

tion of another form of trivalent arsenic.

Figure 1 represents such an instance.
The patient was referred to one of us in 1940 be-

cause of “arsenical dermatitis” following treatment

with neoarsphenamine in the preceding 2 months.

Reactions had been chills, fever, nausea and urti-

caria. Therefore the dose of the arsenical had
been halved. Darkfield examination from the

skin lesion above the right eyebrow revealed T.

pallidum and the use of mapharsen in full dosage

led to rapid involution of the lesions.1

Figure 2 is of another example. In 1940, a

26 year old woman, because of a genital sore

and positive blood tests, was given neoarsphena-

mine, followed by a chill, temperature of 103.5°

and a generalized papular rash. In another city

she received 6 weekly injections of neoarsphen-

amine in one-third the standard dose, followed

each time by the same severe systemic reactions.

Therefore she was given 22 weekly injections of

bismuth and mercury by mouth. In the third

week she developed ulcers on the soles, a “fever

blister” in the nostril, hoarseness and papules on

the forehead and ear. When I saw her first there

were deep ulcers of the soles and scaly brown no-

dules in an annular pattern on the forehead and

ear. (Fig. 2.) T. pallidum was demonstrated in

the latter. Mapharsen produced severe systemic

reactions also, only partly controlled by epi-

nephrine. Eventually, old arsphenamine preceded

by ephedrine was found to cause the mildest reac-

tions and thereby resolved the lesions with ulti-

mately seronegativity. 1

Stokes2 spoke of “precocious tertiarism”

believing that inadequate treatment permit-

ted the development of an allergic or hyper-
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reactive state to the organism or its prod-

ucts, which caused the secondary lesion to

partake of some of the characteristics of the

tissue reaction of the gumma. Beerman3

also discussed the problem under “treat-

ment-resistant syphilis” and pointed to the

infiltrated plaques and at times psoriasiform

aspects of the “precocious secundotertiary”

lesion. In reporting 4 such instances in

1941, it was pointed out by Kampmeier 1

that the treponeme was easily identified by
darkfield examination, that these lesions

were truly those of secondary syphilis, and
agreed that they probably represented an

altered tissue reaction as the result of the

destruction of T. pallidum in small numbers
continuing to stimulate sensitization of the

host to the organism or its products.

Since our treatment by penicillin of the

first patient in Tennessee in 1944, we have
been expecting or anticipating that some-
day a patient with this type of lesion might
be encountered in one treated with anti-

biotics. This anticipation was realized in

April of 1964. This case is being docu-

mented not merely because it represents

probably the first reported instance of the

type of manifestation just discussed in one

treated by antibiotics, but more important-

ly, from the standpoint of the physician in

practice, it emphasizes characteristics of re-

lapse in secondary syphilis and the need for

having in mind the varied clinical manifes-

tations which can reflect relapsing early

syphilis treated or untreated and, in the

case reported, early syphilis inadequately

treated. No doubt the course of events de-

scribed here, except for the unusual skin

manifestations, has been repeated hundreds

if not thousands of times in the country’s

population. There is no way of estimating

the frequency with which the “routine” use

of antibiotics for “colds” and the like, inad-

vertantly and simultaneously undertreats

incubating or early syphilis, thereby to

modify or alter its natural course.

This patient, a 33 year old white women, in her

4th month of pregnancy, was first seen in the

Metropolitan Health Department on March 30,

1964, having been referred to it because the fami-

ly physician found a positive VDRL. This was
found to be positive to a level of 64 dils. on 3

successive tests, between March 30 and April 10.

The patient was seen on April 17 at Vanderbilt

University Hospital, at which time the following

comment was made: “A dozen or more flat, deep-

ly infiltrated, brownish-red lesions 2 to 4 cm. in

diameter were found mainly on the forearms

both anteriorly and posteriorly, on the back of

the hand and less clearcut lessions on the legs. In

some areas, particularly at the right elbow and
on the right forearm, are circular lesions with

elevated borders and pigmentation in the center.

A horseshoe shaped lesion of a similar type is

found on the back of the right forearm. There are

some fading lesions on the face.” (Fig. 3.)

Fig. 3.
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The patient had had 2.4 million units of penicil-

lin a week before this time, when examination at

the Health Department revealed, in addition to

the lesions on the arm, those on the face and legs

and body. (These lesions had or were involuting

subsequent to treatment when first seen at Van-
derbilt University Clinic.)

The patient was a poor historian and obviously

of limited mental capacity. However, the follow-

ing story was reconstructed from answers we re-

ceived and investigations carried on by the V.D.

Investigator for the Health Department, and will

be given in chronologic fashion to be followed by
epidemiologic evidence.

The patient was known to have negative

VDRL. tests on April 11, 1960 and July 7, 1961.

Sometime “before Christmas”, in 1962, the patient

recalls having “lumps” on her genitalia and re-

ceived 500,000 units of penicillin although she

was not examined! (Their etiology was probably

suspected since the doctor had treated her hus-

band—see below.)

In May 1963, the patient said she had “laryngi-

tis” and was given 12 to 16 capsules- of Terramy-
cin (125 mg.). Three weeks later she again had
“laryngitis” and a “sore throat” and said that she

described a “breaking out” to her physician, who
did not examine her but prescribed another 12 to

16 capsules of Terramycin. No blood tests were
made.

In September or October of 1963 the patient

again had a “sore throat” and received one injec-

tion of penicillin.

In February of 1964, she became aware of a

“rough spot” on the upper arm and had a nodule

below the angle of the right mandible on the

right side, for which she consulted a physician

who gave her some medication to be taken orally.

In mid-March she consulted another physician

who, because of the rash, drew blood for testing

and found it positive to 64 dils. She was then

seen by a dermatologist because of a “butterfly”

distribution of facial lesions. L. E. preparations

were made and were found to be negative.

The patient was then referred to the Metropoli-

tan Health Department bringing a note which
stated, “This is- not secondary syphilis!” In the

Health Department the positive VDRL tests to

the level of 64 dilutions were verified, on March
30, April 6 and 7. Darkfield examination on Ap-
ril 17 was negative, but the patient had received

2.4 million units of penicillin one week previous-

ly-

Epidemiologic findings by the V.D. Investigator.

The husband, a truck driver, was exposed in

September of 1962, to an unknown prostitute in

Charleston, South Carolina. In November, he

had a “blood blister” on the penis and was given

one injection (penicillin presumably) by a physi-

cian. (In April of 1964 the husband’s VDRL test

was reported as showing 2 dils. upon 3 occasions.

He was treated adequately at the Health Depart-

ment with penicillin and in May of 1965 the

VDRL test was negative.)

Clinical Course. The patient received 4 injec-

tions of 2.4 million units of penicillin at weekly
intervals at the Metropolitan Health Department
on April 19, 17, 24, and May 1, 1964. The skin

lesions involuted promptly. She was delivered of

a normal child. (Her third pregnancy ended at

term in December 1965. She remains serofast

with a level of 8 dils. at that time. She was
thought to need no further treatment during this

pregnancy.)

Comment. The most significant points to

be made about this case are that a man had
a penile lesion, was treated with penicillin,

but presumably the attending physician

disregarded the epidemiologic implications

and health of the wife. When some months
or more later, she developed vulvar lesions

(probably condylomas) she received an in-

jection of penicillin but was not examined.

The initial treatment was grossly inade-

quate and set the stage for the subsequent

clinical course. Upon 3 occasions in the

next 9 months she probably had a relapse

in the form of “laryngitis” and/or “sore

throat,” and at one time had what was de-

scribed as a papular eruption. Presumably
without the significance of these manifesta-

tions being understood, the patient received

on two occasions a broad spectrum antibiot-

ic and upon another occasion penicillin in

inadequate dosage. Finally, some 14 months
after the appearance of her first genital le-

sions and early in her pregnancy, she de-

veloped skin lesions which led to the finding

of a positive VDRL test to 64 dils. and led

successively to consultation with a derma-

tologist, investigation for disseminated lu-

pus and referral to the Metropolitan Health

Department.

Discussion

If the story is correct, it was only a for-

tuitous circumstance, the skin lesions,

which revealed the presence of syphilis.

Neglect in reporting the husband’s acute

disease permitted the development of syphi-

lis in the wife and, if the cutaneous relapse

had not occurred, the fetus might have

gone on to a stillbirth, or worse been born

syphilitic with always the possibility of an

incapacitated person in future years and a

public charge. The wife of course might

have gone on to develop aortic disease or

paresis two decades or more later.

The second item of interest in this patient

is that this is the first instance we have
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seen, and presumably the first reported, of

the type of cutaneous disease encountered

upon occasion in the days of arsenothera-

py. Because of its toxicity inadequate treat-

ment was much more likely then than with

penicillin, which would explain the pre-

sumed rarity of this cutaneous manifesta-

tion of acute syphilis in the penicillin era.

Now, almost all patients receive full treat-

ment for acute syphilis and with cure, if

penicillin is begun for such management.

However, it should be obvious that inade-

quate treatment of unknown or unrecog-

nized syphilis is not unusually followed by

infectious or other relapse lesions whether

treatment is by arsenic or penicillin. This

became evident to us who took part in the

initial program of evaluation of penicillin

(1944-47) under the auspices of the Office

of Scientific Research and Development. 3

With the quantities and forms of penicillin

used in the early experiments in the treat-

ment of acute syphilis, relapses occurred in

percentages as high as 10 to 14 per cent. It

was only after adequate dosage was estab-

lished and more effective penicillins were

developed that clinical relapses fell to mini-

mal levels. Too, before the doses of penicil-

lin were increased to antisyphilitic levels

for the treatment of gonorrhea, it was found

that the dose adequate for the gonococcus

might mask or abort the primary stage of

syphilis and permit the subsequent appear-

ance of only relapse lesions, mucosal, cu-

taneous, systemic or as iritis,—at times

many months after infection.

The patient reported here received at no

time adequate amounts of penicillin nor of

a broad spectrum antibiotic (which at best

is a poor second remedy for syphilis) . She
was merely treated symptomatically for

“infections.”

Clinical relapse is a phenomenon charac-

teristic of syphilis. In the Oslo Study it oc-

curred in the untreated patients to an inci-

dence of 24% and within the first 5 years of

the disease. (Of these 95% had relapsed by
the end of the second year.) Multiple re-

lapses in this group were recorded in 22.5%,

up to as many as 4 episodes. 5 The problem

of relapse is even greater in inadequately

treated patients. At one time they ac-

counted for 7% of all infectious patients ad-

mitted to the Vanderbilt University Hospi-

tal Clinic. 0 Both in our experience and
that of the Cooperative Clinical Group—80

to 85% of infectious relapses occurred with-

in the first two years of infection. Of our 80

patients having mucocutaneous relapse fol-

lowing usually inadequate treatment, 89%
had one relapse, 9.6% had two and 1.4

three episodes. 6

The clinical characteristics of relapse in

early syphilis, other than the not uncom-
mon iritis, the occasional acute meningitis,

and the rare instances of osteitis or hepa-

titis, deserve particular mention because of

diagnosis. Usually the cutaneous lesions

differ markedly from the initial generalized

maculopapular eruption. Rather, relapse

lesions are characterized by their paucity

—

one or a few papules only, or a tendency to

annular lesions reminiscent of late benign

syphilis, or rarely manifestations as in this

case report. The condylomas are the same
in relapse as in the initial bout. The espe-

cial hazards of relapse are the mucous
patches of the genitalia, lips or buccal mu-
cosa unrecognized by the patient and their

significance not realized by the unknowing
doctor; they occurred in 51 of the 80 Van-
derbilt cases studied, only 16 of the 51 hav-

ing cutaneous disease as well. These lesions

are highly infectious. (The epidemiologic

implications are obvious.)

Our patient in this report had recurrent

“sore throat” and/or “laryngitis.” The phar-

yngitis and laryngitis of either the origi-

nal infection or in an episode of relapse

are so characteristic that repeatedly the

otolaryngologist at the Vanderbilt “nose

and throat clinic” in the heyday of syphilis

repeatedly sent patients to Medical L with

the correct clinical diagnosis of acute syphi-

lis without benefit of a blood test. The lav-

ender color of the mucosa of the soft palate,

fauces (pillars and tonsils) and pharynx,

with the appearance of edema or “stiffness”

with or without mucous patches made the

diagnosis. Subjective discomfort is less pain

than mechanical difficulty in swallowing.

A similar appearance of the larynx, with

mobility of the cords and with or without

mucous patches (usually of a different dis-

tribution than tuberculous lesions), provid-

ed the clinical diagnosis.
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Summary

This case report emphasizes the need for

epidemiologic investigation, recognition of

clinical relapse in the mucous membrane,
in early syphilis commonly manifested as

“sore throat,” and lastly the need of ade-

quate treatment for the cure of syphilis in

the infected individual. In addition, this

case illustrates an unusual form of cutane-

ous relapse which may follow inadequate

treatment.
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Pulmonary Artery Banding—Indications and Re-
sults in Infants and Children: Goldblatt, Allan,;

Bernhard, William F., Nadas, Alexander S., and
Gross, Robert E.: Circulation 32:172, 1965.

Banding of the pulmonary artery has been pro-

posed as a therapeutic procedure for patients with

large left-to-right shunts and pulmonary artery

hypertension not amenable to complete correction.

It is theorized that by increasing the resistance of

outflow from the right ventricle, and thus lower-

ing the pulmonary artery pressure, the size of the

left-to-right shunt would diminish, the high out-

put failure state would improve, and the pulmo-
nary arterioles might be protected from develop-

ing progressive intimal changes.

This procedure is particularly applicable in

young infants with large left-to-right shunts and
intractable congestive heart failure who are too

young to be operated upon by means of cardiopul-

monary bypass; children with left-to-right shunts

and severe obstructive pulmonary artery hyper-

tension in whom the pulmonary vascular changes

raise the operative mortality to prohibitive levels;

and patients with presently inoperable anatomic

defects, in whom the decrease in pulmonary blood

flow by means of banding might improve conges-

tive heart failure.

Sixty-nine patients underwent banding at the

Children’s Hospital Medical Center, Boston be-

tween 1957 and 1964 70% were operated upon
since 1962. The patients were divided into two
groups: (1) those with left-to-right shunts, pul-

monary artery hypertension and no great vessel

abnormalities and (2) those with left-to-right

shunts, pulmonary hypertension and anomalies of

the great vessels.

In Group I consisting of 48 patients there was
an overall mortality of 19%, and since 1962, 8%.
Group II consisted of 21 patients. The overall

mortality was 81%.

The authors conclude that patients fitting into

Group I would be greatly benefited by a banding

procedure but such an operation in Group II

should be reserved as a last resort to prevent

death rather than as a maneuver for an infant

who fails to improve.

(Abstracted for the Middle Tennessee Heart As-

sociation by Eric M. Chazen, M.D., Nashville.)
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An antibiotic
of choice
is one that works

TAO works— y'

Susceptibility Results

Staphylococci 2,3,1

# OF CULTURES

10,384

YEAR % EFFECTIVE

88.0%

88.5%

y^-Hemolytic Streptococci 2,3,1

95.2%

The Product

In a world study of antibiotics in vitro 1
,
TAO had an over -

all effectiveness of 87 .3% , higher than chloramphenicol

and erythromycin, and significantly higher than tetracy-

cline and penicillin.

The Plus... Consistent Performance

Yet antibiotics must not only work. They must work con-

sistently. Here are the results from the largest study of

microbial susceptibility ever undertaken. In 29,048 cul-

tures of overt staphylococcal and /J-hemolytic streptococ-

cal infections, note the consistency of results with TAO.

[triacetyloleandomycin]
J. B. Roerig and Company, New York, New York 10017
Division, Chas. Pfizer & Co., Inc., Science for the World's Well-Being*

TAO Rx information

Indications: The bacterial spectrum includes: streptococci, staphy-

locci, pneumococci and gonococci. Recommended for acute,

severe infections where adequate sensitivity testing has demon-

strated susceptibility to this antibiotic and resistance to less toxic

agents. Contraindications and Precautions: TAO (triacetyloleandomycin) is not recommended for prophylaxis or in the treatment of infectious processes

which may require more than ten days continuous therapy. In view of the possible hepatotoxicity of this drug when therapy beyond ten days proves

necessary, other less toxic agents, of course, should be used. If clinical judgement dictates continuation of therapy for longer periods, serial monitor-

ing of liver profile is recommended, and the drug should be discontinued at the first evidence of any form of liver abnormality. It is contraindicated in

pre-existing liver disease or dysfunction, and in individuals who have shown hypersensitivity to the drug. Although reactions of an allergic nature are

infrequent and seldom severe, those of the anaphylactoid type have occurred on rare occasions. References: 1. Isenberg, Henry D.: Health Laboratory

Science 2:163-173 (July) 1965. 2. Fowler, J. Ralph et al: Clinical Medicine 70:547 (Mar.) 1963. 3. Isenberg, Henry D.: Health Laboratory Science

1:185-256 (July-Aug.) 1964.
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Knowledge of arterial insufficiency or occlusion in the mesenteric bed is not as advanced as it is in

relation to other anatomic areas. More is known of the sudden catastrophic episodes that offer the
“acute abdomen” to the surgeon. It is the lesser grades of infarction with recovery that offer the

puzzling diagnostic problems.

Clinical Features of Mesenteric Artery

Insufficiency*

WALTER L. PALMER, M.D., M.A.C.P.,f Chicago, 111.

In the past fifty years vascular disease,

particularly arterial disease, has assumed
an ever increasing role in medicine. A num-
ber of factors have contributed to this de-

velopment. In the first place, the steady in-

crease in life expectancy has provided a

continually aging population and this has

meant a progressive rise in the incidence of

arteriosclerosis. Sir William Osier laid

down the dictum that a man is as old as his

arteries. Today we have more people with

older arteries. We have learned better

how to diagnose vascular disease. The ra-

diologists have performed magic with their

catheters and opaque fluids; they can now
demonstrate the patency or disease of al-

most every artery in the body. Perhaps the

most important as well as the most dramatic

development in this field is the miraculous

manner in which surgeons are able to re-

place arteries with synthetic tubes. There

are only a few vessels which cannot be

dealt with in this manner. The present dis-

cussion deals specifically with arterial dis-

ease as it affects the abdominal viscera.

The three important vessels are the celiac

axis, the superior mesenteric, and the infe-

rior mesenteric arteries, each with their

many branches. These vessels are often

described as end arteries; the statement is

not entirely correct because they do have

some anastomoses with each other. The su-

perior mesenteric anastomoses with the

celiac axis by way of the superior gastrodu-

odenal artery and with the inferior mesen-
teric by way of Riolan’s Arch. (Figs. 1 and

2.) Sudden occlusion of the superior mesen-

*Presented at the Meeting of the Tennessee So-

ciety of Pathologists, Chattanooga, Tennessee, Ap-
ril 12, 1965

fThe Richard T. Crane Professor of Medicine,

Emeritus, The University of Chicago.

CELIAC LEFT GASTRIC

Fig. 1 . Anastomosis of celiac axis and superior
mesenteric artery by way of pancreaticoduodenal
vessels. (Courtesy Arch. Int. Med. 114:765, 1964. 1

)

CELIAC

Fig. 2. Anastomoses of superior mesenteric artery
to celiac axis and to the inferior mesenteric.
(Courtesy Arch. Int. Med. 114:765, 1964. 1

)

teric artery is more serious than that of the

other two vessels. Approximately 90% of

the clinically significant vascular disease of

the abdominal viscera is found in the distri-

bution of the superior mesenteric artery.

Obstruction of the blood flow in this vessel

results in infarction of the bowel roughly

from the third portion of the duodenum to

the mid-transverse colon. Since arterial

disease is more common in males than in

females, and more prevalent after the age

of 40 years, these are the groups most fre-

quently affected.
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The clinical problems may be considered

under three headings:

(1.) Massive or catastrophic vascular oc-

clusion.

(2.) Minimal lesions producing small in-

farcts which may undergo ulceration fol-

lowed by healing.

(3.) Abdominal angina.

Catastrophic Arterial Occlusion

Massive arterial occlusion is evidenced

clinically by the sudden onset of severe

generalized abdominal pain, usually cramp-

like, occasionally constant. In the initial

hours there are no clear cut diagnostic

signs. Vomiting is almost invariable and in

time may become fecal. Usually there is no

diarrhea but when necrosis of the mucosa

takes place, bloody fecal discharge may en-

sue. The abdomen is tender; the boardlike

rigidity of perforated peptic ulcer is absent.

Shock is absent at first, but appears in the

later stages. Peristalsis may be active or

suppressed in the early hours. As time pass-

es, abdominal distension develops, necrosis

of the bowel permits leakage into the peri-

toneal cavity; peritonitis is accompanied by
the classic picture of shock with a fast

weak pulse, drop in blood pressure, fever,

leucocytosis, increasing distension of the

abdomen, and cyanosis. The presence of an

abdominal catastrophe is evident long be-

fore this fully developed picture is seen;

hopefully a surgeon will have been called

in consultation; the operating room and

team will have been prepared and a mini-

mum amount of time lost in proceeding

with the operation. On opening the abdo-

men an amber to bloody, sticky peritoneal

fluid is encountered. The involved intes-

tine is boggy, edematous, heavy with fluid;

it may be cyanotic or frankly gangrenous.

The mesentery is thick and doughy; thick

thrombosed vessels may be palpable in the

mesentery. The surgeon’s problems and de-

cisions may be extremely difficult. If frank

gangrene is present, the bowel so affected

must be removed regardless of its extent.

The removal of more than 50% of the small

bowel may result later in nutritional prob-

lems, but under the catastrophic conditions

encountered at the operation, it may also be

life-saving. Resection of small bowel from

the ligament of Treitz to the colon is usual-

ly fatal in time although rare survivals

have been reported. The preservation of

even a short segment of small intestine may
ultimately make the difference between
survival and nonsurvival. Gangrenous

bowel, however, must be removed. When
the area involved is extensive the prognosis

is grave, with mortalities as high as 75 per

cent.2 When the intestine is not frankly

gangrenous, the surgeon must consider cer-

tain possibilities: Is it possible to remove
the embolus? Successful embolectomy has

been reported a number of times.3 Can a

graft be utilized?4 Is the intestinal wall

sufficiently viable to recover if its circula-

tion is restored? Is there sufficient circula-

tion to permit the bowel to live? Would
massive anticoagulant therapy be helpful?5

If the surgeon decides to treat without re-

section, he may reopen the abdomen in 18

to 24 hours to make certain that the viabili-

ty of the bowel has been restored.

Minor Infarctions

Minor arterial occlusions with infarction

of short segments of the bowel are even

more difficult to diagnose correctly than are

the major catastrophes. As a rule the clini-

cian must be content with the diagnosis of

an “acute abdomen” and await the sur-

geon’s verdict with respect to the nature

and extent of the lesion. When the in-

volved segment is a short one, the problem

is relatively simple and easily solved by re-

section. In some instances the diagnosis of

localized infarction is made years later

when a short segment of infarcted, but long

since healed, partially stenosed bowel is

found by x-ray, laparotomy, or autopsy. In

a case reported recently by Cornish, Salz-

man and Ogura6
,
the duration was difficult

to ascertain; acute symptoms (i.e. vomiting

and tarry stools) had been present for 3

days; vague abdominal discomfort, anorex-

ia, and loss of 30 pounds in weight had oc-

curred over the previous 6 months; a car-

diac infarction had occurred 20 years ear-

lier. By x-ray the constricted segment of

jejunum was approximately 10 cm. long.

(Fig. 3.) At operation the involved area

was 8 cm. long; the serosa was hyperremic

with localized areas of hemorrhage; the en-
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Fig. 3. Tubular narrowing of a loop of jejunum.
(Courtesy Cancer Seminar, Penrose Cancer Hos-
pital, 3:101, 1964.°)

tire mucosa and submucosa were ulcerated;

the wall of the bowel consisted of thick-

ened edematous muscularis. Organized and

recanalized thrombi were found in vessels

Fig. 4. Low magnification of lesion showing ul-

ceration of mucosa and replacement of wall by
vascular and cellular connective tissue. Note 3

large vessels with thrombosis and recanalization.
(Courtesy Cancer Seminar, Penrose Cancer Hos-
pital, 3:101, 1964.

6
)

thought to have belonged to the submucosa
and in the adjacent bowel; hence the lesion

was interpreted as an ischemic vascular ul-

ceration of the bowel easily resected by the

surgeon. (Fig. 4 and 5.) Presumably cases

Fig. 5. Close-up of one of the thrombosed and
recanalized vessels shown in the previous figure.
(Courtesy Cancer Seminar, Penrose Cancer Hos-
pital, 3:101, 1964.6

)

such as this are rare, but perhaps many
have been overlooked. Taylor, Gueft and
Lebowich7 have described a patient with
bouts of abdominal pain for 3 years fol-

lowed by the catastrophic picture of severe

pain, ileus and shock. At autopsy, in addi-

tion to old and fresh ulcerations of the sto-

mach and duodenum, there was widespread
hemorrhagic necrosis of most of the jeju-

num and part of the ileum with severe

atheromatous leisions of the aorta, many of

the intimal plaques being eroded. Micro-

scopic examination of the gastrointestinal

tract showed numerous cholesterol emboli

at the base of recent or healed ulcerations.

The majority of such atheromatous choles-

terol emboli were clinically silent; the

larger ones produced vascular and intestinal

lesions giving rise to the pain and other

features of acute abdomen.

In some patients the occlusion of the su-

perior mesenteric artery is massive but

temporary. Joske and associates 8 describe 2

such patients with a diagnosis proved by
operation. Both patients recovered follow-

ing embolectomy. The subsequent roent-

genologic studies in the first patient showed
changes in the small bowel indistinguisha-

ble from those of regional enteritis. Intesti-

nal malabsorption was demonstrated.
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Marshak, Maklansky and Calem9 de-

scribe a 67 yr. old white man who had had

a coronary occlusion 4 years previously and

was readmitted to the hospital with a 2 day

history of chest pain. Electrocardiograms

confirmed the diagnosis of acute myocardial

infarction.

“Four weeks later, the patient complained of

severe left upper quadrant pain, which was short-

ly followed by 24 hours of bloody diarrhea. Bari-

um-enema examination 1 week later revealed a

moderate degree of spasm, narrowing, and rigidi-

ty of the distal tranvserse and proximal descend-

ing colon. There was thickening of the folds as-

sociated with scalloping of the contours (“thumb-

printing”). No discrete ulcerations were identified

(Fig. 6 and 7). The presumptive diagnosis was

Fig. 6. Spasm, narrowing and rigidity of distal
transverse and proximal descending colon with
“thumbprinting.” (Courtesy Am. J. Digest. Dis.

10:86, 1965. 9

)

infarction of the colon, secondary to occlusion of

the inferior mesenteric artery. The diarrhea and
the abdominal pain disappeared within a week.

“A repeat barium enema 1 month later demon-
strated a 5 inch segment of narrowing with

smooth contours in the mid-descending colon

(Fig. 8). The findings in the distal transverse co-

lon were now confined to minimal limitation of

distensibility of this segment of bowel. The thick-

ened nodular folds were no longer seen. A third

examination, after a 2 month interval, revealed

reversibility of the lesion. (Fig. 9)

Fig. 7. Post-defecation view of area shown in pre-

vious figure. (Courtesy Am. J. Digest. Dis. 10:86,

1965.9
)

“Three months later, the patient died of acute

coronary thrombosis. Postmortem examination

revealed a thrombus occluding the inferior

mesenteric artery, as well as marked atheroscle-

rotic changes involving its mesenteric branches.”

Similar cases producing chronic diarrhea

and malabsorption but with survival have

been described, such as those reported by

Shaw and Maynard10 and by Sedat and

Pooler.11

Mesenteric venous thrombosis can also be

reversible, as in the cases reported by May-
er and Poore. 12 The roentgenologic changes

are rather characteristic as is shown in

figures 10, 11 and 12 (12 days later).

Abdominal Angina

The concept of abdominal angina result-

ing from chronic mesenteric arterial

insufficiency is not new. In my student
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Fig. 8. Narrowing segment of mid-descending co-
lon 1 month later. Splenic flexure now appears
normal. (Courtesy Am. J. Digest. Dis. 10:86, 1965.

1
’)

days the mechanism of pain in angina pec-

toris was controversial, but soon it was
shown to be due to disease of the coronary

arteries with consequent myocardial

ischemia; intermittent claudication was at-

tributed to arterial disease of the legs. The
possibility of abdominal pain on a similar

basis secondary to disease of the celiac and

mesenteric arteries was suggested. Clini-

cians realized that certain abdominal pains

were related in time to the ingestion of

food; the physiologic similarity between
cardiac angina of effort and the abdominal

angina of digestive effort seemed evident.

The relationship, however, was difficult to

prove. In 1936, Dunphy’s13 studies quite

clearly differentiated the pain of mesenteric

insufficiency from that of coronary in-

sufficiency and provided a firm basis for

the concept of intestinal angina.

In recent years, Reiner 1 and his asso-

ciates particularly have studied mesenteric

arterial disease at autopsy using injection

Fig. 9. Essentially normal colon 2 months later,

showing complete reversibility of process. (Cour-
tesy Am. J. Digest. Dis. 10:86, 1965.

!l

)

Fig. 10. “Thumbprinting” of transverse colon from
mesenteric venous thrombosis. (Courtesy Arch.

Int. Med. 114:359, 1964.
12

)

technics. The occlusions, in the majority of

patients, were without clinical or anatomic

sequellae but in some patients abdominal

pain, diarrhea, melena and colonic sloughs

had occurred or healed ulcers of the colon

were found. In 2 instances embolic occlu-

sion of the main superior mesenteric artery

had failed to cause intestinal infarction. It

is surprising to note that complete occlusion
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Fig. 11. Spot films of the transverse colon show-
ing “thumbprinting” in greater detail. (Courtesy
Arch. Int. Med. 114:359, 1964.12

)

Fig. 12. Colon 12 days later, showing complete
reversibility of the process. (Courtesy Arch. Int.

Med. 114:359, 1964.12
)

of any one of the main vessels, or indeed of

all three, may occur without symptoms as

in the case mentioned by Robb.14
. It ap-

pears that while sudden and complete oc-

clusion of either the celiac axis, the super-

ior mesenteric artery, or the inferior mesen-

teric artery is almost invariably fatal un-

less treated promptly by surgical embolec-

tomy, by-pass, or some such procedure,

gradual occlusion is quite different; severe

occlusive disease of at least two of the three

main arteries usually is necessary to pro-

duce symptoms .

4 It is important to note

also that the syndrome of abdominal angina

occurs only with atherosclerosis of the ab-

dominal aorta with narrowing or occlusion

of the mesenteric vessels at their ostia or

within their first few centimeters. Throm-
bus formation distally may occur, but usu-

ally the artery beyond the stenosis is pa-

tent and free of disease.

The diagnosis of intestinal angina de-

pends primarily upon the history, upon the

analysis of the pain. In the initial weeks
and months, the pain is a diffuse dull ache,

poorly localized or generalized, sometimes

periumbilical, rarely colicky, perhaps radi-

ating to the back, and at times relieved by
sitting up, as is the pain of pancreatic dis-

ease. Characteristically it begins toward

the end of a meal or later—one, two or

three hours later; it is steady and continu-

ous when present; it may last for minutes

only or for several hours. It is often worse

following large meals; such patients may
fare better on a regimen of small frequent

feedings. Dr. Robb 14 has termed this “the

small meal syndrome.” As time passes, the

pain becomes more severe and the patient

becomes afraid to eat; the appetite is not

impaired but the fear of eating results in

loss of weight and malnutrition. The pain

may become persistent in spite of starva-

tion. When the pain becomes excruciating it

may be accompanied by nausea and occa-

sionally by vomiting. The more severe and
constant the pain, the greater the immi-
nence of infarction. Constipation may be

present in the initial phases, often followed

by the appearance of diarrhea, postcibal in

timing. The malabsorption syndrome has

been observed but, significantly, the diar-

rhea of mesenteric vascular disease is al-

ways accompanied by pain.

The abdominal examination as a rule is of

no positive help unless an abdominal aneur-

ysm is detected. Diminished or absent arte-

rial pulsation in the lower extremities may
be suggestive. Abdominal tenderness, rig-

idity and distension are minimal or absent;

they eventuate only with infarction and the

consequent peritoneal signs. The laboratory

studies of the gastrointestinal tract yield

normal findings or evidence of lesions not

conceivably responsible for the pain. The
abdominal films may disclose calcification in

the abdominal aorta, dilatation of the aorta

or even a frank aneurysm and thus suggest

the presence of disease involving the ostia

of the mesenteric vessels. In recent years,

the development of aortography by either

the translumbar or the retrograde femoral
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technic has made it possible to diagnose

these lesions more precisely preoperatively.

Figure 13 is an arteriogram of the celiac-

Fig. 13. Arteriogram obtained with catheters in
the ostia of the celiac axis and the superior mes-
enteric artery, the stomach distended with air,

contrast media being excreted into the left renal
pelvis and ureter. The normal vessels shown in-
clude the celiac artery branching into the splenic
artery extending horizontally to the left of the pa-
tient and the hepatic artery to the right, branching
into the descending gastroduodenal and thence
into the right gastroepiploic which passed around
the stomach to join with the left gastroepiploic.
The superior mesenteric descends directly from
its ostium and branches into many smaller ar-
teries supplying the arcades of the intestine. (Dr.
Klaus Ranniger, University of Chicago.)

plexus and superior mesenteric arteries and

their branches made in a normal individual

by Dr. Klaus Ranniger of the University of

Chicago. The various anastomoses are well

shown. Figure 14 is a similar arteriogram

made in an individual suffering from ab-

dominal angina. The narrowing of the su-

perior mesenteric artery is evident, as is

narrowing of the splenic and left gastric

arteries. The patient was subjected to en-

darterectomy of the superior mesenteric

vessel with relief from the pain.

Therapy of Mesenteric Arterial Disease

Maynard2 has pointed out that the nat-

ural course of intestinal angina is one of

inexorable progression to infarction. The
pain is not relieved by antispasmodic drugs,

sedatives, manipulations of the diet, or rest.

Anticoagulants, nitroglycerine, and corti-

costeroids have no significant effect. Opera-

Fig. 14. Arteriogram of mesenteric vessels of pa-
tient with abdominal angina. The catheters again

are in the ostia of the celiac and superior mesen-
teric arteries. The narrowing of the first several

centimeters of the superior mesenteric artery is

well shown. There is also some narrowing of the

splenic artery in its first few centimeters and of

the left gastric artery. The patient underwent an
endarterectomy of the superior mesenteric artery

with symptomatic relief. (Dr. Klaus Ranniger,
University of Chicago.)

tion is resorted to because of the pain. Usu-

ally the bowel appears normal and the

surgeon may not be aware of the correct

diagnosis unless he palpates the celiac and

mesenteric vessels and finds the pulsations

to be strikingly reduced or absent. The blood

flow through the superior mesenteric artery

is all important and hence the first objec-

tive should be its restoration. One of the

cases described by Morris, Crawford, Cooley

and DeBaker4
is so classical of the syndrome

and so beautifully illustrated with pictures

that I have taken the liberty to reproduce

it here. (Fig. 15.) A man, 65 years of age,

shown in A, gave a history of abdominal

pain of 6 months’ duration and a loss of

weight of 47 pounds. The aortogram B
showed extreme stenosis of the celiac ar-

tery and complete occlusion of the superior

mesenteric as illustrated in the diagram in

C. By-pass grafts were inserted between

the aorta and the celiac artery and between

the aorta and the superior mesenteric ar-

tery as illustrated in E; these were shown

by aortography D to be functioning. Three

months after operation the patient F had

regained his weight and was free of pain.
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Fig. 15. (A) Photograph of a 65 year old man
with abdominal angina of 6 months’ duration and
weight loss of 47 pounds. (B) Aortogram shows
extreme stenosis at origin of celiac artery and
complete occlusion of superior mesenteric artery.
(C) Drawing showing pattern of occlusive disease
in celiac and superior mesenteric arteries. (D)
Aortogram after operation showing by-pass graft
from aorta to celiac and superior mesenteric ar-
teries. (E) Drawing showing by-pass technic for
revascularization of celiac and superior mesen-
teric arteries. (F) Patient 3 months after opera-
tion asymptomatic had regained normal weight.
(Courtesy Arch. Surg. 84:95, 1962.4

)

Differential Diagnosis of Abdominal Angina

In describing the clinical picture of intes-

tinal angina the character of the pain has

been emphasized. I should like to point out

the difference between abdominal angina

and certain other pains likewise induced by
the ingestion of food and seemingly produc-

ing the small meal syndrome of Robb. A
high gastric resection or a total gastrecto-

my produces a sort of “small stomach,” but

there is, first of all, the history of the op-

eration and, second, the distress induced by
the intake of food is that of the dumping
syndrome rather than pain. An infiltrating

gastric neoplasm giving a linitis plastica de-

formity of the stomach is appropriately

designated by the French as a “stomach in

miniature.” It is truly a small stomach, rig-

id, not distensible by food or air. The pa-

tient is able to eat only a small meal; larger

amounts either do not go down or they are

quickly regurgitated. Pain is not a promi-

nent feature. Gastric and pancreatic neo-

plasms in general, and indeed any intraab-

dominal neoplasm including metastatic can-

cer of the liver, may be accompanied by

this small meal syndrome, but there is a

difference. In angina, the limiting factor is

pain induced by food; in neoplastic disease,

abnormal satiety, anorexia, even nausea,

dominate the symptomatology and curtail

the meal. In peptic ulcer, food relieves the

pain, although the patient’s history fre-

quently gives the opposite impression. The
error may be detected by careful observa-

tion of the food-pain sequence preferably

under hospital conditions. The discomfort

of an irritable colon, the so-called “func-

tional bowel distress” is typically made
worse or induced by food-taking; the small

meal syndrome is present, but with many
differences. Bowel distress has usually been
present for months or years; it is rarely

progressive; it is less severe than angina; it

is rarely accompanied by loss of weight; it

may be accompanied by intermittent cramp-
like pain; and it may be relieved by the

passage of flatus or feces. In short, the

pain of intestinal angina is qualitatively

quite different from any of the usual ab-

dominal syndromes.

Summary

The purpose of this paper has been to em-
phasize the importance of abdominal arteri-

al disease. It may be manifested in various

ways:

(1.) Massive infarction of the bowel
produces a catastrophic event which should

be dealt with surgically immediately. The
mortality rate is high.

(2.) Minor infarctions of the bowel may
pass unrecognized; they may heal or they

may produce chronic ulcerating lesions.

Moderate stenosis usually results with

symptoms of transient and incomplete ob-

struction.

(3.) The much debated concept of ab-

dominal angina arising from stenosis or oc-

clusion of the arterial ostia has been amply
substantiated. As Maynard2 has pointed

out, the natural course is one of inexorable

progression to infarction. The miracles of

modern vascular surgery, however, have

removed this disease from the category of

the incurable.

(4.) The clinical features of the vascular

“small meal syndrome” may be simulated
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by other intraabdominal conditions but on

careful inquiry the differentiation is rarely

difficult. The demonstration of arterial dis-

ease elsewhere in the body is helpful. The

most direct evidence is afforded by arte-

riograms of the mesenteric vessels or by the

surgical demonstration of arterial disease.
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Another example of

Pro-Banttone'
(propantheline bromide)

a true anticholinergic in action

atropine resulted in expectedly
adverse side effects.

Pro-Banthine, in minimal dosage,

produces effects similar to pyloro-

plasty and vagotomy without the

disadvantages of permanent post-

vagotomy sequelae.

The intragastric photograph A
is of a patient who has had pyloro-

plasty with vagotomy. Photograph
B is of a patient given 6 mg. of Pro-
Banthlne.

Indications: Peptic ulcer, functional hy-
permotility, irritable colon, pyloro-
spasm and biliary dyskinesia.

Oral Dosage: The maximal tolerated
dosage is usually the most effective.

For most adult patients this will be four
to six 15-mg. tablets daily in divided
doses. In severe conditions as many as
two tablets four to six times daily may
be required. Pro-Banthlne (brand of

propantheline bromide) is supplied as
tablets of 15 mg., as prolonged-acting
tablets of 30 mg. and, for parenteral use,

as serum-type ampuls of 30 mg.

Side Effects and Contraindications:
Urinary hesitancy, xerostomia, mydri-
asis and, theoretically, a curare-like
action may occur. Pro-Banthlne is con-
traindicated in patients with glaucoma,
severe cardiac disease and prostatic
hypertrophy.

SEARLE
Research in the Service of Medicine

Normal relaxed pyloric antrum; con-
tracted pylorus (pyloric fleurette)

The true anticholinergic values of

Pro-Banthine have never been so

graphically realized as they are
with the recent development of

fibergastroscopy and the intragas-

tric camera.
Pro-Banthine consistently pro-

duces complete relaxation and im-

mobility of the stomach with a dose
of only 6 to 8 mg. intravenously.

This is less than half the usual dose
orally.

Atropine, on the other hand,
required 0.8 mg. intravenously, or

twice the normal dose, to achieve

a similar effect. This high dose of
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Baptist Memorial Hospital*
Common Duct Stone and Abscess

This 76 year old white woman was admitted to

Baptist Memorial Hospital for the first time on

Nov. 7, 1964, because of shock and jaundice.

About 4 weeks prior to admission the patient de-

veloped generalized myalgia, loss of appetite, and
fatigue. She had apparently not had nausea or

vomiting, and there had been no known chills or

fever. About 1 week before admission she went to

her physician for these symptoms and received

treatment with temporary improvement. Howev-
er, about 36 hours before admission the patient

collapsed to the floor and remained there for 2 to

3 hours before she was discovered by a member
of her family. She was immediately taken to her

physician who found her to be clammy with a

B.P. of 70 systolic. Previously it had been in the

range of 170 systolic. There were no focal neu-

rologic signs. There had been some diarrhea ear-

lier, but the exact details of this were not known.
Careful and repeated questioning concerning the

possibility of contact with or ingestion of toxins

failed to reveal any evidence of same. The patient

had probably had some decrease in urinary out-

put during the 2 or 3 days before admission.

Past history revealed the patient had mild di-

abetes mellitus which had been adequately treat-

ed with oral hypoglycemic agents in the past. At
one time she had had some “gravel” in the urine

but there had been no other urinary complaints.

She did not give a history of jaundice, and there

was no history of significant alcoholic intake.

There was no history of specific food intolerance.

It was thought by the family that the patient had
lost about 15 lbs. in the past 9 months. She gave
no history of recent injections. She had had no
headache nor were there any meningeal signs.

Physical examination revealed the T. to be 98°,

P. 100, R. 20, and B.P. 90/50. The patient was
described as being weak; appeared jaundiced and
her hands were moist and cool. Sclerae were ic-

teric. There was no distention of the neck veins.

No abnormalities were found in the structures of

the head, nor in the heart or lungs. The abdomen
was obese. There was vague, generalized tender-

ness, and a right upper quadrant mass was de-

scribed on percussion. The spleen was not palpa-

ble. Bowel sounds were described as normal. A
careful neurologic examination failed to reveal

any abnormalities.

Laboratory findings: On Nov. 7 the HCT. was
42% with icteric plasma. Hgb. was 13.3 Gm.,

WBC. 18,300 with 89% P.M.N., 8% lymphocytes

and 3% monocytes. The platelets were normal in

smear and the red cells were normal in appear-

*From the Departments of Pathology and Med-
icine, Baptist Memorial Hospital, Memphis, Tenn.

ance. Serum amylase was 97 BMH starch-iodine

units. Alkaline phosphatase 13 K-A units. Biliru-

bin 6.9 mg. with 3.9 mg. direct and 3 mg. per
100 ml. indirect. The urine was positive for bile

and negative for urobilinogen. Plasma glucose

was 100 and the BUN. 64 mg. per 100 ml. Serum
sodium was 132, potassium 3, chloride 94, and bi-

carbonate 25 mEq/L. Urinalysis revealed a spe-

cific gravity of 1.016 with a pH of 5.5, 2+ protein

and negative sugar. There were 3 to 8 R.B.C.

and 5 to 10 W.B.C./hpf. An occasional white cell

cast was seen. The patient’s prothrombin time
was 20 sec. with a control of 13.5 sec. SGOT was
73 units and serum creatinine was 4.8 mg., serum
cholesterol was 179 mg. per 100 ml. Urine culture

grew out an Aerobacter aerogenes which was
sensitive to many antibiotics. Repeated stools for

occult blood were negative. On Nov. 16, the total

protein was 4.4 Gm. with an albumin of 2.2 and a

globulin of 2.2 Gm. per 100 ml. Three blood cul-

tures were negative. On Nov. 30 there was 14

BSP. retention at 45 minutes. Leptospiral agglu-

tinations were negative.

Chest x-ray on Nov. 7 was negative. Supine
film of the abdomen failed to reveal any definite

abnormalities. Lumbar spine films on Dec. 2 re-

vealed no evidence of neoplastic disease. There
was old narrowing of the 4th disc space noted

with hypertrophic spurring adjacent to this. On
Nov. 23, a barium enema revealed diverticulosis

of the sigmoid colon and an irritable colon. No.

extrinsic pressure or intraluminal mass was seen.

On Nov. 24, a G.I. series showed the stomach to

empty satisfactorily and the duodenal cap was
noted to be rather large and redundant. There
was a prominent defect at the base of the cap

which had the appearance of gastric prolapse.

There was no indication of chronic ulceration and
no evidence of an active ulcer crater. There was
some radiolucent mottling overlying the cap

which was thought to prepresent a mixture of air

with barium. A scout film of the abdomen showed
enlargement of the liver. An EKG was normal.

At the time of admission the patient was criti-

cally ill with clinical evidence of shock and jaun-

dice. She was noted to be rather severely dehy-

drated. Her urine output during the first few
hours in the hospital was nil. She was given

metara minol (Aramine) with a good response of

her blood pressure and was given carefully calcu-

lated amounts of intravenous fluid and was also

given mannitol. Over the next several hours the

patient began to excrete adequate amounts of

urine and by the day after admission the urinary

output was excellent. She was also given one unit

of plasma during her initial treatment.

She was given vitamin K and started on tetra-

cycline after blood cultures were obtained. She

was maintained on carefully controlled intra-

venous fluids, and after there was some fall in the

serum potassium she was given supplementary

potassium with correction of this deficiency. Her

BUN. decreased progressively and by the time of

her discharge from the hospital it was 15 mg. Her
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strength improved progressively. By Nov. 14 she

was alert mentally and the blood pressure was
stable. Urinary output was excellent and the

scleral icterus was diminishing. Serum bilirubins

decreased progressively and by Nov. 16 the total

bilirubin was 1.8 with a direct of 1.1 mg per 100

ml. On this same date the W.B.C. had fallen to

11,500 and a phase platelet count was normal.

By Nov. 18 the patient was eating fairly well,

but had some nausea which was well-controlled

by symptomatic medication; there was no vomit-

ing. On Nov. 25 the patient was transferred to

the Lamar Unit. She continued to improve and
on Dec. 7, prothrombin time was 14 sec. with

control of 12 seconds. She had numerous SGOT
determinations done and these ranged between 55

and 80 units. On Dec. 3 a liver scan was done.

This revealed an enlarged liver. The distribution

of the Aul89 uptake was not uniform but showed
numerous small areas which were “cold”. The
distribution of the uptake and the generalized en-

largement of the organ were thought to be more
indicative of cirrhosis. There were no well de-

lineated areas suggestive of massive tumor. On
Dec. 8 a needle biopsy of the liver was obtained.

The microscopic diagnosis was hepatitis with

periportal fibrosis. It was commented that the

predominant finding was a focal, acute and chron-

ic inflammatory response which was predomi-

nantly portal but could also be seen in paren-

chyma. Portal fibrosis was seen in a few areas

but one could not be certain of definite cirrhosis.

Bile pigment was present in liver cells. The pa-

tient continued to improve, though she did com-
plain of some recurrent nausea and occasional

dull pain in the right side. She received Maalox
repeatedly for “indigestion.” On Dec. 15 she was
discharged to a nursing home.

The patient was readmitted here on Feb. 5,

1965, because of the development of severe nau-
sea and had begun vomiting. On the day of ad-

mission a watery diarrhea developed. She had
been maintained on small doses of steroids while

in the nursing home, and the urine sugar had
been 2+ on the day of admission. Physical exam-
ination revealed the patient to be very weak and
dehydrated and moderately jaundiced; there were
no palpable lymph nodes and the lungs were
clear. There was no evidence of cardiac enlarge-

ment. B.P. was 80/50 and P. 130 and regular. Her
T. was 101.5° R. On examination the liver was
palpable to the midabdomen and approximately 2

in. across the midline. There was moderate ten-

derness in the right upper quadrant. The spleen

was not felt and no other masses were noted in

the abdomen. Bowel sounds were high-pitched.

Plasma glucose was 430 mg. per 100 ml. and
she was given supplementary insulin to control

this. The HCF. was 53% with a W.B.C. of 19,100

with 94% P.M.N., 2% bands, 3% lymphs, and
1% monocyte. Urinalysis revealed a specific grav-

ity of 1.018 with a pH of 7.5, protein 2~ and

glucose 2+. There were 75 to 100 W.B.C. hpf., oc-

casional R.B.C. were seen; there were no casts.

Prothrombin time was 16.5 sec. with a control of

14 sec. Urine culture grew out Proteus. Alkaline

phosphatase had risen to 18 K-A units and blood

ammonia was 246 meg. per 100 ml. At the time

of admission her BUN. was 52 mg. per 100 ml.

The patient was again rehydrated and her

BUN. fell to 40 mg. Total bilirubin on Feb. 6,

was 10.3 mg. with 6.6 mg. direct and 3.7 mg. indi-

rect. She had some hyponatremia which was cor-

rected with intravenous fluids. During the re-

maining 6 days of her life the patient had inter-

mittent fever with T. in the 100 and 102° range.

Because of the development of rapid auricular

fibrillation, the patient was digitalized and main-
tained on digoxin. She was begun on chlortetra-

cycline and chlorampheincol and was also given

large doses of Solu-cortef. She complained of

upper abdominal pain on occasion. On Feb. 9,

she was described as being drowsy and confused

but was able to swallow liquids. She became
progressively more obtunded. Urine output re-

mained good. On Feb. 12 the blood pressure fell

and she developed clinical evidence of shock. She

was given Levophed with some temporary im-

provement but remained comatose and expired on

the afternoon of Feb. 12, 1965.

Discussion

DR. PERVIS MILNOR, JR.: It is appar-

ent from the protocol that this is an exer-

cise in the differential diagnosis of jaundice

complicated by three episodes of shock—the

last culminating in the death of the patient.

To consider the second of these dramatic

phenomena first, shock can be thought of as

an abnormality occurring in a closed sys-

tem consisting of a container, a fluid con-

tent, and a pump. A fall in pressure could

occur, therefore, from a disparity between

the volume of the fluid contents and the

size of the container, or a malfunction of

the pump or a combination of these. In this

case, the essentially normal values for hem-
oglobin and the failure to demonstrate

blood loss or blood destruction suggest that

loss of red cell mass was not a significant

factor. Although dehydration may have

been important in the first instance and

perhaps in the second episode of shock, it

certainly was not a dominant factor in the

third and last. In a person of this age

group, involvement of the pumping mech-

anism by a cardiac catastrophe such as a

myocardial infarction would be a statistical

likelihood. The recurrence three times, the

excellent response to therapy in the first

two attacks, and the absence of EKG
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confirmation tend to rule out this possibili-

ty. The occurrence of the shock state each

time in association with pronounced leuko-

cytosis seems more than a chance occur-

rence and suggests gram-negative septice-

mic shock. Recent studies indicate that the

basic phenomenon in this “septicemic

shock” is myocardial depression more than

vascular dilatation, but regardless of which

is the dominant factor, this would appear to

be the cause and type of shock seen here.

Sudden neurologic insults can certainly

produce hypotensive episodes; historically,

there was none here.

A consideration of the source of this sep-

ticemia would appear to be next in order.

We are told early in the protocol that the

patient’s history revealed “mild diabetes

mellitus” and “gravel in the urine.”

Laboratory studies on admission to the hos-

pital showed a very interesting urinalysis,

with 2 proteinuria, 3 to 8 red cells, 5 to

10 white cells, an occasional white cell cast;

also creatinine 4.8, BUN. 64, and abnormal

electrolytes, particularly sodium 132 and

potassium 3. Although some of these

findings might be related to her fever and

dehydration, they also fit very well with

chronic pyelonephritis which diagnosis is

certainly suggested by the two historical

findings mentioned above. To substantiate

this thought, urine culture produced Aero-

bacter aerogenes which is one of the organ-

isms frequently associated with gram-nega-

tive septicemic shock.

Although the above makes a very pat se-

quence of events to explain the observed

shock state, it by no means covers all of the

possibilities. Let us, therefore, redirect our

attention to this patient’s jaundice. We are

told that the present illness apparently be-

gan with myalgia, loss of appetite, and fa-

tigue. These symptoms apparently pro-

gressed very slowly, perhaps intermittent-

ly, and thinking in terms of her jaundice,

would certainly suggest an infectious hepa-

titis. Although often rather more dramatic,

this type of onset is compatible with a sec-

ond diagnostic possibility—Weil’s disease.

The progression of this case obviously re-

quires more than uncomplicated acute in-

fectious hepatitis, but if we add subacute

infectious hepatitis progressing to hepatic

necrosis and this in turn to postnecrotic cir-

rhosis, we have a clinical sequence which
might explain many of our findings. The
clinical variability of Weil’s disease allows

it to fit many aspects of the picture without

additional complications. For instance, leu-

kocytosis to this extent is incompatible

with acute infectious hepatitis but might be

seen in subacute hepatic necrosis; it is quite

compatible with Weil’s disease. The persis-

tent and rather marked febrile response is

comparable to the leukocytosis. The persis-

tent finding of right upper quadrant tender-

ness with suggestion of a mass is also ac-

ceptable. The degree of leukocytosis and
fever suggests an additional diagnostic pos-

sibility, namely, cholecystitis-cholelithiasis

progressing, in accordance with other

findings to be mentioned below, to suppura-

tive cholangitis and multiple hepatic ab-

scesses. Finally, particularly in view of the

history from the family of significant

weight loss over a nine month period, the

possibility of metastatic carcinoma must be

included. Occasionally, onset in malignan-

cy can simulate infection; necrosis of tissue

in malignancy can result in both fever and

leukocytosis although commonly not to this

extent. At this point, it should be men-
tioned that although there was no history

of recent injections or exposure to hepato-

toxic agents, a “toxic hepatitis” or even

homologous serum hepatitis would be ex-

pected to be similar clinically to infectious

hepatitis, might well shown the same suba-

cute and hepatic necrosis, progressing to

postnecrotic cirrhosis. Inasmuch as clini-

cal differentiation of toxic from infectious

hepatitis on the basis of information here

available is difficult if not impossible, these

diagnoses from here on will be considered

together.

Pertinent to the discussion at this point

would be liver function studies. The pres-

ence of jaundice was certainly documented
by a bilirubin of 6.9 mg. I don’t consider

the separation into direct and indirect com-

ponents diagnostically important. The
slightly elevated alkaline phosphatase of 13

K-A units is much more compatible with

infectious or toxic hepatitis than either ob-

structive jaundice or carcinoma metastatic

to the liver; in the last two conditions we
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would expect a much more marked eleva-

tion. The modest SGOT elevation to 73

units is rather surprising inasmuch as a

much higher value would be expected in

any of the hepatic diagnoses except meta-

static carcinoma. The prolonged prothrom-

bin time to 20 seconds could represent ad-

vanced intrinsic liver disease, but apparent-

ly did not in view of its return approxi-

mately to normal during the course of her

first hospitalization. Finally, although the

low total serum protein of 4.4 gm. with 1:1

AG ratio might be considered evidence of

chronic hepatocellular disease, it must be

remembered that the plasma proteins are

quite sensitive to many other pathologic

processes, particularly chronic infection

and metastatic carcinoma. In summary,
then, it can be said that certain of the liver

studies are compatible with each of our

four major diagnostic possibilities—infec-

tious hepatitis, Weil’s disease, cholecystitis

with suppurative cholangitis, and metastat-

ic carcinoma—but fail to direct us toward
any particular one.

Additional studies were done which ap-

pear most pertinent, particularly the liver

scan and liver biopsy. The liver scan

showed an enlarged liver but, more impor-

tantly, a moth-eaten appearance of multiple

“cold” areas. I consulted the authorities

and find that on the average, a “dead area”

must be about 1.5 cm. in diameter to be

picked up by scanning technics. These mul-
tiple “cold areas” then are grossly nodular
and far more than microscopic areas of

tissue destruction or replacement. Addi-
tionally, the needle biopsy showed no tu-

mor cells but areas of acute and chronic

focal inflammation, relatively little fibrosis,

but definite pigment staining of liver cells.

Neither of these laboratory findings can be
considered diagnostic. Although the scan

is compatible with metastatic carcinoma,

the failure of the biopsy to show any malig-

nant cells with such widespread involve-

ment must be more than coincidence. I am
inclined to assign more than a little signifi-

cance to the biopsy finding of inflammation,

predominantly portal rather than parenchy-

mal, predominantly focal rather than dif-

fuse; this, to me, suggests cholangitis rather

than infectious hepatitis. On the scan, chol-

angitis would not seem to explain the “cold

areas” but multiple hepatic abscesses cer-

tainly could.

At this point, it remains to tie together

these various findings with the patient’s

hospital course. On the initial hospitaliza-

tion, the patient was treated with broad

spectrum antibiotics plus rehydration, and

the response was dramatic. The disap-

pearance of the signs of infection suggests

that the antibiotics were effective; it does

not tell us whether the infection was in the

GU tract or the biliary system—we can

make a good story as indicated above for

either one. The clearing of the patient’s

jaundice does suggest an improvement in

some process in the biliary tract, although

the persistent abnormal transaminase val-

ues best correlate with continued hepato-

cellular inflammation. Approximately 2

months later the patient was readmitted

with a clinical picture similar to the first

admission. She was again treated with anti-

biotics and rehydration, again with a good

response initially. Unfortunately, on this

second admission, improvement was not

maintained. The blood pressure fell for the

third time approximately a week after ad-

mission, and on this last occasion, failed to

respond to therapy. It would appear un-

likely that infectious or toxic hepatitis

leading to subacute hepatic necrosis and to

postnecrotic cirrhosis would be associated

with such exacerbations and remissions of

symptoms. Weil’s disease as mentioned
above could certainly produce the clinical

picture of the first hospitalization, but it is

difficult to imagine a recrudescence of lep-

tospirosis after an asymptomatic interval of

2 months’ duration. It is similarly difficult

to explain in terms of metastatic carcinoma

a virtual disappearance of symptoms and
findings for a 2 month period only to recur

suddenly in fatal form. I tend, therefore,

to lean toward cholelithiasis with recurrent

suppurative cholangitis—this despite the

fact that certain of the liver function stud-

ies are quite incompatible with such a diag-

nosis. Nevertheless, the preponderance of

the evidence, particularly the marked leu-

kocytosis, the marked fever, the apparent

response to antibiotics, and particularly the

liver scan and biopsy, all fit this diagnosis.
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We now return to the first diagnosis of

chronic pyelonephritis. As mentioned ear-

lier, this offers a reasonable explanation for

gram-negative septicemia with shock; so

does the diagnosis of suppurative cholangi-

tis with hepatic abscesses. I am unable to

determine which focus of infection was the

more important in this case. We can corre-

late waxing and waning of the signs of liv-

er involvement better with the clinical

course than we can any signs of renal in-

volvement. I favor the hepatic infection as

the more important one, although either or

both would have been involved in either

episode of shock.

In summary then, my diagnoses are as

follows: (1) Cholelithiasis with suppura-

tive cholangitis and multiple hepatic ab-

scesses; (2) chronic pyelonephritis, (3) di-

abetes mellitus. I believe that death was
due to uncontrolled bacterial infection of

the liver and biliary passages.

DR. JAMES A. PITCOCK: The principal

findings in this 76-year old woman were in

the right upper quadrant. By the time of

death, she had ascites of about 1,000 ml.

made up of clear yellow fluid. In addition,

there was a very large abscess in the upper
right quadrant which was both subdi-

aphragmatic and subhepatic in the region

of the hilus of the liver. This was walled

off from the general abdominal cavity and
was filled with purulent material which ap-

peared to be bile stained. On further ex-

amination, it was found that this abscess

communicated with a hole in the common
duct. There was a stone in the common duct

just distal to this perforation with dilata-

tion of the common duct proximal to it, in-

dicating biliary tract obstruction prior to

perforation of the common bile duct. Puru-
lent material was found within the common
bile duct, within the hepatic duct, and on
multiple sections through the liver itself.

The purulent material appeared to be with-

in dilated bile ducts. There were no gross

parenchymal abscesses. The kidneys had
scars of old pyelonephritis but microscopi-

cally this was not active at the time of

death. The pancreas did not show any sig-

nificant changes in the islets. The gallblad-

der was intact. There were microscopic

changes of chronic cholecystitis, but at the

time of autopsy there were no stones within

the gallbladder.

Microscopically, we can compare the

findings in our liver biopsy with those in

the postmortem liver to get some idea of

pathogenesis. (Fig. 1.) Here we have por-
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tal triads which are infiltrated with acute

and chronic inflammatory cells. There are

none actually within the small bile ducts

themselves. At the time of this biopsy, we
find no evidence of bile plugging in the

larger portal bile ductules, no evidence of

bile lakes or of bile infarcts. We have to re-

member that this biopsy was taken at the

time the jaundice was apparently subsiding

and down to a fairly low level. Perhaps we
should have emphasized that many of the

inflammatory cells are neutrophils. By the

time of postmortem, the inflammation is

much worse. Several features which were
not prominent in the biopsy are obvious

here (Fig. 2). Bile duct proliferation is

Fig. 2.
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quite obvious by the time of autopsy. The

inflammatory process can be seen within

the biliary system and is more extensive. In

addition, the amount of portal fibrosis is

considerably greater.

In summary, we have a stone in the com-

mon duct which has perforated the common
bile duct. There is an acute and chronic

cholangitis and an abscess in the hilar and

subdiaphragmatic regions secondary to this

perforation. There is also early biliary

cirrhosis, chronic cholecystitis and scars of

old pyelonephritis. We do not know when
this perforation of the common bile duct

took place. There may well have been a

fairly free flow of bile out into the hilar

and subdiaphragmatic regions, and certain-

ly microscopically we do not have bile

plugging we expected with an extrahepatic

obstruction. Undoubtedly there must have

been extrahepatic obstruction at some time.

APPALACHIAN HALL
Established 1916

Asheville North Carolina

An Institution for the diagnosis and treatment of Psychiatric and Neurological illnesses, rest, convalescence,
drug and alcohol habituation.
Insulin Coma, Electroshock and Psychotherapy are employed. The Institution is equipped with complete
laboratory facilities including electroencephalography and X-ray.
Appalachian Hall is located in Asheville, North Carolina, a resort town, which justly claims an all around
climate for health and comfort. There are ample facilities for classification of patients, rooms single or
en suite.

WM. RAY GRIFFIN, JR., M.D. MARK A. GRIFFIN, SR., M.D.
ROBERT A. GRIFFIN, M.D. MARK A. GRIFFIN, JR., M.D.

For rates and further information write
Appalachian Hall, Asheville, N. C.
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1966 T.M.A.

STATE AND COUNTY OFFICERS

CONFERENCE

Sunday, February 27, 1966 • Hermitage Hotel, Nashville, Tennessee

9:30 A.M. — REGISTRATION

10:00 — CALL TO ORDER
G. Baker Hubbard, M.D., President-elect, TMA, Jackson

10:15 — SYMPOSIUM: "THE PROPER ROLE AND RESPONSIBILITIES OF
COUNTY, STATE AND NATIONAL MEDICAL GROUPS"
A. Roy Tyrer, Jr., M.D., President, Memphis-Shelby County Medical

Society, Memphis

John H. Burkhart, M.D., President, Tennessee Medical Association,

Knoxville

Leo E. Brown, Assistant to Executive Vice-President,

American Medical Association, Chicago

M:I5 _ "STIMULATING PARTICIPATION IN MEDICAL SOCIETY
AFFAIRS"

C. Lincoln Williston, Executive Secretary, Texas Medical

Association, Austin

NOON — LUNCHEON: "MEDICAL PRACTICE AND POLITICS"

Hoyt D. Gardner, M.D., Member of the Board, American Medical

Political Action Committee, Louisville

1:30 P.M. — CALL TO ORDER

John H. Burkhart, M.D., President, TMA, Knoxville

1:35 _ PANEL DISCUSSION: "AS OTHERS SEE US"

MODERATOR:
Jim Reed, Director of Communications, American Medical

Association, Chicago

PANELISTS:

Lee Anderson, Editor, Chattanooga News-Free Press, Chattanooga

John Reese, Director of Programming, WATE-TV, Knoxville

Sam M. Fleming, President, Third National Bank, Nashville

Clyde M. York, President, Tennessee Farm Bureau Federation,

Columbia

2:40 — QUESTION AND ANSWER PERIOD

3:00 — "LOOKING AHEAD"

Edward R. Annis, M.D., Past-President, American Medical

Association, Miami



TMA's Annual Meeting
Set for Gatlinburg

Housing for Annual
Meeting

House of Delegates

Reference Committees

Specialty Societies

Social Events

Medicare Regulations
Still Being Determined

• The 131st Annual Meeting of the Tennessee Medical Associ-
ation will be conducted April 17-19, 1966, at Gatlinburg,
with headquarters at the Civic Auditorium. Meetings and
other activities will be conducted in the several hotels.
Highlights will include scientific programs of sixteen spe-
cialty societies ; scientific and technical exhibits ; the an-
nual sessions of the House of Delegates

; special award to
the Outstanding Physician of the Year, and Distinguished
Service Awards. In addition, TMA will sponsor a continental
breakfast for all members on Tuesday, April 19th, at the
Riverside Hotel, to hear Mr. John McCarty, Assistant to the
President of Rockford College, Rockford, Illinois. He will
give an interesting and illustrative presentation on "How
to Transmit Ideas to Community Groups".

• The Gatlinburg Chamber of Commerce will coordinate hous-
ing for those attending the TMA annual meeting. Physicians
or their families should direct their requests, listing
preferences, to the Gatlinburg Chamber of Commerce, which
will forward a request to the facility of your choice.
Every physician was mailed a reservation form early in Jan-
uary. The 1966 meeting will be held from Sunday through
Tuesday (April 17-19).

• The Sunday meeting of the House of Delegates has been
scheduled for 1:00 P.M. (EST) . The House will meet for its
opening session on Sunday and again on Tuesday Morning,
April 19th.

Following the first session of the House, all reports,
resolutions, and amendments will be assigned to Reference
Committees. The Reference Committees will meet on Monday,
April 18th, when members of the House of Delegates and any
TMA member may appear before any Reference Committee for
whatever testimony desired. After the hearings, the Refer-
ence Committees will prepare reports and present their rec-
ommendations to the House at the Second Session on Tuesday,
April 19th.

• Specialty societies and related medical organizations
will hold sessions on all three days of the annual meeting.
Sixteen groups will participate.

• The principal social event will be the President's Ban-
quet on Monday Evening, April 18th, in the Mountain View
Hotel. A social hour will precede the banquet, beginning at

6:00 P.M. The banquet will begin at 7:00 P.M., and fol-
lowed with dancing to the music of Jerry Collins and his
orchestra from Knoxville.

• At the present time there is little more that can be def-
initely stated about the rules and regulations concurrently
being promulgated by the Department of Health, Education and
Welfare under- the provisions of the new "Medicare" Law—in
that the final policies and plans are still on the drafting
board, as of this writing.



Television Series

Begins in Jackson

Dr. John Burkhart
Nominated for

Public Service Award

AMA Expands
Field Service

Conference Held
On Title XIX

Don't Forget!

inspections are violations of the law in regard to the ac-
tivities of pharmacists and physicians, and dispensing or
renewing any prescription more than six months old or for
more than five times, even if ostensibly authorized by a
physician, is a violation for the pharmacist.

Regulations to be promulgated in the future will specify
the drugs to which the law applies.

• "Spotlight on Medicine," a series of 30-minute public
service television programs, is being produced each Sunday
at 1:00 p.m. in Jackson over WDXI-TV in cooperation with the
Consolidated Medical Assembly of West Tennessee and TMA.

The program utilizes a professionally produced and medi-
cally correct film segment plus a panel of local physicians.
The series is scheduled for 13 consecutive Sundays and a
total of 39 members of the Consolidated Society will par-
ticipate on the panels.

A wide variety of medical topics will be discussed during
the series including heart attack, diabetes, breast cancer,
stroke, appendicitis, arthritis and many others.

The Public Service Committee of TMA is providing members
of the local society with over 25,000 "statement stuff er"
announcements and waiting room display cards to help publi-
cize the program.

Efforts are now underway to program the series in several
other metropolitan areas in cooperation with the public
service committees of the local county medical societies.

The series furthers many public service objectives, in-
cluding health education, career recruitment, upgrading the
public awareness of good medical standards and it helps to
create a respect for and understanding of medical tradition.

® Dr. John H. Burkhart, TMA president, has been nominated
by the Knoxville Academy of Medicine as a candidate for "Mr.
Knoxville .

"

The award is presented annually by the Greater Knoxville
Chamber of Commerce to an individual whose public service
activity has been outstanding during the current year.

Dr. Burkhart has long been active in civic, educational
and church work in addition to his many activities in or-
ganized medicine on the local, state and national level.
He was elected to a 4-year term on the Knoxville Board of
Education in 1957 and again in 1961 and he served as Chair-
man of the Board for seven of the eight years.

• The American Medical Association has moved the Community
Relations Department from the Communications Division to the
Field Service Division.

Mr. Darrell Coover will continue as its director and Mrs.
Sue Boe will be Field Representative for Community Relations.

The basic goal of Community Relations is to increase
liaison with civic, public, religious, fraternal and other
groups at the local, state and national levels.

• The AMA sponsored a national conference on federal medi-
cal assistance programs in Chicago January 20-21. The con-
ference was attended by representatives of state medical as-
sociations, state welfare and public health departments and
departments of the federal government responsible for imple-
menting the programs.

Dr. Phillip R. Lee, assistant secretary of HEW; Dr. Ellen
Winston, commissioner of the Welfare Administration, HEW;
Mr. John Hurley, acting director of the Bureau of Family
Services; Katherine Oettinger, chief of the Children's Bu-
reau and Dr. Julius Richmond, director of project "Head
Start" were among the speakers on the program.

Drs. Baker Hubbard, K. M. Kressenberg and A. Roy Tyrer
represented TMA at the meeting.

• The TMA State and Officers Conference, Sunday February
27, 1966, Hotel Hermitage in Nashville,
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The Tennessee Medical Association

1966 ANNUAL MEETING

Gatlinburg April 17-19, 1966

• PRESIDENT’S BANQUET
Monday Evening Social Event

• TECHNICAL EXHIBIT
Displays by Supply Houses

• THE WOMAN S AUXILIARY
Statewide Annual Meeting

• SPECIALTY SOCIETIES

Independent Programs and Combined Programs

• SPECIAL EVENTS
Luncheons, dinners, etc., for

Various Groups

• BREAKFAST MEETING: TUESDAY, APRIL 19

Hear Mr. John T. McCarty, management consultant and

assistant to the President of Rockford College, Rockford,

111., speak on "HOW TO TRANSMIT IDEAS TO COM-
MUNITY GROUPS"

• SESSIONS OF THE HOUSE OF DELEGATES
Official Business Meetings

Sunday and Tuesday
>

jj
• OUTSTANDING GUEST SPEAKERS

Refer to March Issue of The Journal

for Complete Program
TIMES — PLACES — SUBJECTS — SPEAKERS

Plan Now
To Meet Your Colleagues in Gatlinburg
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“PwAicUttt& “PcLae
AMPAC AND IMPACT

The majority of physicians know that AMPAC (American
Medical Political Action Committee) is an arm of the American
Medical Association set up separate and distinct from the AMA,
but under its general guidance. The physicians of Tennessee know
that IMPACT (Independent Medicine’s Political Action Commit-
tee—Tennessee) is the Tennessee Medical Association’s Organiza-

tion on the state level structured to be a part of and work with
AMPAC. The Board of Directors of IMPACT is appointed by the

Board of Trustees of TMA and funds for administrative and
educational purposes are contributed by TMA to IMPACT. Mem-

bership in IMPACT is on a voluntary basis and consists of the payment of $25 annual

dues which entitles the contributor to membership in both IMPACT and AMPAC and
the distribution of his dues in such a manner as to be effective on both the local and
national level.

All of this is repetitious and undoubtedly understood by most Tennessee phy-

sicians, yet I am sure many do not know that during the year 1965 only a handful of

TMA members joined either AMPAC or IMPACT. As a matter of fact, the national

headquarters of AMPAC lists no Tennessee members. What apparently has happened
was that many Tennessee physicians joined these organizations in the heat of the

campaigns of 1964, but made no effort to continue their membership during 1965 which
was an off election year. Furthermore, there was no concerted drive in 1965 to acquire

memberships by the Board of Directors of IMPACT so that as we enter a new year

we must enter also into a new period of membership solicitation for IMPACT and
AMPAC.

1966 is another election year. In Tennessee, all House of Representative seats are

subject to election as is likewise one Senatorial seat and the office of Governor. Al-

though we have lost one big battle in our continued fight against creeping socialism

and for the principles of free enterprise, we have not yet lost the war. The fighting

is not over. We must continue our political efforts to elect to the Congress of the

United States and to the Governor’s office of Tennessee, those whose principles and
philosophy most nearly approach our own. This can best be done through organization

and this can only be built by dollars.

I therefore urge each member of TMA to join AMPAC and IMPACT in 1966,

either through its representative in your district or by sending your check made to

IMPACT for $25 or to your local medical society with a sure knowledge that it will

be forwarded to the proper place. Only if we support the organizations formed to

support our beliefs do we have any right to expect or hope to preserve them in a land

where the trend of things seems to be going the other way.

Dr. Burkhart

President
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EDITORIAL

AMA JOINS IN THE ATTACK ON V.D.

On November 20, last, the American Med-
ical Association’s Committee on Environ-

mental and Public Health sponsored a Na-
tional Symposium on Venereal Disease Con-

trol in collaboration with the U. S. Public

Health Service (HEW) and the American
Social Health Association. About 150 per-

sons were invited to attend—health officers,

representatives of state medical societies

and of other professional associations. Some
dozen papers by authorities in venereal dis-

ease control described the several areas of

attack upon the problem—epidemiology, di-

agnosis, and treatment.

The AMA is in a strong position to sup-

port the two agencies with which this Sym-
posium was held. Veneral diseases cannot

be controlled, leave alone eradicated, with-

out the full collaboration of the medical

profession. Dr. William Brown, Chief of the

Venereal Disease Branch of the USPHS, is

powerless in the attack of which he and his

staff are the spearhead without the practi-

tioner’s recognition of his responsibility in

reporting and in aiding in contact investi-

gation. So too, the American Social Health

Association, which has for decades been in

the business of educating the public about

venereal disease, can be assisted immeasur-

ably by the support of a powerful profes-

sional organization such as the AMA.*
I wrote recently, “Though many patterns

of disease have been altered in the past

half-century because of factors in epidem-

iology and treatment, syphilis has remained

unchanged.” 1

I say this from the vantage point of long

interest in the Treponema pallidum and its

ceaseless workings to rupture social bonds,

and to scar vital tissues and structures.

Introduced to it first as a medical student,

on wards set aside for the treatment of the

infected—a backwash of the crusade

against the social diseases begun by Jose-

phus Daniels, Secretary of the Navy in

World War I—arsphenamine and mercury

rubs for T. pallidum, mercurochrome, potas-

sium permanganate and silver salts for the

gonococcus. Then for over a decade after

this skirmish the profession and the public

drowsed. The story goes that in 1936, the

Surgeon General of the USPHS, Thomas
Parran, mentioned the word syphilis on a

radio broadcast—the first time the word had

been used in any news media. A furor

arose! Parran subsequently said, “Nice peo-

ple don’t have it! Nice people don’t talk

about it! Nice people don’t do anything

about it.” He did something about it—and

with a vengeance. His attack began in

1937 and within the next decade were estab-

lished and sharpened all the weapons to

use in battle:—naming the “social diseases”

for what they are and telling how they are

spread; the establishment of epidemiologic

technics and demonstrating their practicali-

ty; the demonstration that adequate treat-

ment is effective; that there is need for edu-

cation of the public, need for education of

the medical undergraduate and for post-

*The November-December PR-Doctor was de-

voted to “What’s so Delicate About VD?” Also

two excellent educational papers have appeared

in Today’s Health :

—“Why The Rise in Teen-age

VD?” (Sept. 1965), and “Why All The Fuss

About Gonorrhea” (Dec. 1965).
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She's on a diet.

She's discouraged.

She needs your help.

You can encourage her

with DEXAMYL®
brand of dextroamphetamine
sulfate and amobarbital

'Dexamyr is the mood-lifting

anorectic; it not only assures

unexcelled control of appetite

but also improves outlook.

Formula: Each 'Dexamyl' Spansule®

(brand of sustained release capsule)

No. 1 contains 10 mg. of Dexedrine®

(brand of dextroamphetamine sulfate)

and 1 gr. of amobarbital, derivative
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graduate or continuing education of the

health officer and practicing physician. At
the end of a decade came the universal use

of penicillin. Federal appropriations for ve-

nereal disease control were reduced, epi-

demiologic means were curtailed, and fewer

and fewer cases were reported to reach a

“low” in 1956. After 1958, it became clear

that the rate of venereal disease was rising.

Surgeon General Luther Terry, in 1961,

called together a Task Force to look at the

problem—there had been a rise of 130%
alone in infectious syphilis in persons under

20 years of age!

Is it not ironical that I and my contem-

poraries should need to see yet a third war
declared on preventable diseases whose
mode of spread is well understood and for

which there is effective treatment!

It is not necessary here to document the

rising frequency of syphilis, but I extend

my quotation referred to above:

“It (syphilis) remains a preventable disease; the

infectious agent, the Treponema pallidum has the

same characteristics as in the past; the mode of

its transmission is unchanged; the fetus in utero

of the untreated mother is infected as in the past;

and host-parasite relationships remain the same
and thus, one may anticipate the same incidence

of late disabling or fatal disease as in the past.

The only item which is different lies in the area

of treatment .” 1

If the physician feels the responsibility

which attends the acceptance of an M.D.

degree and at the same time carefully reads

this simple statement his work is cut out

for him.

(1.) Venereal disease is preventable, the

organisms are known and there is nothing

mysterious about their transmission. The
role of the physician is obvious in aiding to

educate the public, in reporting disease and

in lending every assistance in epidemiologic

investigation. Homosexuality, a distasteful

topic to the average doctor, must be faced

realistically. There is an increasing amount
of this deviation in the population—these

persons are even more promiscuous than

those of heterosexual habits. The doctor

must be aware of anal infections, both

treponemal and gonococcal.

(2.) In the untreated mother, especially

if syphilis is of two or less years duration,

the chances are the fetus will come to an

unfortunate end—miscarriage, stillbirth, or

death shortly after birth; or worse, if it

lives, with possible handicaps for life. The
doctor’s duty?—blood tests early in preg-

nancy if possible, and again later in preg-

nancy.

(3.) If host-parasite relationships remain
unchanged the physician need but review
his clinical knowledge. He must assume
that a positive VDRL means syphilis until

proven otherwise. He must recall that of

untreated syphilitics some 10% will develop

cardiovascular disease

,

another 10% disease

of the central nervous system, and some-
what more, gummatous or late benign

syphilis. (He must be prepared to recognize

these in the next decade among the

hundreds of thousands of untreated syphi-

litics accumulating in our population.) He
must know that positive serologic tests of

long standing probably will not be reversed

by treatment. He must remember that un-

treated syphilis in its early months and
even years may relapse with infectiousness

and with mucocutaneous lesions. He must
know that inadequately treated early syphi-

lis is especially prone to such relapse. He
must know that penicillin-resistant gono-

cocci exist and are of increasing frequency

and must act accordingly.

In closing this editorial two points need

to be emphasized, both might be topics for

an editorial each.

One is the sad aspect of the teenager’s

sexual life today.2 It is not merely looking

askance at the younger generation. There

are ample statistics upon illegitimate births,

and premarital pregnancies, as well as inor-

dinate rises of venereal disease above the

incidence among adults, to say nothing of

drinking by teenagers, too much leisure

time, too much spending money and too

many cars, which I have likened to a “com-

bination mobile mixing bar and house of as-

signation.”3 Irrespective of the whole gam-
ut of sociologic reasons—deficiencies in sex

education, changes in mores, breakdown of

family ties and responsibilities, etc., the

physician must join local health depart-

ments, PTA groups and any others who
may call upon him to aid in education of

the public. He must realize that the teen-

age problem cuts across all social and reli-

gious boundanes!
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Many years ago Parran said, “Syphilis

can never be controlled while more than

one-half of the cases are not recognized for

more than one year after onset.” This leads

to the second point.

The ease of penicillin therapy moved the

treatment of syphilis from the public health

or university hospital clinic to the doctor’s

office. With this move was lost, in the main,

reporting and epidemiologic control. Case-

finding and followed by treatment are the

only means of controlling the infectious

pool in a community. I have said before,

and say again that the doctor who fails to

report venereal disease and who does not

aid in contact investigation is assisting in

keeping the T. pallidum alive in the com-
munity.4 (With well over 100,000 infec-

tious cases of syphilis per year, a survey in

1962 showed that “private physicians are

reporting only about 11% of the patients

they treat.” The minority of cases are

seen in public clinics.5
) The doctor who

stands on this attitude is either poorly moti-

vated to the practice of medicine, or has not

learned the importance of preventive medi-

cine in this field. If the latter, some blame
at least may be placed on the current glar-

ing deficiencies in undergraduate medical

education and curricula in facing up to pre-

ventable and curable diseases which are

uncontrolled only because they thrive clan-

destinely. 6

The AMA has thrown its weight behind

education of the public and the doctor.

Each member of the AMA now must pick

up his individual burden in the control of

these preventable diseases.

R.H.K.
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DEATHS

Dr. Henry B. Turner, 48, Memphis, died at his

home on December 20th.

Dr. John W. Maddox, 72, Ardmore, died Decem-
ber 18th at St. Thomas Hospital in Nashville fol-

lowing an extended illness.

Dr. Glenn D. Grubb, Knoxville, 60, died at his

home on January 1st.

Dr. Wm. Harrison Lovejoy, 94, Memphis, died

December 26th at Rosewood Convalescent Center.

Dr. William Campbell McRee, 83, Trenton, died

December 13th after a long illness.

PROGRAMS AND NEWS OF
MEDICAL SOCIETIES

Nominating Committee Named
A nine-man nominating committee to se-

lect a slate of officers for the Tennessee

Medical Association for 1966 was selected

by the Association’s Board of Trustees on

January 9th. The Nominating Committee
will hold its first meeting at the TMA An-
nual Meeting in Gatlinburg on Sunday, Ap-
ril 17th. At that time a Chairman will be

elected. Members of the Committee are:

EAST TENNESSEE—Dr. John H. Saffold,

Knoxville; Dr. John M. Higgason, Chatta-

nooga; and Dr. Harmon Monroe, Erwin.

MIDDLE TENNESSEE—Dr. Chas. C. Tra-

bue, Nashville; Dr. John O. Williams, Mt.

Pleasant; and Dr. Charles Petty, Clarks-

ville. WEST TENNESSEE—Dr. Harold B.

Boyd, Memphis; Dr. Charles N. Hickman,
Bells; and Dr. Arthur C. Dunlap, Paris.

Any county medical society desiring to

place the name of a physician in nomination

for an office of the TMA is requested to

contact its representatives on the Commit-
tee.

Memphis-Shelby County Medical Society

The Society met in regular session in the

auditorium of the Institute of Pathology on

January 4th. The Prepaid Insurance Com-
mittee of the Society presented a panel dis-

cussion on “The Memphis Plan,” a prepaid

insurance plan formulated and approved by

the House of Delegates of the Shelby Coun-

ty Society. The fee schedule is based on

the usual and customary fee of physicians

in the Memphis area.



when treatment

mightprecipitate

aproblem
with monilia

patients

and in diabetics — 'patients with a history of fungal over-

growth — patients on steroids who require antibiotics. The

antimonilial specificity of Nystatin plus the extra benefits of DECLOMYCIN
Demethylchlortetracycline allow lower mg intake per dose per day, the op-

tion of b.i.d. dosage, higher activity levels, 1-2 days’ “extra” activity.

Side Effects typical of tetracyclines include glossitis, stomatitis, proctitis,

nausea, diarrhea, vaginitis, dermatitis, overgrowth of nonsusceptible or-

ganisms, tooth discoloration (if given during tooth formation) and increased

intracranial pressure (in young infants). Also, very rarely, anaphylactoid
reaction. Reduce dosage in impaired renal function. Because of reactions to

artificial or natural sunlight (even from short exposure and at low dosagei.

patient should be warned to avoid direct exposure. Stop drug immediately at

the first sign of adverse reaction. It should not be taken with high calcium

drugs or food
;
and should not be taken less than one hour before, or two

hours after meals.

Average Adult Daily Dosage: four divided doses of 1 capsule each or two

divided doses of 2 capsules.

LEDERLE LABORATORIES, A Division of AMERICAN CYANAMID COMPANY, Pearl River, New York
6585* 1 998

DECLOMYCIN® Demethylchlortetracycline HCI 150 mg

and Nystatin 250,000 units/C-AT?”-~? C-WW Y :



February, 1966 NATIONAL NEWS 183

Consolidated Medical Assembly

of West Tennessee

Members of the West Tennessee Consoli-

dated Medical Assembly entertained their

wives at a Holiday Buffet on December 7th

in the Gold Room of the Southern Hotel in

Jackson.

A brief business meeting was held in con-

junction with the occasion and the follow-

ing officers were elected to serve in 1966.

Dr. Charles N. Hickman of Bells was named
President of the Society and Dr. James L.

Thomas was re-elected Secretary.

Chattanooga-Hamilton County

Medical Society

The Chattanooga-Hamilton County Med-
ical Society met on February 1st in the au-

ditorium of the Interstate Building. The
scientific program included a presentation

by Dr. L. Spires Whitaker entitled, “Tuber-

culosis in Chattanooga Today.” Dr. David

P. Hall presented a paper entitled, “Diag-

nostic Mediastinoscopy.”

Knoxville Academy of Medicine

The scientific program entitled “Changing

Concepts in Management of Massive Deep
Phlebitis” was presented by Dr. Mark P.

Fecher at the meeting of the Academy on

January 11th. The meeting was held in the

Academy of Medicine Building.

NATIONAL NEWS

The Month in Washington

(From the Washington Office, AMA)

The staff of the Senate antitrust subcom-

mittee has been investigating the rise in

quinine prices. The investigation resulted

from receipt by members of Congress of

complaints from constituents. Many of the

complaints reported a sharp rise in the

price of quinidine, a quinine derivative

prescribed for irregular heart beats. The

Pharmaceutical Manufacturers Association

attributed the price rise to a combination of

decreased supplies and rising demands. A
spokesman for the association said that it

had become increasingly difficult to obtain

quinine’s raw material, the bark of the Cin-

chona tree. He said that Indonesia, once

the principal supplier, had virtually cut off

its exports of the cinchona bark to the

Western World.

Other suppliers, he said, include the Con-

go and some South American countries. He
said these sources were seriously limited,

but that the shortage was not expected to

reach critical proportions. The PMA
spokesman attributed the rising demand to

the appearance of new strains of malaria

that are resistant to synthetic drugs devel-

oped during World War II as quinine sub-

stitutes. This has caused demands for natu-

ral quinine to rise sharply in such malaria-

infested areas as Viet Nam.

A panel of leading businessmen has

warned of the dangers of relying too heavi-

ly on government for administration of

health and retirement plans. Such govern-

ment programs should be used to help the

sick, disabled and aged, the panel said,

“only if voluntary and private means—tru-

ly and tested—cannot adequately meet so-

ciety’s needs. . . . Heavy reliance on gov-

ernment can discourage the experimenta-

tion and innovation needed to solve our

health and retirement problems. Such reli-

ance also can narrow the freedom of choice

of people who prefer to meet their needs in

their own ways.”

This statement was a highlight of a 263-

page report by the Task Force on Economic

Growth and Opportunity, which was an in-

dependent group set up under the sponsor-

ship of the U. S. Chamber of Commerce.

The report was entitled “Poverty: The
Sick, Disabled and Aged.”

The report cited medicare as an example,

as follows:

“In an attempt to help low income aged

people obtain health care at little personal

cost, medicare was attached to the tradi-

tion-bound Social Security program. As a

result, medicare will help millions of Amer-
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icans who are not needy by any stretch of

the imagination.

“It will be financed by the Social Securi-

ty payroll tax, a highly regressive tax that

places heaviest burdens, in relation to in-

come, on low income workers and on low

income consumers who pay higher prices to

absorb the cost of payroll taxes levied on

employers.”

Measles incidence in 1965 was the lowest

in recent years, according to the Public

Health Service’s Communicable Disease

Center. Through the first 49 weeks of the

year, 256,443 cases were reported, far below
the average of more than 400,000 annual

cases since 1960. There were 478,518 cases

in the first 49 weeks of 1964.

But PHS warned that, if past experience

is repeated, major epidemics can be expect-

ed in many sections of the country during

the first half of 1966.

The federal government is going to spend
more on health and education programs in

1966—but not as much as originally expect-

ed, principally because of the Viet Nam
war.

HEW Secretary John W. Gardner says

1966 would not be a “slowdown year” in his

department because of the start of new pro-

grams in elementary and secondary educa-

tion, medicare, water pollution, disease con-

trol and other areas.

But, he added, a certain slackening in

other programs might be useful. He de-

clined to identify specific projects. He said,

however, that they “might be done better if

they are started slowly.”

MEDICAL NEWS
IN TENNESSEE

Social Security Changes Medical

Report Form

Physician’s preferences have led the So-

cial Security Disability Program to replace

the old-style questionnaire form with a spe-

cial narrative type form that permits a

more descriptive report of a patient’s condi-

tion. Studies in six states demonstrated that

doctors could give a clearer, more complete

clinical picture of a patient by using a re-

porting format that is second nature to most

physicians. As a result, the Disability Pro-

gram has introduced nationwide a form de-

signed to provide ample space and an effec-

tive format for detailing the patient’s histo-

ry, physical and laboratory findings.

These developments were announced by
Dr. Jas. C. Gardner, Administrative Medical

Consultant of the Tennessee Division of Vo-

cational Rehabilitation whose Disability

Determination Section is the State Agency
that makes determinations for the Social

Security Program locally. Dr. Gardner is

Chairman of TMA’s Committee on Rehabili-

tation.

“Inasmuch as the treating physician can

usually provide most, if not all, the medical

evidence we need for determining whether
the patient is disabled,” said Dr. Gardner,

“this format and space should be a help to

the doctor in transcribing those parts of the

patient’s chart pertinent to his impairment.

When the attending physician reports the

data that the reviewing physician needs to

evaluate remaining capacity for work, he is

helping his patient receive prompt, sound

handling of the disability claim.”

If additional data is needed for an

evaluation, the reviewing physician at the

State Agency may call the patient’s physi-

cian or the Agency may write for the infor-

mation. Experience shows that such phone
calls generally take only a few minutes.

In states where this procedure has been

used, reporting doctors volunteered that,

whenever possible, they prefer such calls to

letters of inquiry. Also, doctors said, they

welcome the chance to discuss the case

with their colleagues at the State Agency.

University of Tennessee

College of Medicine

Dr. I. Frank Tullis has been named presi-

dent of the faculty of the College of Medi-

cine succeeding Dr. James N. Etteldorf. Dr.

James W. Fisher was named vice president

and Dr. Richard H. Walker, secretary. Ap-
pointed to the agenda committee were: Dr.

James Beard, Dr. Robert A. Crocker, Dr.

Fred E. Hatch, Jr. and Dr. Leo G. Horan.

The faculty organization acts as an adviso-

ry body to the administration.
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Dr. John H. Heller, executive director of

the New England Institute for Medical Re-

search at Ridgefield, Connecticut, addressed

the graduating class of the University of

Tennessee Medical Units on December 19th.

Dr. Heller’s remarks were principally di-

rected to the dangers of over-specialization

in medicine.

Dr. Andrew Holt, president of the Col-

lege, presented the degrees. Recipient of

the Charles V. Verstandig Award for over-

coming the most obstacles toward obtaining

a degree was Dr. John Marvin Roe of

Cookeville.

Dr. B. R. Jennings, assistant professor of

pathology, is the recipient of a one-year

grant in the amount of $13,250 to finance a

study of the effects of radiation and an an-

tibiotic called actinomycin-D on the forma-

tion of antibodies. The grant from the

Atomic Energy Commission’s Medical Re-

search Branch, Division of Biology and
Medicine, is subject to annual renewal.

Vanderbilt University School of Medicine

Dr. James H. Elliott of Wellesley, Mass.,

has been appointed associate professor of

opthalmology and chief of the division at

Vanderbilt University, effective July 1,

1966. Dr. Elliott is associated with the Howe
Laboratory of Ophthalmology at the Massa-

chusetts Eye and Ear Infirmary in Boston.

Vanderbilt-Meharry Cooperative Program

Vanderbilt University School of Medicine

and Meharry Medical College have jointly

announced a program of cooperation and
the appointment of a committee to work to-

ward the strengthening of the cooperative

efforts which have existed for years be-

tween the two medical schools. Each of the

institutions call upon the other for assist-

ance in teaching, surgery, professional con-

sultation in certain departments, and in re-

search. Meharry students have taken part

in Vanderbilt’s seminars. Thirty-four prac-

ticing Nashville physicians have clinical ap-

pointments at both medical schools. Five

members of Vanderbilt’s Board serve on

Meharry’s Board. Appointed to the Com-
mittee were: Dr. Harold D. West, president

of Meharry; Dr. Randolph Batson, dean and

director of medical affairs at Vanderbilt’s

School of Medicine; Dr. Robert S. Ander-
son, chairman of Meharry’s department of

medicine; Dr. Axel C. Hansen, head of Me-
harry’s division of ophthalmology; Dr. F.

Tremaine Billings, dean of students of Van-
derbilt’s School of Medicine; and Dr. John
L. Shapiro, chairman of Vanderbilt’s pathol-

ogy department.

Central State Hospital
On January 1, Dr. William H. Tragle as-

sumed the duties of Superintendent of Cen-

tral State Hospital filling the vacancy which
resulted from the recent death of Dr. John
M. Wilson.

Dr. Tragle comes to Tennessee from the

Alabama Department of Public Health
where he has been Director of the division

on mental health planning. He has been

connected with the University of Alabama
Medical Center since 1952.

PERSONAL NEWS

Dr. William K. Rogers, Knoxville, has been

named chief of staff at Presbyterian Hospital. Dr.

William H. Gardner was named vice-chief and Dr.

William E. McGhee, secretary. Dr. Joseph R.

Garcia, Jr. was elected chief of the surgical sec-

tion, with Dr. Lucian W. Trent as vice chief and

Dr. Spencer Y. Bell as secretary. The new chief

of the obstetrical-gynecological section is Dr. John

D. Moore, Jr. Vice chief is Dr. Gardner and sec-

retary, Dr. George M. Trotter. Dr. William G.

Laing was elected chief of the medical section and

Dr. Richard J. Erickson, secretary.

Dr. Cecil F. Mynatt has returned to Knoxville

after completing psychiatric residency at Men-
ninger School of Psychiatry in Topeka, Kansas,

and is the new clinical director of Eastern State

Psychiatric Hospital.

Dr. J. C. Leonard, Lewisburg, has been named
president of the Marshall County Chamber of

Commerce.
Dr. Charles C. Smeltzer, a former president of

the Knoxville Academy of Medicine, received that

organization’s highest honor recently when he was
presented the Distinguished Service Award.

Dr. William C. Dowell is now associated with

the Earl Campbell Clinic in Chattanooga.

Dr. Walter Boehm, Chattanooga, was guest

speaker at a recent meeting of registered physical

therapists representing Erlanger, Memorial and

TriCounty hospitals, the Siskin Rehabilitation

Center and the Chattanooga-Hamilton County

Health Department.

Dr. I. Reid Collman, Knoxville, has been re-
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helps restore normal motility and tone
Cantil (mepenzolate bromide) works in the colon.

In irritable colon, spastic colon, ulcerative colitis

and other functional and organic colonic disorders,

it acts to:

• control diarrhea/constipation

• relieve spasm, cramping, bloating

• make patients more comfortable

with little effect on stomach, bladder or other viscera.

"In 40 of 44 cases of irritable or spastic colon,

Cantil [mepenzolate bromide] or Cantil with Pheno-
barbital reduced or abolished abdominal pain, diar-

rhea and distention and promoted restoration of

normal bowel function . . . Cantil [mepenzolate
bromide] proved to be singularly free of antichol-

inergic side-effects. Blurring of vision or dryness
of the mouth were occasionally seen and were us-

ually managed with a reduction in dosage. Urinary
retention, noted in two cases was eliminated in one
by reducing dosage.” 1

IN BRIEF:
One or two tablets three times a day and one or two
at bedtime usually provide prompt relief. Cantil

with Phenobarbital may be prescribed if sedation

is required.

Dryness of the mouth or blurring of vision may
occur but it is usually mild and transitory. Urinary

retention is rare. Caution should be observed in

prostatic hypertrophy—withhold in glaucoma. Cantil

with Phenobarbital is contraindicated in patients

sensitive to phenobarbital.

Supplied: CANTIL (mepenzolate bromide)—25 mg. per

scored tablet. Bottles of 100 and 250.

CANTIL with PHENOBARBITAL— containing in each
scored tablet 16 mg. phenobarbital (warning: may be habit

forming) and 25 mg. mepenzolate bromide. Bottles of 100
and 250.

1-Riese, J.A.: Amer. J. Gaatroent. 28:541 (Nov.) 195?

LAKESIDE LABORATORIES, INC.
Milwaukee, Wisconsin 53201



190 ANNOUNCEMENTS February, 1966

elected chief of staff of University Hospital. Dr.

W. G. Laing is the new secretary. Elected to the

executive committee are: Dr. L. W. Trent, Dr.

Frank London, Dr. Joe Crumley, Dr. W. G. Byrd,

Dr. Robert Lash, Dr. Zelma Herndon, Dr. Glenn

Watts, Dr. Gregory Salamone, Dr. Kenneth Hicks,

Dr. Daniel Beals and Dr. Forrest Powell.

Dr. Charles R. Moore has completed his service

with the U. S. Army Air Corps in Viet Nam and

has begun the practice of medicine in McMinn
County. He is associated with Dr. James F. Cleve-

land at the Cleveland Clinic in Englewood, and is

on the staff of both Woods Memorial Hospital at

Etowah and Epperson Hospital in Athens.

Dr. Tom Weems, who has just completed a sur-

gery residency at Methodist Hospital in Memphis,

began his practice at Lewis County General Hos-

pital on January 3rd.

Calendar of Meetings, 1966

Feb. 27

April 17-19

Feb. 28-Mar. 3

March 3-5

March 29-30

April 4-8

April 13-16

April 18-21

March 4-9

March 14-17

State

State and County Society

Officers Conference of the Ten-

nessee Medical Association,

Hermitage Hotel, Nashville

Tennessee Medical Association

Annual Meeting, Civic Center

Auditorium, Gatlinburg

Regional

Southeastern Surgical Con-
gress, Marriott Motor Hotel,

Atlanta

Central Surgical Association,

Chicago

Southwestern Pediatric Socie-

ty, Statler Hilton Hotel, Los

Angeles

Spring Congress in Ophthalmol-

ogy and Otolaryngology, Gill

Memorial Hospital, Roanoke,

Va.

West Virginia Academy of

Ophthalmology and Otolaryn-

g o 1 o g y, Annual Meeting,

Greenbrier Hotel, White Sul-

phur Springs, West Va.

Southwestern Surgical Con-
gress, Flamingo Hotel, Las Ve-
gas

National

American Association of Pathol-

o g i s t s and Bacteriologists,

Statler-Hilton, Cleveland

American College of Surgeons

(sectional meeting for doctors

and graduate nurses), Shera-

ton-Cleveland and Statler Ho-
tel, Cleveland

March 23-25

April 14-19

April 15-17

April 18-19

April 18-22

April 23-24

April 25-29

April 25-30

April 27-29

April 27-30

May 1-5

May 7-8

May 9-13

May 22-25

May 22-26

May 26-28

May 30-June 1

May 30-June 2

American Surgical Association,

Boca Raton Hotel, Boca Raton,

Fla.

American Dermatological Asso-

ciation (members only), Home-
stead Hotel, Hot Springs, Va.

American Society of Internal

Medicine, Biltmore Hotel, New
York
American Otological Society,

Americana Hotel, San Juan, P.

R.

American College of Physi-

cians, Hilton and Americana
Hotels, New York
American Laryngological Asso-

ciation, Americana Hotel, San
Juan, P. R.

American College of Allergists,

Palmer House, Chicago

American Academy of Neurol-

ogy, Bellevue-Stratford Hotel,

Philadelphia

American Pediatric Society,

Inc. Seaside Hotel & Steel Pier,

Atlantic City, N. J.

American Association of Plas-

tic Surgeons, Sheraton-Cleve-

land, Cleveland

American College of Obstetri-

cians and Gynecologists, Palmer
House, Chicago

American Academy of General

Practice—State Officers Con-
ference, Muehlebach Hotel,
Kansas City

American Psychiatric Associa-

tion, The Traymore, Atlantic

City, New Jersey

American Thoracic Society,

Hilton Hotel, San Francisco

American Orthopaedic Associa-

tion, Broadmoor Hotel, Colora-

do Springs, Colo.

American Gastroenterological

Association, Drake Hotel, Chi-

cago

American Ophthalmological

Society (members only), The
Greenbrier, White Sulphur

Springs, West Va.

American Urological Associa-

tion, Palmer House, Chicago

American College of Physicians

Postgraduate Courses in 1966

The following postgraduate courses of the

American College of Physicians will be pre-

sented in 1966:

Feb. 21-25 “Cancer,” Presbyerian-St.

Luke’s Hospital, Chicago, 111.
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Dsctilssg

Mi
more complete relief for the “dyspeptic"

DACTILASE®
Dactilase provides comprehensive therapy for a

wide range of digestive disorders. Its antispas-

modic and anesthetic actions rapidly relieve pain

and spasm. Dactilase decreases hypermotility

without inducing stasis. In addition, it supplies

digestive enzymes to help reduce bloating, belch-

ing and flatulence. Dactilase does not interfere

with normal digestive secretions. Very often it can

be a most useful answer to the dyspeptic’s needs.

DACTILASE: Each tablet contains: Dactil® (pi-

peridolate hydrochloride), 50 mg.; Standardized

cellulolytic* enzyme, 2 mg.; Standardized amylo-

lytic enzyme, 15 mg.; Standardized proteolytic

enzyme, 10 mg.; Pancreatin 3X** (source of lipo-

lytic activity), 100 mg.; Taurocholic acid, 15 mg.
*Need in human nutrition not established. **As acid resistant granules

equivalent in activity to 300 mg. Pancreatin N.F.

Side Effects and Contraindications: DACTILASE
is almost entirely free of side effects. However, it should

be withheld in glaucoma and in jaundice due to com-

plete biliary obstruction.

Administration and Dosage: One tablet with, or

immediately following each meal. Tablets should be

swallowed whole.

Supplied: Bottles of 60 and 250.

LAKESIDE LABORATORIES, INC.
Milwaukee, Wisconsin 53201
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Mar, 7-11 “The Big Heart,” Cardiac

Work and Cardiac Hypertro-

phy: Clinical Appraisals,

Therapeutic Considerations and
Pathologic Correlations, Baylor

May 9-13

University College of Medicine,

Houston, Texas
May 16-20

Mar. 28 “Basic Mechanisms in Internal

April 1 Medicine,” University of To-

ronto, Toronto, Ontario, Cana-

da

June 13-17

April 14-16 “Current Concepts of Renal,

Gastrointestinal and Circula- June 15-18

tion Physiology” co-sponsored

by the American Physiological

February, 1966

Society, Barbizon-Plaza Hotel,

New York, N. Y.

“Internal Medicine in Light of

Recent Developments,” Penn-
sylvania Hospital, Philadelphia

“Physiological Aspects of Car-

diopulmonary Disease,” Indi-

ana University, Indianapolis

“Advanced Psychiatry for In-

ternists,” Baltimore Psychoana-
lytic Institute, Baltimore, Md.

“Neurology for the Internist,”

Bowman Gray School of Medi-
cine, Winston-Salem, N. C.

HOSPITAL
(Formerly Hill Crest Sanitarium)

7000 5TH AVENUE SOUTH

Box 2896, Woodlawn Station

Birmingham, Alabama 3521 2

Phone: 205 - 595-1151

A patient centered

independent hospital for

intensive treatment of

nervous disorders . .

.

Hill Crest Hospital was estab-
lished in 1925 as Hill Crest
Sanitarium to provide private

psychiatric treatment of ner-
vous or mental disorders. Indi-

vidual patient care has been
the theme during its 40 years
of service.

Both male and female pa-

tients are accepted and depart-

mentalized care is provided ac-

cording to sex and the degree
of illness.

In addition to the psychiatric

staff, consultants are available

in all medical specialities.

MEDICAL DIRECTOR:
James A. Becton, M.D., F.A.P.A.

CLINICAL DIRECTORS:
James K. Ward, M.D., F.A.P.A.

Hardin M. Ritchey, M.D., F.A.P.A.

HILL CREST is a member of:

AMERICAN HOSPITAL ASSOCIATION . . .

. . . NATIONAL ASSOCIATION OF PRI-

VATE PSYCHIATRIC HOSPITALS . . .

ALABAMA HOSPITAL ASSOCIATION . . .

BIRMINGHAM REGIONAL HOSPITAL
COUNCIL.

SMC Cftest
HOSPITAL

BIRMINGHAM, ALABAMA
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The authors record their results of a double-blind study with the use of these drugs as medication
preliminary to operation.

A Comparison of Meperidine and Propiomazine

Hydrochloride When Employed to Produce

Quietude During Regional Anesthesia*
JOHN T. ALBRITTON, M.D., Chattanooga, Tenn., and
WILLIAM H. L. DORNETTE, M.D., Memphis, Tenn.

During regional anesthesia, the average

patient requires some degree of sedation or

alleviation of apprehension. A large num-
ber of agents—tranquilizers, hypnotics, sed-

atives and narcotics—currently are being

proposed for this purpose. This study was
undertaken to compare two such agents

with a placebo. Meperidine (Demerol) and
propiomazine hydrochloride (Largonf)

were used in adult candidates for elective

operative procedures conducted under re-

gional anesthesia. The purpose of the

study was to determine whether a drug
could produce quietude and abolish appre-

hension in absence of a notable effect on

the level of awareness, blood pressure,

respiration and pulse. Many anesthesiolo-

gists commonly employ meperidine which is

a synthetic analgesic. This drug has be-

come quite popular for purposes of preoper-

ative medication because it potentiates bar-

biturates, has a hypnotic effect, raises the

pain threshold and has a distinct spasmolyt-

ic action on the smooth muscle of the gas-

trointestinal tract, uterus, bronchial tree,

and urinary bladder. Unfortunately, the

administration of meperidine in clinical dos-

age often may produce circulatory and/or

respiratory depression. Mild to moderate
or even marked sedation also may occur.

*From the Departments of Anesthesiology, the

Baroness Erlanger Hospital, Chattanooga, and the

University of Tennessee Medical Units, Memphis,
Tenn.

fLargon supplied by the Medical Department,
Wyeth Laboratories.

Marked postural hypotension has been not-

ed following the routine use of meperidine

for preliminary medication.

Recently, another phenothiazine deriva-

tive, propiomazine Hcl. (Largon) whose
chemical name is (10)2-dimethy aminopro-

pyl penothiazin-2-Yl) -1 propanone hydro-

chloride has been advocated for use in pre-

liminary medication for its hypnotic and
sedative effect. This agent allegedly has a

shorter duration of action than other com-
parable agents, produces less effect on the

central nervous system and less depression

of blood pressure and respiratory activity

than do other phenothiazine compounds.

The drug also allegedly has an antiemetic

action but does enhance the depression of

the central nervous system produced by the

barbiturates, analgesics and anesthetics.

Technics, Method and Procedure

One hundred and fifty candidates, unse-

lected except for the fact that they were to

have elective operative procedures to be

carried out under spinal anesthesia, were
included in the group. The patients ranged

in age from 20 to 90 years (Table 1)

.

Table I

Age in

Years
10-20
21-30
31-40
41-50
51-60
61-70
71-80
81-90

Control

1

1

6

7

8

15
12

0

Number of
Patients

Propiomazine Meperidine

3

7

4
2

4
13

11

1

1

8

6

8

3
11

5
0
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No preliminary medication was given

prior to taking the patient to the operating

room. When the patient arrived in the op-

erating room blood pressure, pulse and
respiratory rates were determined before

induction of tetracaine anesthesia by the

hyperbaric technic. The dosages ranged

from 4 to 16 mg. After an interval of twen-

ty minutes following induction of anesthe-

sia (for stabilization of the level of regional

anesthesia and the blood pressure)
,
one of

the test drugs was administered intrave-

nously. If hypotension developed following

the administration of the spinal anesthetic,

the patient was not included in the study.

The patient’s level of awareness, blood

pressure, respiratory and pulse rates, were
noted both before induction of anesthesia,

after induction of anesthesia but before the

administration of the test drugs, and fol-

lowing termination of the anesthetic. All

evaluations were carried out by the resi-

dent giving the anesthetic and who was
unaware of the contents of the ampule
which he had injected. All data was re-

corded on a study form.

These drugs were supplied by the De-

partment of Clinical Investigation, Wyeth
Laboratories, and were labelled either A, D,

or E. All the solutions were tinted the

same color to match that of the propioma-

zine (Largon) solution. The contents of the

1 ml. ampule was mixed with 5 ml. of nor-

mal saline solution and administered intra-

venously at the rate of 0.5 ml. per second.

One lot of ampules contained 50 mg. of

meperidine, a second lot 20 mg. of pro-

piomazine, and a third lot 1 ml. of normal

saline solution.

The manufacturer (Wyeth Laboratories)

did not furnish the key to the contents of

the ampules until the results had been tab-

ulated and the conclusions drawn.

Results

The operations done upon the patients in

this study are shown in table 2. There were

Table 2

Operative Procedure
Transurethral resection of prostate 65
Other urologic operations 30
Gynecologic 8
General surgic 45
Orthopedic 6

54 patients in Group D (given saline)
,
53 in

Group A (given propiomazine)
,
and 44 pa-

tients in Group E (given meperidine)

.

From the standpoint of the level of aware-

ness, it was noted that the placebo had
very little effect. The sensorium of all pa-

tients for the entire duration of the opera-

tive procedure, after the administration of

medication, remained essentially un-

changed. The level of awareness was al-

tered in the direction of the sedation and
hypnosis in all of the patients who received

propiomazine and meperidine, but no loss of

consciousness (Table 3)

.

Effect on the Blood Pressure. After the

administration of propiomazine, a minimal
effect was noted on the blood pressure (the

fall in pressure did not exceed 20 mm. of

Hg. systolic) in 28 of the 54 patients who
received this compound. In 18 patients of

the series the blood pressure fell more than

20 mm. of Hg.—between 20 and 40 mm. sys-

tolic. In 7 patients the fall was greater than

40 mm. of Hg. systolic.

Of the 54 patients who received the pla-

cebo, three-fourths had falls in blood pres-

sure, 8 patients had essentially no change

and in 6 there was a slight increase. Twen-

Table 3

Level of Awareness

During Operation
Before Anesthesia During Block after Medication

Level of Awareness
Apprehensive

Control Prop. Meper. Control Prop. Meper. Control Prop. Meper.

Severe 1 5 1 5 6 6 1 1 0

Moderate 11 9 17 11 11 17 6 4 1

Mild 15 14 10 13 12 10 6 3 6

Attentive but not apprehensive
Sedated

26 26 15 23 22 11 22 17 2

Slightly 1 0 1 1 0 1 9 7 17

Moderately—arouses easily 0 0 0 0 0 0 7 14 19

Marked—arouses with difficulty 0 0 0 0 0 0 0 4 0

Prop. — propiomazine Meper. = meperidine
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ty patients experienced falls of between 0

and 20 mm. of Hg.; 7 had drops of between

20 and 40 mm. and 13 greater than 40 mm.
In the meperidine series, 7 patients expe-

rienced no change or a rise in blood pres-

sure, and 14 showed a fall between 0 and 20

mm. of Hg., 16 between 20 and 40 mm., and

7 over 40 mm. of Hg. A vasopressor was
required in 4 patients in the control series,

in 5 in the propiomazine series and in 6 in

the meperidine series (table 4)

.

One patient in the meperidine group devel-

oped a transient spasm with blanching of

the color of the skin along the blood vessel

proximal to the point of injection of the so-

lution. This spasm resolved within five to

ten minutes and there was no residual

effects of any other kind.

The placebo produced a greater decrease

in respiratory rate than either the pro-

piomazine or the meperidine. Patients re-

ceiving the placebo were observed to show

Table 4

Variations in Vital Signs After Medication

Blood Pressure Respiratory Rate Pulse Rate
Control Prop. Meper. Control Prop. Meper. Control Prop. Meper.

Increase
No Change
Decrease

0-10 mm. Hg.
11-20 mm. Hg
21-30 mm. Hg
31-40 mm. Hg
40+ mm. Hg.

Pressor Used

6

8

}q>35%

2> 12%
13—23%
4

6

9

®>24%

g>34%
7—13%
5

3

4

g>32%
1

3
> 36%
7—15%
6

6

34
14(25%)

13
34

6 ( 10%)

4(9%)
28(64%)
12(27%)

12
10

7

22
6

14

Effect on Respiratory Rate. In the 53 pa-

tients who received propiomazine, no

change in respiratory rate was recorded in

34. An increase in rate was noted in 13,

while 6 (10%) were observed to have a de-

crease in rate. Of the 54 patients who re-

ceived the placebo, no change in rate was
observed in 34, an increase in 6 and a de-

crease in 14 (25%). Of the 44 who re-

ceived meperidine, the respiratory rate was
unchanged in 28, decreased in 12 (27%) and

increased in 4. (Table 4.)

Effect on Pulse Rate. Of patients who
received propiomazine, 22 had no change in

pulse rate, 24 had a decrease in rate, and 7

experienced an increase. In the placebo

group there was no change in 10 of the 54,

an increase in rate in 12, and a decrease in

rate in 32. In the meperidine group, 24 of

the 44 had a decrease in rate, 14 had no

change, and 6 an increase in rate. (Table

4.)

Miscellaneous Effects. During the inter-

val of observation of the patient—from the

time of injection of the agent until the ter-

mination of the operation—nausea occurred

in 3 patients who had received the control

injection, one who had received propioma-

zine, and 2 who had received meperidine.

There were no specific drug reactions in pa-

tients in the placebo or propiomazine group.

a greater number of decreases in pulse rate

than patients receiving either the meperi-

dine or propiomazine. The most noticeable

action on the pulse rate was noted in the

“no change” column. The control produced

less change in the pulse rate and in fewer

patients was noted following the use of

either of the active compounds. A large

percentage of patients who received meper-

idine were sedated. Of the patients sedat-

ed following propiomazine, however, there

tended to be deeper degrees of sedation.

The number sedated with the propiomazine

very closely approximated the number se-

dated following the use of meperidine.

Discussion

Patients who come to the operating room
as candidates for spinal anesthesia fre-

quently are very apprehensive in spite of

the preliminary medication they have re-

ceived.

Most of the patients receive meperidine, a

synthetic analgesic and a mild sedative.

This usually ceases to be effective after an

hour or two, and the patients become rest-

less and anxious; therefore, propiomazine

was selected as a drug to allay these unde-

sirable reactions during operations under

regional anesthesia. Propiomazine is a

synthetic compound and is also a sedative,
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hypnotic, and has an antiemetic effect. Pro-

piomazine Hcl. and meperidine were com-

pared in this study and the results were

gratifying. The propiomazine produced a

quick sedative and hypnotic effect, but also

the antiemetic effect was noted. Meperidine

produced a sedative action also, but not as

rapidly as the propiomazine nor as pro-

found. Some hypotension was noted during

the procedures, but in the majority of the

patients the hypotension was present be-

fore injection of the drug under evaluation.

Summary and Conclusions

A double-blind study was carried out us-

ing meperidine, propiomazine hydrochloride

and a placebo control for medication to pro-

duce quietude during operations under hy-

perbaric spinal anesthesia. Pertinent data

has been summated on study sheets. Pro-

piomazine and meperidine appear to be

quite similar in regard to their ability to

produce sedation and hypnosis. Both at-

tenuated the level of awareness to the point

of producing sonorus sleep in some of the

patients and moderate to marked hypnosis

in most. Propiomazine produced less hypo-

tension than meperidine. It had less of a

depressant effect on the respiratory rate

than either meperidine or the control.

On the basis of this study, we conclude

the meperidine and propiomazine are com-
parable when employed to produce quie-

tude during operations in candidates for op-

erations under spinal anesthesia. However,

there appeared to be a slightly lower inci-

dence in nausea and hypotension following

the use of propiomazine than following the

use of meperidine or the control. As one

might expect, the control appeared to pro-

duce very little effect on sedation.

* * *

The Objective Efficacy of Prayer: A Double-blind

Clinical Trial. Joyce, C. R. B. and Welldon,

R. M. C. J. Chron. Dis. 18:367, 1965.

Eighty years ago, Sir Francis Galton observed

that the efficacy of prayer is a matter that could

be assessed by properly arranged observation.

Lately this has been done. Joyce and Welldon

have examined the objective efficacy of prayer in

an impressive double blind clinical trial. They

reached no decision, probably because of a faulty

analysis and the old pitfall of statistical analysis

too few trials. Nevertheless Galton would have

been pleased and we can expect new and more ex-

tensive trials.

Joyce and Welldon disagreed in the beginning

in their own views on the efficacy of prayer, one

agreeing with Galton that it probably doesn’t

work and one confident that it does. This may be

as close as we can ever come to a triple blind ex-

periment in which not only the subjects were una-

ware of the treatment but the experimenters were
evenly divided on the hypothesis. Galton based

his conclusions, in 1883, on an analysis of longevi-

ty among sovereigns. Since they might be con-

sidered much prayed for, they should have been

long lived and yet Galton found they were not.

The clerics and the medics have generally disa-

greed on the healing merits of prayer or, as some
would say, “paranormal healing.” Both profes-

sions have agreed that the matter is and should be
properly answered by statistical inquiry. While it

may not be possible to objectively evaluate subjec-

tive prayer the effect of intercessionary prayer is

susceptible to analysis unless we suppose that God
being displeased with an examination might with-

draw his divine support in the face of such effron-

tery.

The investigators selected 48 patients from the

clinics of London Hospital for study. The patients

were suffering from stationary or deteriorating

psychiatric or rheumatic disease. They were all

examined for their clinical status by one of the

panel of four physicians, none of these knowing
the “treatment” assignment of the patient. The pa-

tients were then matched in pairs by sex, age and
diagnosis and 19 satisfactory pairs were obtained.

One patient of each pair was randomly assigned to

“treatment.” The patients did not know the trial

was underway nor the nature of the treatment.

After 6 to 12 months the patients were re-evaluat-

ed by the same panel of physicians.

The treatment was intercessionary prayer solic-

ited from 6 prayer groups remote from the Lon-
don area and unknown to either the patients or

the evaluating doctors. Members of the prayer

groups were given brief descriptions of the person

and illness of the patient involved. A total of 19

individuals were involved in the intercessionary

praying, 2 praying alone and the others in 4

groups. Most prayers involved 15 minutes per day
of prayer for each intercessionist amounting over

the 6 month period to at least 15 hours of prayer

per patient.

The change of clinical status for each person

was compared with that of the matched partner-

patient. The difficulty came in the analysis. The
authors chose to use a sequential analysis, a tech-

nic developed for the needs of production line con-

trol in mass production factories. This requires

(Continued on page 244)
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The author believes the use of this drug by the route of inhalation may be effective without side effects.

The Value And Safety Of Nebulized

Aminophylline In Acute Bronchial Asthma*
GLENN E. HORTON, M.D.,f Memphis, Tenn.

Acute dyspnea, whatever the basis may
be, is a medical emergency, particularly

when persistent and not responsive to the

usual forms of therapy. As Herrmann 1

pointed out in 1930, “Any preparation

which will relieve the acute respiratory

distress under such conditions fairly regu-

larly, promptly, and with reasonable safety

deserves careful consideration.”

To aid in meeting this problem and at the

same time fulfill these conditions, I propose

the use of nebulized aminophylline and spe-

cifically in the acute dyspnea associated

with allergic asthma.

The first report of the successful treat-

ment of status asthmaticus by intravenous

theophylline ethylenediamine (aminophyl-

line, USP) was publised by Herrmann and

Aynesworth 1 with 16 clinical cases of sta-

tus asthmaticus responding to aminophyl-

line administration intravenously in doses

of 0.48 Gm. in 10 ml. of saline solution. Par-

ticularly interesting was their observation

that in epinephrine-fast cases, aminophyl-

line seemed to restore therapeutic response

to the latter.

Prior to this, the reliability of aminophyl-

line in relieving cardiac asthma was well

established in the 1930’s. Derbes and En-

gelhardt2 in 1946, pointed out that amino-

phylline given intravenously for bronchial

asthma had proven not only definitely

beneficial, but at times lifesaving. Actually,

Efron3
,
had pointed out in 1936 the possible

effectiveness of aminophylline as a thera-

peutic agent in bronchial asthma. Derbes

and Engelhardt also mentioned that the

clinical effectiveness of aminophylline had
been determined before the pharmacologic

and physiologic reasons for its effectiveness

were known.

^Presented at the Twenty-first Annual Con-
gress, The American College of Allergists, April

7-9, 1965, Las Vegas, Nevada.

fFrom the Department of Medicine, University

of Tennessee College of Medicine, and Baptist

Memorial Hospital, Memphis, Tennessee.

The pharmacologic effect of aminophyl-

line apparently is multiple during treat-

ment of an acute bronchial asthmatic at-

tack. Beckman4 points out that theophyl-

line can be shown under experimental con-

ditions in the laboratory to be a relaxant of

smooth muscle, and in general this would
include the smooth muscles of bronchioles

which are spasmodically contracted in an
asthmatic attack. Aminophylline solution

in vitro has demonstrated a property of

smooth muscle relaxing when applied to

suspended bronchi of the puppy dog. 5

Local vasodilatation has been demonstrat-

ed in the perfused lungs and a fall in pul-

monary arterial pressure was observed in

1958 by Quimby 6 when the drug was given

intravenously to anesthetized dogs. What-
ever the multiple pharmacologic effects

are, aminophylline does have a demonstrat-

ed favorable effect clinically and also objec-

tively on pulmonary function studies in the

asthmatic patient.7

Another mode of administration of amino-

phylline (other than intravenous, rectal, or

oral) is through nebulization. The use of a

nebulized aerosol of aminophylline has

been reported very infrequently in the lit-

erature. In the American Literature, this is

reported by Prigal and associates8 in 1947

and cited by Koelschle.9 In the foreign lit-

erature very little is known, but there is a

report in the Russian Literature by Kra-

marenko,10 in 1961, on the use of nebulized

aminophylline (Euphyllin) in the treat-

ment of bronchial asthma. Beckman4

points out that aminophylline could be used

through nebulization if the patient were
unable to tolerate it otherwise.

Use of Nebulized Aminophylline

The occasion recently arose to employ
aminophylline in a patient who not only

had severe bronchial asthma but also had
hypertension and glaucoma. Aminophylline

intravenously relieved the attack in this

woman, but produced considerable vomit-
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ing and other side effects; the results of

administration by the rectal route was un-

predictable. On the basis of this, the vial of

aminophylline prepared for intravenous ad-

ministration was placed in a nebulization

bowl and attached by a rubber hose to a

motor-driven air pump.* Aminophylline was
thus administered to the patient as an

aerosol, the patient inhaling deeply follow-

ing full expiration. She allowed for a full

inspiratory pause between each respiratory

circle and the procedure was carried out for

approximately 20 minutes. At the end of 20

minutes she claimed that her dyspnea was
relieved. Pulmonary function studies con-

firmed this objectively (Fig. 1.).
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additional patients (Figs. 2-8) . The amino-

SECONDS AND TENTHS OE SECONDS

Fig. 3.

O O O O O O o

Thephyl line Methyl for Nebulization (each ml I2 5mg)

with Propy I para bi n 0.05% pH Adjusted to 8.4.

Distributed by Nephron Company Tacoma, Wash,

thru Bird Corporation, Palm Springs
,
Californio.

Fig. 4.

phylline or related compound was used

alone and also with various sympathomimet-
ic preparations such as 1-200 Isoproterenol

and other pharmacologically related drugs

(Figs. 1-8) . They were all nebulized by a

motor driven air pump and also by an in-

termittent positive pressure breathing ap-

paratus (IPPB) (Fig. 5) . In my experience

with the asthmatic patient, the less expen-

sive motor driven air pumps appear to be

just as effective as the more expensive oth-

er IPPB units.

*Lamar Vapo-Ross Air Company, 2729 Higbee

Avenue, Memphis, Tennessee.Fig. 2.
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In addition to the symptoms and signs of

improvement, the patient’s response to ther-

apy may be assessed objectively by func-

tion studies. As pointed out by Comroe11
,

simple spirometric measurement of the vital

capacity and maximal flow rate requires no

more than five minutes of the patient’s time

and involve no discomfort. Office studies

such as these provide permanent records of

the status of the patient at the first exami-

nation and also serve as objective guides to

therapy in the individual patient. When the

values recorded are abnormal or there is

suspicion of asthma, a therapeutic trial of

bronchodilator aerosol therapy may be giv-

en, 10 to 15 minutes allowed to elapse to ob-

serve the maximal effect, and the pulmo-
nary function test then repeated.

To evaluate the bronchodilator (and oth-

er) effects of aerosol aminophylline, three

parameters were selected. The maximal
expiratory flow rate (MEFR), the FVC or

forced vital capacity, and the forced expira-

tory volume at the 1st second (FEV. 1.0 or

1st second timed vital capacity) . The im-

provement of these parameters probably in-

dicated several factors. The VC is the stat-

ic lung volume or vital capacity and an im-

provement in this volume may be consid-

ered to be the result of opening of bron-
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chioles which were completely closed or

partially closed. The MEFR is a reflection

of the mechanics of breathing which in-

volves a number of factors, the most impor-

tant of which, in patients with bronchial

asthma, is bronchial obstruction. A marked
reduction in the flow rates indicates that a

mechanical problem exists which must be

present during either expiration or inspira-

tion or both. 15 Flow rates may be reduced

from a normal of 200 to 300 liters to as low

as 20 liters per minute. Such severe reduc-

tion in expiratory flow rate is particularly

serious because it decreases the patient’s

ability to cough and to remove the secre-

tions from this airway. This in turn aggra-

vates the obstruction. Actually, obstruc-

tion in bronchial asthma may be caused by
three pathologic conditions. Each is at

least potentially reversible. Bronchospasm

as the result of allergy may be considered,

by definition, to be the main feature in al-

lergic asthma. Bronchial infection, howev-
er, is a frequent accompaniment of asthma

and may cause or contribute to the obstruc-

tion due to bronchial edema as well as ex-

cessive secretions. Thus, in evaluating the

effect of a bronchodilator drug, one must
consider the effect of such a drug on all

three causes of obstruction. An improve-

ment of the MEFR may merely mean a

shrinking of bronchial mucousa which
cannot be evaluated. Expectoration of

bronchial secretions may result in an im-

provement of the MEFR. This is not easily

measured, but can be estimated by observa-

tion. Many patients with chronic bronchitis

or emphysema may improve after aerosol

bronchodilator therapy with mild improve-

ment of the MEFR possibly explained by
coughing and expectoration caused or as-

sisted by the aerosol bronchodilator thera-

py. However, in asthmatics improvement
with bronchodilators usually is greater that

would be accounted for by clearing of the

bronchial secretions alone. Thus, it has

been considered that the change in the

MEFR represents either bronchial dilata-

tion or reduction of bronchial edema, or

both, with some help by coughing up the

retained secretions with bronchial dilata-

tion. The forced expiratory volume (the

timed vital capacity) is a very simple test

which measures the volume as expired by

maximal effort in a specific time. There is a

reasonable correlation between the 1st sec-

ond forced expiratory volume and the max-
imal voluntary ventilation (MW) (or the

maximum breathing capacity) during
which time the ability of a patient to

breathe at sustained high velocity levels is

assessed. This depends upon the factors of

muscular force available. The compliance
of the lungs in the thoracic cage, and the

resistance of the airway and pulmonary
thoracic tissues. The forced expiratory

volume also offers estimation of the rate of

expiratory air flow.

To demonstrate the bronchodilator (and

other) effects of aerosol aminophylline, pa-

tients were treated with this and com-
pounds related to aminophylline as indicat-

ed in Cases 1-8. The base line pulmonary
function studies were obtained on each of

these patients having a severe asthmatic at-

tack which called for prompt therapy for

their acute dyspnea. The patient in each

case, other than in Case 8 (who was not

asthmatic)
,
showed improvement. These

other cases were asthmatic with documen-
tation of allergic asthma as the basic diag-

nosis. In some of the patients asthma had
been precipitated by the infection, exposure

to inhalant allergens, and possible emotion-

al factors, but all were definitely wheezing

and acutely dyspneic. After the base line

pulmonary function studies were obtained

as described above, nebulized aminophyl-

line was administered in the amounts above

for 20 minutes. Twenty minutes later the

pulmonary function studies were repeated.

We have demonstrated here the (total)

forced vital capacity and the 1st second

forced expiratory volume (1st second timed

vital capacity).** We have also calculat-

ed the maximum expiratory flow rate

(MEFR) with the method previously pub-

lished12
,
but we have not drawn the latter

to scale on the graphs of Cases 1-8 as this

would interfere with the clarity of the oth-

er parameters. However, there was a com-

parable rise of the MEFR corresponding to

the direction of improvement of the 1st sec-

ond forced expiratory volume parameters.

In the 7 of 8 patients treated, there was
a favorable therapeutic response which ap-

**Vitalor,® McKesson Appliance Company, To-

ledo, Ohio.
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peared to be reasonably predictable, was
prompt and appeared to be for all the ap-

parent purposes, safe. It should be noted

that the patients of Cases 1, 2, 3 and 4

showed good response to aminophylline or a

related compound alone. In Case 5 I

grouped 2 forms of nebulized aerosol thera-

py together simultaneously for demonstra-

tion purposes. In Case 6, there was consid-

erable improvement with the addition of a

sympathomimetic aerosol following the ne-

bulized aminophylline therapy. In Case 7,

there was no further improvement later

with sympathomimetic aerosol following a

good response to the nebulized aminophyl-

line alone. As mentioned the patient who
had severe emphysema without allergic

asthma, in Case 8, showed no significant

response to either the nebulized aminophyl-

line or the sympathomimetic aerosol given

later that day.

In our patients, which include the illus-

trative 8 cases above and an additional 50

cases treated in the home, there were no
reactions as may be associated with admin-
istration of the intravenous aminophylline,

i.e., nausea, sometimes vomiting, a burning

upper gastric or substernal pain, palpita-

tion, dizziness, headache, and nervousness.

In other allergic asthmatic children we
have treated, none had the side effects

which have been described in amino-
phylline poisoning13 (irritability, convul-

sions, stupor, severe vomiting, gastric

bleeding, dehydration) and none were ob-

served here following the use of nebulized

aminophylline bronchodilator therapy. One
of the objections of using aerosol therapy

has been pointed out by Comroe 11
. The in-

haled drugs do not affect bronchioles that

are completely occluded, and can only par-

tially dilate bronchioles almost completely

occluded because none or small amounts of

the drug reach the affected airway. The
efficiency of the drug depends upon the

efficiency of ventilation of the bronchiole,

and for this reason intravenous administra-

tion has the advantage since the drug is

carried by the blood stream to every bron-

chiole which has a blood supply, whether
occluded or not by the bronchial obstruc-

tion. However, this objection appears to be

overcome in a good part by the slow admin-

istration of the nebulized medication as

used here, and our study does indicate im-

provement with less side effects than by the

intravenous method. However, this paper

does not imply any therapeutic superiority

of the aerosol administration of aminophyl-

line over the intravenous method. I wish to

demonstrate the advantage of practicality

of administration and less side effects and
safety of the aerosol administration of ami-

nophylline. It should be noted that the lat-

ter is not as prompt as it is with aerosol

Isoprotenenol but here again, through the

use of nebulized aminophylline, one does

not see the side effects of the aerosolized

sympathomimetic drug which some patients

do not tolerate. On the other hand in some
patients there is a favorable result with the

use of nebulized aminophylline as a dilut-

ing fluid with the aerosol Isoprotenenol. I

have provided the patients on many occa-

sions (including an additional 50 patients in

the home after being seen in the Office with
a suitable nebulizer bowl and a motor driv-

en pump for home use. This has been par-

ticularly useful for the patients who have
demonstrated a favorable physiologic re-

sponse to the nebulization in the office with

the aim of relieving the acute asthmatic at-

tack in the home and I believe we have
saved many patients periods of hospitaliza-

tion.

Summary

Nebulized aminophylline can be given

safely in the relief of acute dyspnea in pa-

tients with acute allergic asthma. This form
of administration appears to meet the condi-

tions of prompt, reasonably predictable ac-

tion, and safety. As such it offers us addi-

tional tools in handling the medical emer-

gency that is presented by the acute asth-

matic with acute dyspnea, particularly in

the home or the office.
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* * *

THE OBJECTIVE EFFICACY OF PRAYER
(Continued, from page 238)

a prior estimate of the size of an effect which
might reasonably be expected to arise by chance.

For this estimate the experimenters used Beech-

er’s observation (The Powerful Placebo
,
JAMA

159:1602, 1955) of a 35% recovery rate from minor

illnesses by subjects treated by placebo alone. (I

believe this estimate is much too large an expecta-

tion for the kind of patient that was involved in

the present experiment.) Thus they required that

a difference between pair members must exceed

0.4 in order to be significant evidence of effect of

prayer at the 5% level.

Two of the 19 pairs were discarded for the pro-

cedural reason of not having met initial criteria

although both of these pairs tended to show a dis-

tinct advantage for prayer. One pair was discard-

ed for reasons of poor attendance and 4 pairs were
tied in their response and thus did not figure in the

analysis. Ignoring the pairing, the clinical scores

of 6 of the patients were improved and 26 were
worse at the end of the study. Five of the 6 who
showed improvement were in the prayer group.

The probability that such a distribution in favor

of the prayer treatment would occur by chance

was less than 0.08. When the sequential analysis

was done the data suggested that prayer treat-

ment was very near to a significant effect, at the

0.05 level, but never quite reached this. The eval-

uation of the attitude of the patients toward their

illness, that is the patient’s appraisal of his own
status during treatment was also indecisive.

The authors concede that the study group was
too small to make a clear decision likely. They
agreed that the sequential analysis was inap-

propriate. The fact is that during the first 6

months of the trial the treatment was successful

at a level conventionally accepted as significant in

biologic experiments. In the next 6 months when
a continuation of regular intercessionary prayer

was less certain and perhaps less industriously

done the treatment failed. The failure may be
one of design rather than of treatment.

In summary, five-sixteenths of the subjects for

whom prayer was made as a treatment showed
improvement. The control group showed one-six-

teenth with improvement. These patients were
severely and chronically ill and one might ques-

tion the curability of such patients, short of a mir-

acle. Certainly Beecher’s standards for spontane-

ous improvement which were used as criteria of

response were obtained from less severely ill sub-

jects. In favor of the prayer groups one should

note, as the authors did, that they worked at a de-

cided disadvantage. They had no access to the

patient for whom they were praying and one can

hardly doubt that some advantage of praying

stems for association with the subject involved.

The intercessionists had no such support and they

may have lost their motivation in prayer after 6

months, even with the best intentions initially,

since they had no way of knowing the result of

their efforts. It is interesting that the psychiatric

patients responded somewhat better to the prayer

treatment than did the rheumatics. It is also of

interest that several physicians declined to partic-

ipate in the evaluation panel when invited. Some
refused because they didn’t wish to “put God to

the test.”

The authors end- with a circumspect discussion

of the difficulties with research in this field but

they emphasize the importance of it. If prayer

works we need to know of it because for all our

big talk our treatment armamentarium is fragile

and uncertain. This baptism to such research is a

welcome sign of better information to come.

(Abstracted for the Middle Tennessee Heart As-

sociation, by George V. Manor, Sc.D., M.D., Nash-

ville. )
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STAFF CONFERENCE

Vanderbilt University Hospital*

Malabsorption Syndrome

DR. DAVID ROGERS: We have for dis-

cussion today an elderly patient who had a

severe malabsorption syndrome with diar-

rhea, weight loss and weakness. Dr. Caine

will present the history and findings.

DR. WINSTON P. CAINE, JR.: This is the first

admission to Vanderbilt University Hospital of an

80 year old white, married stone-mason who
claimed excellent health until 3 years ago when
he first noted the onset of diarrhea. He had 3 to

15 foul, greasy appearing stools per day. The

stools were never formed, floated in the water

and contained particles of undigested food. He
had occasional mild upper abdominal “gas pains”

present only when his diarrhea would subside. He
maintained an excellent appetite and caloric in-

take.

His greatest weight has been 210 pounds and at

the onset of his symptoms, 3 years ago, he

weighed 198 pounds. Current weight is about 130

pounds. He had drunk excessive alcohol in his

teens but drank only infrequently in the past 60

years. The patient was working actively until this

hospital admission.

His past history and review of systems were
unremarkable except for a chronic productive

cough associated with the use of 2 packages of

cigarettes a day for many years and 3 episodes of

pneumonia. He had had polydypsia and polyuria

for 2 years and had transient symptoms of a

right hemiparesis which cleared completely 3

years prior to admission.

Physical examination revealed normal vital

signs. He was an extremely alert 80 year old

man. The skin was weathered and leathery. Sig-

nificant findings included an emphysematous chest

with scattered wheezes and rhonchi. The abdo-

men was scaphoid without enlargement of organs,

and no masses or tenderness. Bowel sounds were
increased to auscultation but there were no
bruits. Neurologic examination was normal ex-

cept for decreased vibratory sensation from the

iliac crests distally.

Laboratory studies showed a normal urinalysis

and complete blood count with a packed cell vol-

ume of 49%. The fasting blood glucose was ele-

vated to 124 per 100 ml. and the urine showed a

1+ glucosuria during a glucose tolerance test.

Serum electrolytes, protein, calcium, alkaline

phosphatase, amylase, protein bound iodine, and
prothrombin time were all normal.

Urinary 5-hydroxy indoleacetic acid determina-

*From the Department of Medicine, Vanderbilt
University School of Medicine, Nashville, Tennes-
see.

tions were normal. Abnormal studies included

decreased a serum cholesterol (130 mg.), carotene

(20 mg.), a diabetic glucose tolerance test, and
flat vitamin A tolerance test. Quantitative stud-

ies showed 50 to 60 Gm. of fat in the stool daily

before any treatment was initiated. A secretin

stimulation test of pancreatic function showed a

volume of only 29 mil/hour and only 23 meq/L. of

bicarbonate produced during peak stimulation.

X-ray studies showed speckled calcifications

throughout the region of the pancreas, typical of

chronic pancreatitis. (Fig. 1) The stomach, duo-

Fig. 1. Plain film of the abdomen showing spotty
calcification in the region of the pancreas.

denum and small bowel mucosal patterns ap-

peared normal on gagstrointestinal series.

DR. DAVID LAW: Clinically the patient

demonstrated a typical malabsorption syn-

drome with foul, greasy diarrhea, and
weight loss in the face of continued good

caloric intake. The course was essentially

painless and of three years duration. The
causes of the malabsorption syndrome are

legion and accurate diagnosis is imperative

because of the wide number of specific

treatments we now have available. A brief

and only partial outline of some causes for

malabsorption is seen in table 1.

The two major causes of the malabsorp-

tion syndrome are abnormalities of diges-

tion and abnormalities of absorption. In the

former group are included the defects of

gastric or hepatobiliary and pancreatic

function that may follow disease or sur-

gery. Satisfactory absorption results when
there is an adequate admixture of ingested

foodstuffs with adequate amounts of the

products of the biliary and pancreatic sys-

tem. Inadequacies may result from the loss

of the function of a gastric reservoir secon-

dary to operation or to the blockade or

insufficient production of biliary and pan-

creatic products. Theoretically, treatment

is available which should be able to correct

i
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Table I

Malabsorption Syndrome
I. INADEQUATE DIGESTION

Gastric
Surgery

Hepatobiliary
Cirrhosis
Biliary tract obstruction

Pancreatic
Surgery
Duct obstruction
Inflammatory disease
Mucoviscidosis

II. INADEQUATE ABSORPTION
Intestinal Disease
Malignant—lymphoma
Infiltrative—ileojejunitis

Scarring—radiation
Biochemical Abnormalities

Celiac disease—adult and childhood
Tropical sprue
Disaccharidase deficiencies
A-beta-lipoproteinemia

Lymphatic Obstruction
Malignant, inflammatory, infiltrative

Decreased Absorptive Surface
Surgery
Large fistulae

Blind Loop Syndrome
Surgical
Multiple jejunal diverticula
Strictures

Miscellaneous Causes
Non-beta islet cell tumor of pancreas
Mesenteric arterial disease
Carcinoid syndrome
etc.

these defects but this is not always totally

effective.

The second large group results from the

failure of the patient to absorb normally

the products of digestion and includes the

important celiac disease group and other dis-

orders which impair small bowel function.

Dr. Collins, what are the common screen-

ing or nonspecific tests that may point us

toward a diagnosis of the malabsorption

syndrome.

DR JOHN COLLINS: The following

tests, when abnormal, suggest a malabsorp-

tive state, but are of little value in deter-

mining the specific etiology of the malab-

sorption in a given patient. Useful screen-

ing tests include: (1) Microscopic examina-

tion of the stool for fat after a small piece

of stool is thoroughly mixed with several

drops of 36% acetic acid and Sudan III

stain. If steatorrhea is present, numerous
pale orange fat globules can be identified

under the high-dry objective. Chemical

determination of excretion of fecal fat dur-

ing a 3-day period, of course, gives a more
accurate estimate of the degree of malab-

sorption. The normal individual, on an av-

erage hospital or home diet with a daily in-

take of fat of 50 to 100 Gm., should excrete

less that 5 Gms. of fat per day in his stool.

(2) The serum carotene level is depressed

in most patients with malabsorption and is

a commonly used screening test. It may, of

course, be decreased in patients with thyro-

toxicosis, simple starvation and in individ-

uals with peculiar dietary habits. In the

face of malabsorption, it may be normal if

the patient is myxedematous or has taken a

diet high in vitamin A and carotene-con-

taining nutrients. Such screening tests are

helpful in separating the patients with non-

specific and functional diarrhea from those

with significant malabsorption.

In addition, a wide gamut of commonly
measured serum components may be deplet-

ed in patients with absorptive disorders and
any of these, if low, may be the first clue to

an underlying malabsorption. The pro-

thrombin content, as well as the serum lev-

els of calcium, protein, vitamin A, choles-

terol, and potassium are frequently de-

pressed in diseases with malabsorption. Rar-

efaction of bones related either to osteo-

porosis or osteomalacia may be seen on x-

ray examination. An anemia due to iron,

folic acid, and/or vitamin B12 deficiency is

often present. Any of these changes may
be the first indication that a malabsorption

syndrome is present. Thus, patients may
present with anemia, edema, bleeding di-

athesis, bone pain, weight loss, vitamin

deficiency and many other symptom com-

plexes.

DR. LAW: Once malabsorption is estab-

lished, certain studies allow us to be more
specific in diagnosis. X-ray evaluation, as

in this instance, may point to abnormalities

in the pancreatic or biliary tract causing

steatorrhea. Small bowel X-rays may show
specific lesions, such as multiple jejunal

diverticula or strictures, small bowel tu-

mors, or nonspecific patterns of steatorrhea.

The D-xylose tolerance test will usually

distinguish between digestive abnormalities

and absorptive abnormalities since it is usu-

ally normal in the former and diminished

in the latter. As in all tolerance tests, ac-

curate interpretation rests upon an appre-

ciation of the steps involved in the test and

of the factors that may alter the results.

The 25 Gm. of d-xylose should be given or-

ally to the patient in a fasting basal state.
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ingestion must be guaranteed, gastric

emptying must not be impaired, the 5-hour

urinary collection must be complete, and
laboratory errors must be considered. In

addition, metabolic abnormalities must be

ruled out. These include renal impair-

ment and thyroid dysfunction. Since the d-

xylose tolerance test is also a measure of

renal function, low urinary levels may be

found in patients with significant renal di-

sease. Patients with myxedema show abnor-

mally low urinary excretion and patients

with thyrotoxicosis show abnormally high

excretion after the standard 25 Gm. loading

dose. 1 In people over the age of 60, in-

terpretation is more difficult because older

patients have a high incidence of urinary

retention and renal dysfunction with arte-

riolar nephrosclerosis. Some differentiation

may be made between poor absorption and
poor renal function by measuring the peak
serum level of d-xylose. During normal ab-

sorption with impaired renal function, the

serum level will be elevated and the uri-

nary level diminished. In malabsorption of

small bowel origin, serum levels and uri-

nary levels both tend to be decreased.

The glucose tolerance test, although flat

in most malabsorptive states, frequently

shows a diabetic pattern in chronic pan-

creatic disease. This may occur rarely in

patients with diabetes who develop celiac

disease or other small bowel disorders asso-

ciated with steatorrhea. In addition, many
apparently normal people show a flat glu-

cose tolerance test.

Small bowel biopsy, using the peroral

technic, is now a major investigative tool in

the study of malabsorption and specific le-

sions may be identified in Whipple’s dis-

ease, amyloidosis, and lymphoma of the

bowel, as well as highly suggestive abnor-

malities in celiac disease, regional enteritis

and other disorders.2 Special staining tech-

nic, the use of electron microscopy and
quantitative studies of enzyme systems and
cell function provide exciting new possibili-

ties for the study of patients with intestinal

dysfunction.

Evaluation of pancreatic function through

examination of stool or duodenal juice for

trypsin and chymotrypsin,3 or by the technic

of secretory stimulation of the gland in con-

junction with duodenal drainage 4 may give

direct evidence of exocrine insufficiency.

The abnormal studies in this patient, cou-

pled with the diabetic glucose tolerance test

and pancreatic calcifications, led to the diag-

nosis of his disorder.

It is of interest that this 80 year old man
represents what has been described as pain-

less chronic pancreatitis. 5 The hallmark of

pancreatitis is usually pain, many times to

a degree requiring narcotics. In the ab-

sence of significant pain the diagnosis may
remain unsuspected. It is estimated now
that upwards of 10% of patients with

chronic pancreatitis may have such minimal

pain that the diagnosis of pancreatitis is not

considered. These people present with di-

abetes mellitus, a malabsorption syndrome,

or are found incidentally to have calcifica-

tions in the pancreas when the abdomen is

studied for x-ray for some other purpose.

Our patient had all three manifestations of

this syndrome.

Dr. Collins, could you say a word about

therapy in chronic pancreatic insufficiency?

DR. COLLINS: Therapy for chronic pan-

creatic insufficiency is directed toward
placing the pancreas “at rest” and replac-

ing the deficient digestive enzymes. A
high-calorie, high-protein, six-meal diet is

recommended, with fat intake adjusted to

individual tolerance. Gastric hyperacidity

is controlled with antacids and anticholin-

ergic drugs, and with avoidance of caffeine,

alcohol and tobacco where feasible. A daily

multivitamin tablet is prescribed. If anemia
is present, specific replacement therapy, ie,

iron, vitamin B12, etc., is indicated after the

etiology of the anemia has been determined.

The management of pain may be a difficult

problem for the chronicity and severity fre-

quently lead to addiction when narcotics

are given. Pancreatic extracts are effective

in improving carbohydrate, fat and protein

digestion and diminishing the diarrhea. Fre-

quent small doses seem to be more effective

than simply lumping a large number of tab-

lets into two or three doses. For example,

in a schedule of two capsules of a pancreat-

ic extract every 2 hours when awake was
given to the patient under discussion today.

Therapeutic failures are generally related

to insufficient dosage although even with

massive doses, steatorrhea and creatorrhea

may not clear completely.
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In patients with acute pancreatitis lapa-

rotomy should be avoided unless cholelithia-

sis is demonstrated or complications devel-

op. On the other hand, there is a definite

place for surgical therapy in selected pa-

tients with chronic pancreatitis. If choleli-

thiasis is demonstrated, cholecystectomy

and exploration of the common bile duct

are indicated. The passage of gallstones

through the common bile duct is a frequent

cause of acute pancreatitis. If stricture of

the common bile duct or pancreatic duct de-

velops, or if there is repeated passage of

gallstones, chronic pancreatitis may devel-

op. The presence of a pancreatic abscess or

pseudocyst is also an indication for surgical

intervention. Pancreatic abscess usually

becomes symptomatic 1 to 3 weeks after an

acute episode of pancreatitis. This diag-

nosis is suspected when the convalescing

patient develops fever, leukocytosis, tender

abdominal mass, persistent elevation of the

serum amylase, and displacement of the sto-

mach and duodenum as seen on gastrointes-

tinal X-ray series. Pancreatic abscesses

should be
.
drained externally. Pseudocyst

of the pancreas often presents as a palpable

epigastric mass that displaces the stomach

and duodenum. Internal drainage of the

pseudocyst is the treatment of choice.

With the exception of the three condi-

tions discussed above, the indications for

surgical intervention in chronic pancreatitis

are somewhat uncertain. The large num-
ber of surgical procedures that have been

tried in chronic pancreatitis is a reflection

of the frustrating efforts to relieve pain and

halt the progression of the disease. Al-

though the results of most surgical proce-

dures have been disappointing, they have

merit in selected patients. (1) Removal of

calculi obstructing a major pancreatic duct

has been attempted. Unfortunately, it is

often difficult to detect the site of ductal

obstruction at operation. Furthermore,

these calculi tend to recur. (2) Partial

pancreatic resection with pancreatojejunos-

tomy has been used on occasion. This pro-

cedure attempts to provide adequate drain-

age of the obstructed pancreatic ducts. Post-

operative complications, such as fistula and
abscess, may occur. More radical resec-

tions likewise give disappointing results.

(3) Cutting a stenotic sphincter of Oddi
may allow more adequate emptying of the

pancreatic ducts and thereby decrease the

tendency for acute exacerbations of pan-

creatitis. Such procedures have not been
uniformly successful and on occasion have
been followed by severe attacks of pancrea-

titis. (4) Bilateral thoracolumbar sympa-
thectomy may provide relief of incapacitat-

ing pain in certain patients. However, the

pain often recurs after two to three years.

All of these surgical procedures must be

approached cautiously, especially in chron-

ic alcoholic patients. Favorable long-term

results from surgery are seen less frequent-

ly in this group.

DR. CAINE: On the medical program
outlined by Dr. Collins, our patient had re-

markable symptomatic improvement with

cessation of his diarrhea and return to one

formed stool per day. Some steatorrhea

persisted but he has gained weight steadily

and his chemical abnormalities have disap-

peared.
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APRIL 17-19, 1966

HEADQUARTERS: Civic Auditorium

• 21 Outstanding Guest Speakers

• General Scientific Meeting

• 16 Specialty Society Meetings

• Technical Exhibits
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Monday, April 18—Mountain View Hotel
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2nd Session Tuesday, April 19, 9:00 a.m.
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Special Section

SCIENTIFIC PROGRAM
OF THE 131ST ANNUAL MEETING

OF THE
TENNESSEE MEDICAL

ASSOCIATION

General Information
The official program contains detailed informa-

tion on the 1966 annual meeting of the Tennessee

Medical Association, conducted in Gatlinburg,

Tennessee, April 17-18-19, 1966.

Registration

The registration desk will be located in the

Civic Auditorium, Gatlinburg. All members, visit-

ing speakers, interns, residents, exhibitors, and
guests are urged to register. Admission to all

meetings and sessions and to the exhibits is by a

badge secured at the registration desk. THERE
IS NO REGISTRATION FEE.

Programs for all activities during the annual

meeting are available at the registration desk.

Those eligible to register are: Members of the

Tennessee Medical Association; physicians from

other states who are members of their respective

state medical associations; residents, interns, medi-

cal students and guests.

Miss Willard Batey
Chief Registrar

Registration Hours

(All times are Eastern

Standard Time)

Sunday, April 17. . .8:30 A.M.
(Special registration for mem-
bers of the House of Delegates

from 8: 30 A.M. to 1: 00 P.M.)

(Advance registration for ex-

hibitors and early arrivals

from 8:30 to 10:00 A.M. and

after 1:00 P.M.)

Monday, April 18. .8:00 A.M. to 5:00 P.M.

Tuesday, April 19 . .8:00 A.M. to 5:00 P.M.

Annual Meeting Headquarters

Headquarters are located in the Civic Audi-

torium, Gatlinburg, where many activities are

scheduled. The majority of the specialty societies

will conduct their meetings concurrently with

TMA in Gatlinburg. Others will be conducted in

the hotels in Gatlinburg. Specialty societies meet-
ing outside of the Auditorium are listed in this

program under the “days” that the various socie-

ties are to meet.

TMA Headquarters Office

The TMA headquarters offices will be located

in the Auditorium at Gatlinburg during the meet-

ing.

A member of the staff will be available to

assist you at all times. Members of the House of

Delegates, Officers, and Reference Committee

Chairmen can secure secretarial help when needed.
Your headquarters staff is available to assist you
in your needs.

J. E. Ballentlne, Executive Director
L. Hadley Williams, Asst. Executive Director

and Public Service Director

Tom Sawyer, Field Secretary

Miss Willard Batey, Records and Bookkeeping
Mrs. Doris Darrow, Secretary

Mrs. Sarah Watkins, Secretary

Mrs. Jean Ragsdale, Secretary

President’s Banquet and Social Hour
The President’s Banquet will be preceded by

a Social Hour sponsored by the Tennessee Medical
Association, beginning at 6:00 P.M. on Monday
evening, April 18, in the Mountain View Hotel.

The BANQUET will follow at 7:00 P.M. in the
Mountain View Hotel. TICKETS ARE AVAIL-
ABLE AT THE REGISTRATION DESK. A lim-
ited number can be accommodated. GET YOUR
TICKETS EARLY.

Communications—
Emergency Telephones

Gatlinburg—436-5266 and 436-5273

A blackboard will be placed in a conspicuous
location in the Auditorium where doctors’ calls

will be listed. PLEASE CHECK OFTEN WITH
THE LISTINGS ON THE CALL BOARD.

Specialty Society Luncheon Tickets

Tickets to specialty society banquets and
luncheons, as well as the Woman’s Auxiliary af-

fairs, can be obtained from Specialty Societies

respective registration desks. PURCHASE YOUR
TICKETS AT THE TIME OF REGISTRATION.
The number that can be accommodated is limited.

House of Delegates

The first session of the House of Delegates will

be held on Sunday, April 17, beginning at

1:00 P.M. in the Civic Auditorium. The second

session will be conducted on Tuesday, April 19,

beginning at 9:00 A.M. in the Auditorium.

Scientific Meetings

The scientific presentations at the 131st annual

meeting will be those presented by the specialty

societies meeting concurrently with the Tennessee

Medical Association. Please see the Program list-

ing the scientific meetings of the specialty societies

each day. Every member attending is welcome to

attend any scientific meeting of any specialty so-

ciety. A special event will be presentations of

general interest by guest speakers on Tuesday,

April 19. The subjects presented will be of general

interest to all attending the meeting. Please note

topics and speakers in the program.

Specialty Societies

Sixteen specialty societies are conducting their

meetings concurrently with the Tennessee Medical

Association in Gatlinburg. Scientific and business

sessions of the specialty societies will be conducted

on April 17-18-19. SEE DETAILS IN THIS PRO-
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GRAM LISTED UNDER EACH OF THE ABOVE
DATES AND UNDER “ANNOUNCEMENTS.”

Woman’s Auxiliary

The Woman’s Auxiliary to TMA will conduct

all sessions of its annual meeting at the Gatlinburg

Motor Inn. The registration desk of the Auxiliary

will be located in the Gatlinburg Motor Inn and
all committee meetings, board meetings, and gen-

eral sessions will be conducted at the Inn.

Scientific Exhibitors

Several educational and scientific exhibits will

be presented. These will be displayed in the ex-

hibit area of the Auditorium.

Technical Exhibitors

The technical exhibitors will be located in the

exhibit hall of the Auditorium. They may be vis-

ited each day of the annual meeting beginning on

Sunday, April 17, from 2:00 P.M. until 4:00 P.M.

—and continued from 9:00 A.M. until 5:00 P.M.

on Monday and Tuesday, April 18 and 19. Ex-
hibitors are an important part of the 131st

Annual Meeting and each physician will be well

repaid by spending some time visiting them and
inspecting their exhibits. The exhibits will display

many educational features of medical supply and
latest developments in scientific undertaking.

ANNOUNCEMENTS-
SPECIAL MEETINGS

AND EVENTS

SPECIAL FEATURES

MEDICARE— THE LATEST
DEVELOPMENTS

Up to the minute information on
regulations of the Medicare Law, ef-

fective on July 1, will be presented.
Questions and answers will be part
of this presentation.

By: Russell B. Roth, M.D.
Erie, Pennsylvania

Dr. Roth is one of the most knowl-
edgeable men in the U. S. on Medi-
care. He is a member of the AMA
Advisory Committee to Health, Edu-
cation and Welfare (HEW) and
Chairman of AMA’s Council on Med-
ical Service.

Every member will want to hear this

timely and important presentation.

4:00 P.M.
Monday, April 18

in the
Gatlinburg Auditorium

YOU'RE INVITED
7:15 A.M. — Tuesday, April 19

to the

TMA Continental Breakfast

Riverside Hotel— Gatlinburg
to hear

Mr. John T. McCarty
Asst, to the President
of Rockford College,

Rockford, Illinois

Subject: HOW TO TRANSMIT
IDEAS TO
COMMUNITY GROUPS

TMA has entered upon a program to

keep better informed the member-
ship of the Association. This is vital

today in the rapidly changing condi-

tions involving medical care. Mr.
McCarty’s presentation is unique
and interesting. It’s presented in a
“different” manner and an event you
cannot afford to miss.

You’re Invited . . . Please Attend

President’s Banquet

Mountain View Hotel

Monday, April 18 — 7:00 P.M.

Social Hour— 6:00 P.M.

Sponsored by TMA

John H. Burkhart, M.D., President, Presiding

Introduction of President-Elect

—

G. Baker Hubbard, M.D.
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Special Awards:

Presenting Tennessee’s Outstanding Physician

of the Year—By: J. Malcolm Aste, M.D.,

Speaker of the House of Delegates

Presenting Health Project Contest Winner—By:

John C. Burch, M.D., Chairman of the Board

TENNESSEE ACADEMY OF
OTOLARYNGOLOGY

Holiday Inn Gatlinburg

SATURDAY, APRIL 16, 1966

SCIENTIFIC PROGRAM
The Society’s scientific program, Business meet-

ing and luncheon will be presented on Saturday,

April 16, in the Holiday Inn at Gatlinburg.

Content of the program and other details will

be announced.

Woman’s Auxiliary to the

Tennessee Medical Association

April 17-18-19, 1966

Gatlinburg Motor Inn

Registration

Sunday, April 17—2:00 P.M.-5:00 P.M
Monday, April 18—8:00 A.M.-2:00 P.M.

Complete details and schedule of events and
meetings of the Woman’s Auxiliary are listed in

this program under the days they will occur, Sun-
day, Monday and Tuesday.

Arts and Crafts Exhibit
The Arts and Crafts Exhibit of the Woman’s

Auxiliary will be conducted in the Auditorium.

Doctors and their wives are urged to participate

in the exhibit.

Tennessee Medical Association

Scientific Exhibits
All scientific exhibits presented will be dis-

played in the Auditorium.

Technical Exhibits
The technical exhibits are located in the Audi-

torium in the Exhibit Hall. They are open daily

at 9:00 A.M. (except Sunday). The exhibits

display many educational features of the medical

supply world which should be of interest to

doctors.

TMA Board of Trustees Meeting
The TMA Board of Trustees will meet in the

Mural Room of the Riverside Hotel at 9:00 A.M.
on Wednesday, April 20.

Public Health Council
The Public Health Council will meet in the TV

lounge of the Mountain View Hotel at 10:00 A.M.,

Monday April 18.

Please Reserve Luncheon
Tickets Early

A number of the specialty societies meeting

with TMA will sponsor luncheons during the an-

nual meeting.

PLEASE MAKE RESERVATIONS FOR
LUNCHEONS YOU ARE PLANNING TO AT-
TEND.

These should be made with the secretary of the

specialty society.

Tennessee Chapter— American
College of Surgeons

The Tennessee Chapter of the American College

of Surgeons announces that Major J. B. Kling,

nationally known Cajun humorist, will be the

dinner speaker for the Society on Tuesday eve-

ning, April 19. TMA MEMBERS AND GUESTS
ARE INVITED TO THE BANQUET AND TO
HEAR MAJOR KLING. MAKE YOUR RESERVA-
TIONS EARLY. TICKETS AT REGISTRATION
DESK.

NOTICE
The scientific presentations of all of the spe-

cialty societies meeting concurrently with the

Tennessee Medical Association, are open to all

physicians registered at the annual meeting. At-

tend the meeting of your choice.

NOTICE
IMPACT Breakfast

7:30 A.M.

Monday, April 18, 1966

Stephen Whaley Hall Riverside Hotel

(Tickets on sale adjacent to

TMA Registration desk)

Tennessee physicians and their wives invited

to attend.

8:00 A.M.
PROGRAM

Guest Speaker: The speaker and subject are to

be announced.

The breakfast is sponsored by Independent Medi-

cine’s Political Action Committee—Tennessee

(IMPACT).
—You will want to attend

—

TENNESSEE RADIOLOGICAL
SOCIETY

Riverside Hotel

Saturday, April 16, 1966

2:00 P.M.

Business Meeting
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Technical Exhibitors

Technical exhibits for the 1966 Annual Meeting

will be displayed in the Gatlinburg Auditorium

Exhibit Hall. The newest developments in

pharmaceuticals, equipment and services will be

on display, with full information available through

trained and experienced representatives.

Exhibits will be open Sunday, April 17, at

2:00 P.M., and Tuesday and Wednesday from

9:00 A.M. to 5:00 P.M. All physicians will find

their time well spent in visiting exhibits and

keeping abreast of what is new and useful.

YOUR ATTENDANCE IS URGED, for your

benefit as well as for an expression of coopera-

tion with our exhibitors.

ABBOTT LABORATORIES Booth 18

North Chicago, Illinois

ASTRA PHARMACEUTICAL PRODUCTS, INC. Booth 22

Worcester, Massachusetts

BARNES-HIND LABORATORIES Booth 28

Sunnyvale, California

BRAYTEN PHARMACEUTICAL COMPANY Booth I

Chattanooga, Tennessee

CIBA PHARMACEUTICAL COMPANY Booth 38

Summit, New Jersey

THE COCA-COLA COMPANY Booth 31

Atlanta, Georgia
DAIRY COUNCIL OF TENNESSEE Booth 6

Appalachian, Chattanooga, Knoxville,

Memphis and Nashville Areas

DENBY BRANDON & ASSOCIATES Booth 2

Memphis, Tennessee

DE PUY MANUFACTURING COMPANY, INC. Booth 4

Warsaw, Indiana

THOMAS A. EDISON INDUSTRIES Booth 25

Nashville, Tennessee

ELI LILLY AND COMPANY Booth 23

Indianapolis, Indiana

ENCYCLOPAEDIA BRITANNICA, INC. Booth 29

Chicago, Illinois

FARRINGER AND COMPANY Booth 30

Nashville, Tennessee

FLINT LABORATORIES Booth 44

Morton Grove, Illinois

GERBER PRODUCTS COMPANY Booth 35

Fremont, Michigan

GEIGY PHARMACEUTICALS Booth 37

Yonkers, New York

LOWE SURGICAL SUPPLY COMPANY Booth 16

Maryville, Tennessee

J. A. MAJORS COMPANY Booth 26

Dallas, Texas

MEAD JOHNSON LABORATORIES Booth 24

Evansville, Indiana

MEDCO PRODUCTS CO., INC. Booth 10

James E. Bellamy

Murfreesboro, Tennessee

MEDRIC, INC. Booth 41

Memphis, Tennessee

MERCK SHARP & DOHME Booth 36

West Point, Pennsylvania

MUTUAL BENEFIT LIFE INSURANCE CO. Booth 5

( Dunn-Lemly-Sizer)

Nashville, Tennessee

NASHVILLE SURGICAL SUPPLY COMPANY Booth 33

Nashville, Tennessee

NORTH AMERICAN PHARMACAL Booth 7

Dearborn, Michigan
ORTHO PHARMACEUTICAL CORPORATION Booth 52

Raritan, New Jersey

PALMEDICO, INC. Booth 20

Columbia, South Carolina

PARKE, DAVIS & COMPANY Booth 45

Detroit, Michigan

WM. P. POYTHRESS & CO., INC. Booth 39

Richmond, Virginia

RICHARDS MANUFACTURING CO. Booth 19

Memphis, Tennessee
J. B. ROERIG & COMPANY Booth 32
New York, New York

SMITH, MILLER & PATCH, INC. Booth 46
New York, New York

SMITH, REED, THOMPSON & ELLIS CO. Booth 3

Nashville, Tennessee
TAFEL SURGICAL SUPPLY COMPANY Booth 12

Nashville, Tennessee
TENNESSEE GUILD OF DISPENSING
OPTICIANS Booth 21

Nashville, Tennessee
THE UPJOHN COMPANY Booth 27

Kalamazoo, Michigan
U. S. VITAMIN & PHARMACEUTICAL CORP. Booth 1

1

New York, New York
THE WILLIAM A. WEBSTER COMPANY Booth 34

Memphis, Tennessee
WHITE SURGICAL SUPPLY CO. Booth 17

Knoxville, Tennessee

VISIT THE EXHIBITS

The scientific meetings will be recessed twice

for thirty minutes each on each day to give doc-

tors an opportunity to visit with the exhibitors.

J. E. Ballentine
Executive Director

PROGRAM
Sunday, April 17, 1966

1:00 P.M. (E.S.T.)

House of Delegates

Civic Auditorium— Gatlinburg

SPECIALTY SOCIETIES
MORNING

TENNESSEE STATE SOCIETY OF
ANESTHESIOLOGISTS

SATURDAY EVENING, APRIL 16, 1966

Riverside Hotel

7:00 P.M.

COCKTAILS
(Courtesy Knoxville Society of Anesthesiologists)

8:00 P.M.

DINNER

SUNDAY, APRIL 17, 1966

Legion Room Auditorium

10:00 A.M.

Business Meeting

12:00 Noon
Luncheon—Mural Room, Riverside Hotel
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SCIENTIFIC PROGRAM
Mural Room Riverside Hotel

1:30 P.M.

“A Decade of Development of Obstetrical Anes-

thesia”

By: Otto C. Phillips, M.D., Chief Dept., Anes-

thesia, McGee-Womens Hospital, Pittsburgh,

Pa., Chairman ASA Committee Obstetrical

Anesthesia

2:15 P.M.

“Results and Meanings of Anesthesia Survey:

Effects of Federal Legislation on Practice of

Anesthesiology”

By: Perry P. Volpitto, M.D., Professor and Head
of Department, Anesthesiology, Medical Col-

lege of Georgia, Augusta, Immediate Past

President, American Society of Anesthesiolo-

gists

TENNESSEE RADIOLOGICAL
SOCIETY

SUNDAY, APRIL 17, 1966

SCIENTIFIC PROGRAM
Lecture Room Auditorium

8:30 A.M.

“Vascular Ring As A Cause of Dysphagia”

By: Eberhard F. Besemann, M.D., Erlanger Hos-
pital, Chattanooga

8:45 A.M.

“Interstitial Radium Therapy in the Treatment of

Pelvic Malignancy”

By: Granville Hudson, M.D., St. Thomas Hos-
pital, Nashville

9:00 A.M.

“High G Deceleration Injuries of the Thoracic

Aorta”

By: Marvin Kierns, M.D., Baptist Hospital, Mem-
phis

9:15 A.M.

“The Kinescope”

By: Charles W. Reavis, M.D., Erlanger Hospital,

Chattanooga

9:30 A.M.

“Gaseous Contrast Material in Radiology”

By: Henry Burko, M.D., Vanderbilt Hospital,

Nashville

9:45 A.M.

“Operative Cholangiography”

By: B. M. Brady, M.D., St. Joseph Hospital, Mem-
phis

10:00 A.M.

Intermission to Visit Exhibits

10:15 A.M.

“Large and Diffuse Ulcerative Lesions in the

Intestinal Tract”

By: John Hampton, M.D., Chattanooga

10:30 A.M.

“Pyelo-Renal Backflow in Acute Ureteral Ob-
struction”

By: Richard Ownbey, M.D., Baptist Hospital,

Nashville

10:45 A.M.

“Angiography of the Abdomen”

By: H. Colby Gardner, M.D., University of Ten-
nessee Medical School, Memphis

11:00 A.M.

“Interstitial Radium Therapy in Head and Neck
Malignancies”

By: Joe Breese Johnson, M.D., Knoxville

11:15 A.M.

“The Radiographic Diagnosis and Differential

Diagnosis of Tumoral Calcinosis”

By: Fred B. Looper, M.D., Vanderbilt Hospital,

Nashville

11:30 A.M.

“Clinical Applications of Heart and Lung
Scanning”

By: Allen Green, Jr., M.D., University of Ten-
nessee, Memphis

11:45 A.M.

“Arteriographic Evaluation of Renal Mass Lesions”

By: George Wood, M.D., Knoxville

12:00 Noon

LUNCHEON
Stephen Whaley Hall, Riverside Hotel

—AFTERNOON—

Lecture Room Auditorium

1:30 P.M.

“The Utilization of Micropaque as a Marker in

Brain Abscess”

By: Joseph H. Allen, Jr., M.D., Vanderbilt Hos-

pital, Nashville

1:45 P.M.

“The Nasopharyngogram”

By: Thomas H. Johnson, M.D., University of

Tennessee, Memphis

2:00 P.M.

“Mass Lesions of the Mediastinum: Primary

Tumors and Cysts”

By: E. Brook Brantley, M.D., Knoxville

2:15 P.M.

“Cervical Lymph Node Metastasis from Unknown
Primary Sites”

By: Benjamin Greenberg, M.D., Kennedy Vet-

erans Hospital, Memphis
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2:30 P.M.

“Unusual Abdominal Radiographic Findings in

the Pediatric Age Group”

By: E. Kent Carter, M.D., Kingsport

2:45 P.M.

“Lower Extremity Intra-Osseous Venography”

By: Hollis H. Halford, Jr., M.D., Methodist Hos-

pital, Memphis

TENNESSEE STATE
ORTHOPAEDIC SOCIETY

Huff House Mountain View Hotel

SUNDAY, APRIL 17, 1966

SCIENTIFIC PROGRAM
9:00 A.M.

Business Meeting

10:45 A.M.

Intermission

11:00 A.M.

“Benign Bone Tumors”

By: Janies W. Harkess, M.D., Associate Professor

of Surgery, Medical College of Georgia,

Augusta

11:30 A.M.

“McMurray Osteotomy”

By: F. P. Dewar, M.D., Associate Professor of

Surgery, University of Toronto

12:00 Noon

LUNCHEON
(Members, Guests and Wives)

Dogwood Room, Mountain View Hotel

—AFTERNOON—

1:00 P.M.

Intermission

2:00 P.M.

“Prophylactic Use of Antibiotics in Disc Surgery”

By: Paul Spray, M.D., Oak Ridge

2:20 P.M.

“Applications and Problems in Innominate Osteot-

omy”

By: W. G. Wheeler, M.D., Vanderbilt Hospital,

Nashville

2:40 P.M.

“Ankle Fusion Problems in Paralytic Extremities”

By: Elwyn Saunders, M.D., and Arthur Brooks,

M.D., Vanderbilt Hospital, Nashville

3:00 P.M.

Intermission to Visit Exhibits

3:20 P.M.

“Experiences with Strontium 85 Scans”

By: Joseph Luna, M.D., Knoxville

3:40 P.M.

“Review of Surgery in Cerebral Palsy. (Thirteen

years experience in a Residency Training pro-

gram.)”

By: Stanley Elmore, M.D., Vanderbilt Hospital,

Nashville

4:00 P.M.

“Review and Observations on Treating Fractures
of the Calcaneus”

By: H. H. Sherrod, M.D., Johnson City

4:15 P.M.

‘TTse of the Milwaukee Brace”

By: John Barrow, M.D., Vanderbilt Hospital,

Nashville

AFTERNOON

WOMAN S AUXILIARY TO THE
TENNESSEE MEDICAL

ASSOCIATION
April 17-19, 1966

CONVENTION HEADQUARTERS
GATLINBURG MOTOR INN

38th Annual Convention

% s£ %

Sunday, April 17

2:00 P.M.-5:00 P.M. Registration

LOBBY—GATLINBURG MOTOR INN

2:00 P.M.-4:00 P.M.

Special Committee Meetings (Awards, Finance,

Revisions)—President’s Suite, Gatlinburg Motor
Inn

2:00 P.M.-5:00 P.M.

Entries accepted for Arts and Crafts Show in

Civic Auditorium

Monday, April 18, 1966

IMPACT BREAKFAST

7:30 A.M.

RIVERSIDE HOTEL
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GENERAL SCIENTIFIC
MEETINGS AND

SPECIALTY SOCIETIES
MORNING

COMBINED MEETING:
TENNESSEE STATE OBSTETRICAL
& GYNECOLOGICAL SOCIETY

TENNESSEE PEDIATRIC SOCIETY
TENNESSEE ACADEMY OF

GENERAL PRACTICE
TENNESSEE SOCIETY

OF ANESTHESIOLOGISTS
Auditorium Gatlinburg

MONDAY, APRIL 18, 1966

SCIENTIFIC PROGRAM

9:00 A.M.

SYMPOSIUM: “Improved Newborn Care”

“Regional Anesthesia by the Obstetrician”

By: Preston Wilds, M.D., Associate Professor of

Obstetrics and Gynecology, University of

Georgia School of Medicine, Augusta

“Respiratory Distress Syndrome in Newborn”

By: D. R. Shanklin, M.D., Associate Professor of

Pathology, University of Florida School of

Medicine, Gainesville, Florida

“Resuscitation of Newborn”

By: Otto Phillips, M.D., Professor of Anes-
thesiology, University of Pittsburgh School

of Medicine, Pittsburgh, Pennsylvania

Intermission to Visit Exhibits

Questions and Answers by the Panel

TENNESSEE STATE
ORTHOPAEDIC SOCIETY

Huff House Mountain View Hotel

MONDAY, APRIL 18, 1966

SCIENTIFIC PROGRAM

9:00 A.M.

“Osteochondritis of the Spine”

By: R. A. Calandruccio, M.D., Memphis

9:20 A.M.

“Facet Fractures After Lumber Disc Surgery”

By: Fred Sage, M.D., Memphis

9:40 A.M.

“Axillary Blocks for Orthopaedic Procedures on
the Upper Extremities

By: Lewis George, M.D., Memphis

10:00 A.M.

GUEST SPEAKER: Joseph Trueta, M.D., F.R.C.S.,

Nuffield Professor of Orthopaedic Surgery, Uni-
versity of Oxford, England

10:45 A.M.

Intermission—Visit Exhibits

11:00 A.M.

“Complications of Plaster and Traction”

By: James Harkess, M.D., Augusta, Georgia

11:30 A.M.

“Spondylolisthesis”

By: F. P. Dewar, M.D., Associate Professor of

Surgery University of Toronto

12:00 Noon

LUNCHEON
Dogwood Room—Mountain View Hotel

(Members, Guests and Wives)

TENNESSEE ACADEMY OF
OPHTHALMOLOGY

Legion Room Auditorium

MONDAY, APRIL 18, 1966

SCIENTIFIC PROGRAM

8:30 A.M.

Meeting Called to Order

By: I. Lee Arnold, M.D., President

8:45 A.M.

“Carotid Artery Occlusion”

By: Reece W. Patterson, Jr., M.D., Knoxville

9:05 A.M.

“The Use of Gamma Globulin In The Treatment
of Herpes Zoster”

By: E. Malcolm Campbell, M.D. and Gordon L.

Mason, M.D., Johnson City

9:25 A.M.

“Presumptive Early Ocular Manifestations of

Poly-arteritis Nodosa”

By: Alice R. Deutsch, M.D., Memphis

9:45 A.M.

“The Congenital Rubella Syndrome with Virus

Recovery: Clinical Manifestations and Ocular

Pathology and Pathogenesis”

By: F. H. Roy, M.D., Memphis

10:05 A.M.

Intermission to Visit Exhibits

10:20 A.M.

“Ectropion—A Complication of Xeroderma Pig-

mentosum”

By: Roland H. Myers, M.D., Memphis
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10:40 A.M.

“Haradas Disease”

By: William Gollihar, M.D., Chattanooga

11:00 A.M.

Business Meeting with Otolaryngologists

—

Holiday Inn

12:00 Noon

LUNCHEON AND PANEL DISCUSSION
Holiday Inn

Panelists: Philip M. Lewis, M.D., Memphis
Alfred N. Costner, M.D., Johnson City

WOMAN’S AUXILIARY TO THE
TENNESSEE MEDICAL

ASSOCIATION
MONDAY, APRIL 18, 1966

Gatlinburg Motor Inn

PROGRAM

8:00 A.M.-2:00 P.M.

Registration—Lobby

8:00 A.M.

Pre-Convention Board Breakfast

9:45 A.M.

General Convention Session

Memorial Service, Committee Chairmen report

12:15 P.M.

LUNCH

1:00 P.M.

“Around the Pacific in Forty Minutes” (Film and
Narration)

By: Dr. and Mrs. Harold B. Boyd, Memphis

9:30 A.M.-4:00 P.M.

Hospitality Room Open

(Visit Arts and Crafts Exhibit—Civic Auditorium)

6:00 P.M.

SOCIAL HOUR

7:00 P.M.

President’s Banquet, Tennessee Medical

Association

Mountain View Hotel

(All Auxiliary Members Invited)

AFTERNOON

TENNESSEE PEDIATRIC SOCIETY
MONDAY, APRIL 18, 1966

12:00 Noon

Luncheon—Pine Room Mountain View Hotel

TENNESSEE OBSTETRICAL AND
GYNECOLOGICAL SOCIETY

Espalier Room Riverside Hotel

MONDAY, APRIL 18, 1966

12:00 Noon

Luncheon

SCIENTIFIC PROGRAM
“Experience with Oxytocics at the University Hos-

pital”

By: Bruce E. Walker, M.D., University of Ten-
nessee Memorial Hospital and Research Cen-
ter, Knoxville

“Perineal Heat Applications With a Commercially
Available Pack”

By: Samuel Binder, M.D., Chattanooga, and
Sister Mary Regis, Memorial Hospital, Chat-

tanooga

“The Primipara With a Breech Presentation”

By: Robert C. Mulliniks, M.D., and Sam P.

Patterson, M.D., University of Tennessee

College of Medicine, Memphis

“Abruptio Placenta Associated With Venous
Congestion”

By: Lawrence White, M.D., Nashville

TENNESSEE THORACIC SOCIETY
Dining Room Graystone Hotel

MONDAY, APRIL 18, 1966

Joint Meeting with the

TENNESSEE CHAPTER—AMERICAN COLLEGE
OF CHEST PHYSICIANS

12:00 Noon

Luncheon

1:00 P.M.

SCIENTIFIC PROGRAM
“Experiences with the Treatment of Histoplas-

mosis”

By: Mac Hudgins, M.D., Knoxville

“Diagnosis and Treatment of Mycotic Infection”

By: Glenn Koenig, M.D., Nashville

“Medical Management of Fungal Diseases”

GUEST SPEAKER: Michael Furchelow, M.D.,

Lexington, Ky.

“Experiences with Atypical Acid Fast Bacilli”

By: Cecil Tucker, M.D., Nashville

“Cardiac Arrhythmias, Newer Concepts in Treat-

ment”

By: Dan Copeland, M.D., F.C.C.P., Memphis

“Life Expectancy With Left to Right Shunts at

Atrial Level”

By: Crawford Adams, M.D., F.C.C.P., Nashville
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TENNESSEE SOCIETY OF
PATHOLOGISTS

Bavarian Room Graystone Hotel

MONDAY, APRIL 18, 1966

Luncheon—Bavarian Room, Graystone Hotel

SCIENTIFIC PROGRAM
1:00 P.M.

“Discussion of the Techniques and Interpretation

of the Newer Serologic Test for Syphilis, In-

cluding the Fluorescent Treponemal Antibody

Test”

By: Miss Alwilda L. Wallace
1:30 P.M.

“Irrigation Cytology”

By: T. C. Moss, M.D. and C. C. Farrow, M.D.

1:45 P.M.

“Light and Electron Miscroscopy Study of Rectal,

Skin, and Muscle Biopsies in Tay-Sachs Disease”

By: A. A. Kattine, J. Schwartz, B. O. Sturlock,

and M. S. Skinner

2:00 P.M.

“Electrophoretic Separations of the Isoenzymes

of LDH”
By: Daniel F. Beals, M.D.

2:30 P.M.

“Alveolar Proteinosis”

By: William Acuff, M.D.

2:45 P.M.

Intermission to Visit Exhibits

3:00 P.M.

“Nuclear Inclusions in a Pituitary Adenoma”
By: J. Rowland, M.D. and M. Wood, M.D.

3:15 P.M.

“Hemolytic Component in Anemia of Uremia in

Man”

By: E. Eric Muirhead, M.D.

4:00 P.M.

Business Meeting

4:00 P.M.— Auditorium

MEDICARE — THE LATEST
DEVELOPMENTS

Up to the minute information on
regulations of the Medicare Law, ef-

fective on July 1, will be presented.

Questions and answers will be part

of this presentation.

By: Russell B. Roth, M.D.
Erie, Pennsylvania

Dr. Roth is one of the most knowl-
edgeable men in the U. S. on Medi-
care. He is a member of the AMA
Advisory Committee to Health, Edu-
cation and Welfare (HEW) and
Chairman of AMA’s Council on Med-
ical Service.

Every member will want to hear this

timely and important presentation.

4:00 P.M.
Monday, April 18

in the
Gatlinburg Auditorium

PRESIDENT S BANQUET
Mountain View Hotel Gatlinburg

Social Hour—6:00 P.M.—Banquet 7:00 P.M.

(Accommodations limited. Get your ticket early.)

Tuesday, April 19, 1966

9:00 A.M.

House of Delegates

Civic Auditorium— Gatlinburg

YOU’RE INVITED
7:15 A.M.—Tuesday, April 19

To the TMA “Continental” Breakfast

Riverside Hotel Gatlinburg

to hear

Mr. John T. McCarty

Asst, to the President of

Rockford College,

Rockford, Illinois

Subject: How To Transmit Ideas

To Community Groups

TMA has entered upon a program to bet-

ter inform the membership of the As-

sociation. This is vital today due to the

rapidly changing conditions involving

medical care. Mr. McCarty’s presentation

is unique. It’s presented in a “different”

manner and an event you cannot afford

to miss.

LET’S COMMUNICATE

MORNING
TENNESSEE

MEDICAL ASSOCIATION
(Open to All TMA Members)

GENERAL SCIENTIFIC MEETING

Legion Room Auditorium

TUESDAY, APRIL 19, 1966

SEMINAR ON IMMUNIZATION
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Courtesy of the Communicable Disease Center,

USPHS.

Presiding: D. Gordon Petty, Vice President, TMA

10:00 A.M.

Introduction: Sarah H. Wood Sell, M.D., Nashville

10:05 A.M.

“Disease Status Reports”

By: D. J. M. Mackenzie, M.B., Ch.B, Atlanta

Epidemiology Branch, C.D.C.

10:30 A.M.

“Use and Abuse of Gamma Globulin”

By: Stanley A. Plotkin, M.D., Philadelphia

Wistar Institute and University of Pennsylvania

10:55 A.M.

“Measles Vaccine”

By: Floyd W. Denny, M.D., Chapel Hill

University of North Carolina

11:20 A.M.

“Rubella”

By: Stanley A. Plotkin, M.D., Philadelphia

11:40 A.M.

Panel Discussion

Question and Answer Period

Moderator: Sarah H. Wood Sell, M.D.

Resource Panel: D. J. M. Mackenzie, M.B.
Stanley A. Plotkin, M.D.
Floyd J. Denny, M.D.

SPECIALTY SOCIETIES
MORNING

TENNESSEE ACADEMY OF
OPHTHALMOLOGY

Room A Holiday Tnn

TUESDAY, APRIL 19, 1966

SCIENTIFIC PROGRAM

8:50 A.M.

Meeting Called to Order

By: I. Lee Arnold, M.D., President

9:00 A.M.

“Amyloidosis of the Eyelid and Conjunctiva”

By: D. Isbell, M.D., Chattanooga

9:20 A.M.

“Conjunctival Amyloidosis”

By: Bruce W. Herndon, M.D., Memphis

9:40 A.M.

“Differential Diagnosis of Papillitis and Papill-

edema”

By: Joseph W. Wahl, M.D., Nashville

10:00 A.M.

“Papilledema Secondary to Pseudo-tumor Cerebri”

By: J. Ed Campbell, Jr., M.D., Knoxville

10:20 A.M.

Intermission to Visit Exhibits

10:40 A.M.

“Conjunctiva Signs of Sickle Cell Disease”

By: George R. Woodbury, M.D., Memphis

11:00 A.M.

“Unilateral Exophthalmos”

By: Charles M. King, M.D., Memphis

11:20 A.M.

“Goniotomy for Congenital Glaucoma”

By: J. Wesley McKinney, M.D., Memphis

11:40 A.M.

“The Use of Bovine Bone in Orbital Floor Frac-

tures”

By: William J. McCoy, III, M.D., Reece W. Pat-
terson, Jr., M.D., and Walter Benedict,

M.D., Knoxville

12:00 Noon

Luncheon and Panel Discussion

Room B—Holiday Inn

Panelists: Philip M. Lewis, M.D., Memphis
Alfred N. Costner, M.D., Johnson City

-

WOMAN S AUXILIARY TO THE
TENNESSEE MEDICAL

ASSOCIATION
TUESDAY, APRIL 19, 1966

Gatlinburg Motor Inn

PROGRAM
Registration

—

Lobby

7:15 A.M.

Continental Breakfast

—

Whaley Hall, Riverside

Hotel

“How to Transmit Ideas to Community Groups”

By: Mr. John T. McCarty, Guest of Tennessee

Medical Association

(Open to All Members)

9:30 A.M.-4:00 P.M.

Hospitality and Arts and Crafts Open

10:00 A.M.-12:00 Noon

General Convention Session

County Presidents’ Report

12:30 P.M.

Honors and Awards Luncheon

—

Installation of Officers
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3:30 P.M.

Post Convention Board Meeting

4:00 P.M.-5:00 P.M.

Pick Up Arts and Crafts

AFTERNOON
TENNESSEE CHAPTER—
AMERICAN COLLEGE OF

SURGEONS
Auditorium Gatlinburg

TUESDAY, APRIL 19, 1966

WELCOME
The Tennessee Chapter, A.C.S. extends a cordial

invitation to all physicians attending the TMA
meeting, to be the guests at the scientific sessions

of the A.C.S. on Tuesday, April 19, 1966. Resi-

dents, Interns and Students are especially invited.

PROGRAM
All Papers To Be Ten Minutes In Length In

Order To Allow For Discussion.

SCIENTIFIC PROGRAM
1:00 P.M.

“Renovascular Hypertension”

By: John H. Foster, M.D., and
H. William Scott, M.D., Nashville

1:15 P.M.

“Carotid Body Tumor: Newer Methods of Diag-
nosis and Surgical Treatment”

By: Harwell Wilson, M.D., Memphis

1:30 P.M.

“Experiences with a Transversalis Fascia Repair
of Groin Hernias”

By: John E. Kesterson, M.D., and
William Acuff, M.D., Knoxville

1:45 P.M.

GUEST SPEAKER: Jonathan E. Rhoads, M.D.
John Rhea Barton Professor

of Surgery and Chairman of

Department of Surgery, Uni-
versity of Pennsylvania
School of Medicine

2:30 P.M.

Intermission—Visit Exhibits

3:00 P.M.

“Malignant Tumors of Salivary Gland Origin”

By: Louis Rosenfeld, M.D., Don Sessions, M.D.,

Barton McSwain, M.D., and Herschel A.

Graves, Jr., M.D., Nashville

3:15 P.M.

“Esophageal Hiatus Hernia and the Peptic Ulcer

Diathesis”

By: Robert Newman, M.D., Knoxville

3:30 P.M.

“The Prevention of Pulmonary Embolism by the

Use of a Plastic Vena Cava Clip”

By: Robert M. Miles, M.D., Memphis

3:45 P.M.

“Clinical Renal Transplantation”

By: Charles Zukoski, M.D., Robert K. Rhamy,
M.D., H. Earl Ginn, M.D., and Fred Gold-
ner, M.D., A. D. Killen, M.D.

4:00 P.M.

Business Meeting

Tennessee Chapter, American College of Surgeons

6:00 P.M.

EVENING PROGRAM
SOCIAL HOUR and BANQUET
Whaley Hall—Riverside Hotel

SPEAKER: Major J. B. Kling, Nationally Known
Cajun Humorist

Members of the Tennessee Medical Association

and guests are invited to the Social Hour and
Banquet. PLEASE PURCHASE YOUR TICKETS
($5.00) EARLY TO SECURE RESERVATIONS.

TENNESSEE DIABETES
ASSOCIATION

Espalier Room Riverside Hotel

TUESDAY, APRIL 19, 1966

12:00 Noon

Luncheon

SCIENTIFIC PROGRAM

1:30 P.M.

“Simplified Concepts in the Management of the

Initial Treatment of the Acidotic Juvenile Dia-

betic”

By: Weston M. Kelsey, M.D., Professor and
Chairman, Department of Pediatrics, Bow-
man Gray School of Medicine, Winston Sa-

lem, N. C.

2:00 P.M.

“Mechanism of Inheritance in Diabetes Mellitus”

By: Ben R. Gendel, M.D., Professor of Medicine,

Emory University School of Medicine, At-

lanta, Georgia

2:30 P.M.

“Problems in Managing Teen-Age Diabetics”

By: Weston M. Kelsey, M.D.

3:00 P.M.

“The Gouty Diabetic or V.V.”

By: Richard Wooten, M.D., Memphis

3:30 P.M.

“Hemachromatosis—Revisited”

By: Ben R. Gendel, M.D.
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4:00 P.M.

Questions and Answers

Drs. Kelsey, Gendel and Wooten

4:30 P.M.

Business Meeting

The Tennessee Diabetes Association wishes to ac-

knowledge contributions by Eli Lilly Company
and Upjohn Company, which made this program
possible.

TENNESSEE DISTRICT BRANCH—
AMERICAN PSYCHIATRIC

ASSOCIATION
TUESDAY, APRIL 19, 1966

12:00 Noon

LUNCHEON
Mural Room—Riverside Hotel

SCIENTIFIC PROGRAM
Lecture Hall Auditorium

1:00 P.M.

“Pre-Puberty Anorexia Nervosa”—Case Presenta-

tion and review of the literature.

By: Kent Kyger, M.D., Nashville

Discussant: H. James Crecraft, M.D.

1:45 P.M.

“Psychopharmacology: Molecules of Mental

Health”

By: F. Sulser, M.D., Nashville

2:30 P.M.

Intermission—Visit Exhibits

3:00 P.M.

Business Meeting

(TDB-APA Members Only)

6:00 P.M.

SOCIAL HOUR

7:00 P.M.

ANNUAL BANQUET
Ski Lodge—Gatlinburg

TENNESSEE ACADEMY OF
PREVENTIVE MEDICINE AND

PUBLIC HEALTH
and

TENNESSEE INDUSTRIAL
MEDICAL ASSOCIATION

City Council Room Civic Auditorium
TUESDAY, APRIL 19, 1966

SCIENTIFIC PROGRAM
1:00 P.M.

“Prevention of Coronary Heart Disease”

By: Wilhelm Raab, M.D., Active Emeritus Pro-
fessor of Experimental Medicine, Director of

Cardiovascular Research Unit, University of

Vermont College of Medicine, Burlington,

Vermont

2:00 P.M.

“Control of Epoxy-Resin Dermatitis in Industry”

By: Marcus M. Key, M.D., Director Dermatology
Section, Division of Occupational Health, U.S.

Public Health Service, Cincinnati, Ohio

2:50 P.M.

Intermission—Visit Exhibits

3:10 P.M.

“Some Health Problems Related to Water Re-
sources Development in Kenya”

By: O. M. Derryberry, M.D., Director of Health

and Safety, TVA

4:00 P.M.

Business sessions of respective societies

TENNESSEE NEUROSURGICAL
SOCIETY

Legion Room Civic Auditorium

TUESDAY, APRIL 19, 1966

SCIENTIFIC PROGRAM
2:00 P.M.

“Medical Facts and Precautions Connected With
Scuba Diving” (Illustrated)

By: Daniel F. Beals, M.D.

3:00 P.M.

Business Session

Following the business session, members are in-

vited to view the exhibits and to attend the ses-

sion of the Tennessee Chapter of the American
College of Surgeons meeting.
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RESUME OF BOARD OF TRUSTEES' ACTIONS
MEETINGS OF JANUARY 8-9, 1966

Appointment of • In keeping with Chapter V, Section 2 of the By-Laws, the
Nominating Committee Board appointed a Nominating Committee for 1966 from the

list of eligible delegates certified by the county medical
societies. The following physicians were named to consti-
tute the Nominating Committee:

EAST TENNESSEE: John H. Saffold, M.D. , Knoxville; John M.
Higgason, M.D., Chattanooga; Harmon L. Monroe, M.D.,
Erwin. MIDDLE TENNESSEE: Chas. C. Trabue , IV, M.D.

,

Nashville; John 0. Williams, M.D. , Mt. Pleasant; Charles
Petty, M.D., Clarksville. WEST TENNESSEE: Harold B.
Boyd, M.D., Memphis; Charles N. Hickman, M.D. , Bells;
Arthur C. Dunlap, M.D., Paris.
The secretaries of all county medical societies have been

notified of the composition of the Nominating Committee.

Impact Board of • The Board of Directors for Independent Medicine’s Politi-
Directors Named cal Action Committee - Tennessee as appointed by the TMA

Board of Trustees were:
FIRST DISTRICT - E. Kent Carter, M.D., Kingsport; SECOND
DISTRICT - Richard C. Sexton, Jr., M.D., Knoxville; THIRD
DISTRICT - Frank B. Graham, M.D., Chattanooga; FOURTH
DISTRICT - Richard E. Green, M.D. ,

Murfreesboro; FIFTH
DISTRICT - James M. Hudgins, M.D., Nashville; SIXTH DIS-
TRICT - J. 0. Williams, M.D. , Mt. Pleasant; SEVENTH DIS-
TRICT - Oliver H. Graves, M.D., Jackson; EIGHTH DISTRICT
- J. C. Moore, M.D., Dyersburg ; NINTH DISTRICT - B. G.

Mitchell, M.D., Memphis.

Committee • The appointment of the Standing and Special Committees of
Appointments the Association for 1966-67 were made. The appointments

will be finally approved and will become effective follow-
ing the annual meeting in April.

With reference to selection of recipients for the Dis-
tinguished Service Award, no recipient was selected for
1966. The Board unanimously recommended and approved a
resolution in scroll form to be prepared, honoring Dr.
Charles C. Smeltzer for his service to medicine, to the Ten-
nessee Medical Association, and commending him for the honor
received as a result of his being elected to the Judicial
Council of the American Medical Association.

• The Board established and named the composition for a
"State Utilization Committee". It will be a Special Com-
mittee of TMA. The Board recommended that this committee
should consist of the five surviving past-presidents. In
addition, the Board approved the establishment of a Claims
Review Committee in keeping with requirements under the
Medicare Act (P.L. 89-97).

Long Range Planning • The Board accepted and approved the report of the Long
Range Planning Committee, as follows:

(1) Approved in principle a change in the meeting dates
of the annual meeting to be effective in 1967, if possible.

Utilization and
Claims Review
Committees



Policy Position

On Medicare

Representatives
Appointed to Meet
With State Officials

On Title XIX of

Medicare

Heart Disease,
Cancer and Stroke
Amendments

—

P.L. 89-239

If the proposal is approved by the House of Delegates, the
annual meeting will begin on Thursday evening with the meet-
ing of the House of Delegates, and conclude at Noon on the
following Sunday.

(2) Approved an item in the budget to defray expenses of
alternate delegates to attend the annual and clinical ses-

j

sions of the AMA House of Delegates. This action requires
an amendment to the By-Laws.

(3) Approved an amendment to be introduced in the House
1

to amend the Constitution wherein trustees may be eligible
to serve more than one term.

(4) Approved minor amendments to bring up-to-date and
clarify other sections of the By-Laws.

(5) Upon recommendation of the Editor of the journal, the
Board approved the formation of a "Committee on Publica-
tions".

• The trustees formulated a TMA policy statement pertaining
to Public Law 89-97. The statement is as follows:

(Policy position adopted in order that the TMA membership
be fully informed as to the provisions of the law and their
rights.

)

1. That current practices and customary procedures with
respect to certification of hospital admission and care
should be continued under Public Law 89-97 and that hospital
utilization committees should be composed only of practicing
physicians.

2. That the charges for the services of hospital-based
specialists should be billed and collected in the same man-
ner as are the fees of other physicians . . . and that the
AMA position to vigorously resist efforts to change this
provision in the law be supported.

3. That all governmental programs, federal and state,
reimburse physicians according to the usual and customary
fee within the community without reference to any existing
payment schedule as a basis . . . and that the medical
aspect of Title XIX and Title II of P.L. 89-97 (grants to
the states for public assistance) be administered by the De-
partment of Public Health.

4. The Board of Trustees designates the Claims Review
Committee to meet and work with the fiscal intermediary for
Part B under Medicare. (Equitable Life Assurance Society of
the United States.)

5. That an individual physician, acting independently and
not in concert with others, may lawfully and ethically elect
to treat or not to treat persons under the Medicare program,
and that medicine will oppose any program which will inter-
fere with the physician's freedom of choice with respect to
participation or the acceptance of financial arrangements
under which he shall provide care.

6. That the Legislative Committee be assigned to conduct
the continuing study of all facets of the administration of
P.L. 89-97 and its implementation, and report to the Board
of Trustees at regular intervals.

• Upon request of the Special Assistant to the Governor,
the following representatives were selected by the Board to
meet with state officials. They included Dr. John H. Burk-
hart, President; Dr. Baker Hubbard, President-Elect; Dr. R.

H. Kampmeier, Editor; Dr. K. M. Kressenberg, Chairman of the
Advisory Committee to the Department of Public Welfare ; Dr.
Roy Tyrer, Chairman of the TMA Legislative Committee ; Dr.
Morse Kochtitzky, Chairman TMA Communications and Public
Service Committee.

• The Board revised the Liaison Committee to Medical
Schools, naming Dr. W. 0. Vaughan of Nashville, Chairman,
and directed that the committee be alerted to become active
in working with medical schools and other groups dealing
with P.L. 89-239 (Heart, Cancer and Stroke Amendments).

(Continued on page 293)



Knoxville, Nashville
Schedule TV Series

Date Set for
Second Mental
Health Congress

AMA-ERF Loans
Continue to Grow

Hadley Williams, Public Service Director

• "Spotlight on Medicine"
, the TMA Communications and Pub-

lic Service Committee's television series, will begin being
programmed in Knoxville and Nashville March 27 and April 3
respectively.

WATE-TV in Knoxville will air the 13-week series at 1:30
p.m. Sunday afternoons and WLAC-TV in Nashville will program
the show at 11:00 a.m. each Sunday.

Each "Spotlight on Medicine" program utilizes a panel of
three local physicians and a station moderator to discuss a
specific health problem or disease. Prior to the live dis-
cussion a dramatized film segment will be shown outlining a
particular medical problem or surgical procedure.

The series began in Jackson over WDXI— TV in January and
response from the viewing public has been excellent.
• The Second Tennessee Congress on Mental Illness and
Health will be conducted in Nashville October 12-13 at the
Hermitage Hotel.

Sponsored by TMA and its Mental Health Committee, cooper-
ating organizations include the Tennessee Mental Health As-
sociation, Tennessee District Branch of the American Psychi-
atric Association and the Woman's Auxiliary to the Tennessee
Medical Association.

Aims of the Congress are

:

1. To bring together persons who have a common problem,
for talking together.

2. To present psychiatric information about health topics
of broad national, state and hamlet concern by speak-
ers of unusual ability.

3. To bring up-to-date the facts of state planning for
mental health and the prevention of it.

4. Some report of progress on (a) new mental health laws,
(2) new educational programs and (3) development of
comprehensive mental health clinics.

5. What are the hopes for the future?

The one-and-a-half day Congress will follow the same out-
line as the First Tennessee Congress which was held November
13-14, 1963 and was attended by 438 physicians, nurses, hos-
pital representatives. Mental Health Association members,
civic, church and psychological association members.
• The Loan Guarantee Program of the American Medical Asso-
ciation Education and Research Foundation extended an average
of 685 loans per month to medical students, interns and res-
idents during 1965. A total of 8,213 loans worth $9,573,050
in principal amount were made for the year, and represented
an 11 per cent increase from the number granted in 1964.
The program, after four years of operation, has granted
27,500 loans worth $31,857,138 in principal.

During 1965 AMA-ERF granted 509 loans in Tennessee total-
ing $569,900. Only California with 912 and Texas with 668
were ahead of Tennessee in the total number of loans made
during the year.



HEW Names
Medicare Carriers

TMA Seeking
4th AMA Delegate

Laboratory Operator
Faces Fraud Charges

PR Plaque

• The Commissioner of Social Security, Robert M. Ball, an-
nounced February 10 that forty-nine organizations in the
health insurance field had been named to serve as contrac-
tors in the payment of physicians' bills for the Medicare
program.

Among the organizations selected were 32 Blue Shield
plans, 16 insurance companies and one independent health in-
surer. The contractors named will receive and pay physi-
cians' bills under one-year contracts, subject to renewal
upon demonstration of satisfactory performance.

Under their agreements with the Government, the individ-
ual contractor's primary responsibility will be to pay the
reasonable charges for physician and other health services
covered under Part B. In determining reasonable charges,
the contractors will consider the usual and customary charges
made by physicians, as well as the prevailing rates in the
area for similar services. In paying for these services,
the contractor must assure that the reasonable charges are
no higher for Medicare patients than for comparable services
under comparable circumstances for its own policy-holders or
subscribers

.

The Equitable Life Assurance Society of the United States
was named as carrier for Tennessee. Equitable will also
serve as carrier for Idaho, New Mexico and Wyoming.

As of February 15, 13,545,000 persons age 65 or over, or
71 per cent of the age group in the population, had enrolled
for the supplementary medical insurance. 1,113,000 or 6 per
cent have indicated they do not want the voluntary protection
and approximately 4.5 million have not indicated their in-
tentions.

• Figures released by the AMA as of December 31, 1965 show
that Tennessee has a total of 2,955 active dues paying and
veteran (dues exempt) AMA members.

Representation in the AMA House of Delegates currently
allows one delegate for each 1,000 members or fraction
thereof. Tennessee is represented in the AMA policy making
body by three delegates.

With the addition of 46 AMA members during the current
year, Tennessee would be entitled to the fourth delegate in
1967.

Of extreme importance is the fact that the AMA House has
adopted a new policy regarding apportionment of the House of

Delegates. When the total number of AMA delegates reaches
250 all future additions will be based on one delegate for
each 1,250 AMA members from a state. The membership of the
House of Delegates for 1966 is 238.

Dr. 0. Morse Kochtitzky, chairman of the Communications
and Public Service Committee, has written a personal letter
to each non-AMA member in Tennessee urging them to join with
their colleagues in belonging to medicine's national organi-
zation.

• The operator of Science Laboratories of Flagstaff, Ari-
zona, Robert B. Holmes, has been arrested and faces a mail
fraud charge in connection with the operation of a mail or-

der medical laboratory, the Post Office Department announced.
Bond for Holmes was set at $10,000 in the arrest which

was the first in many years in connection with a medical
laboratory.

• Every physician should have on display in his office the

attractive AMA plaque which invites patients to discuss
frankly any questions regarding services or fees. A promi-
nently displayed plaque can do much to eliminate areas of

misunderstanding between physician and patient.
The plaques can be obtained for the nominal charge of

$1.25 from AMA, 535 North Dearborn Street, Chicago, Illi-
nois 60610.
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The discomforts of

DIARRHEA
MUCOUS COLITIS
DIVERTICULITIS
SPASTIC URETERITIS
BLADDER SPASM
• are relieved by direct musculotropic action with

Trocinate
brand THIPHENAMIL HC1

Available in 100 milligram pink sugar-coated tablets.

The high therapeutic index permits dosage sufficient to relieve

spasm promptly. The usual initial dose is 4 tablets. Maintenance dosage

is usually one or two tablets 4 times a day.

Trocinate BRAND THIPHENAMIL HC1
BETA-D1ETHYLAM I NOETHYL DIPHENYLTHIOACETATE HYDROCHLORIDE

. . . directly relaxes smooth muscle spasm

. . . combats hypermotility

. . . non-mydriatic — may be used in glaucoma

Trocinate (Thiphenamil HCl) has been found in three clinical studies, (J. Mo.
Med. Assoc., 48:685-6; Med. Rec. & Annals, 43:1104-6; J. Urol., 73:487-93),
to be effective and to be free of side-effects. Fifteen years of wide clinical usage has
affirmed the safety and effectiveness of Trocinate.

WILLIAM P. POYTHRESS & COMPANY, INC., RICHMOND, VIRGINIA

Manufacturers of ethical pharmaceuticals since 1856
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CUNICOPATHOLOGIC
CONFERENCE

Vanderbilt University Hospital*

Alveolar Carcinoma of the Lung

Encephalitis Due to Herpes Simplex

DR WILLIAM COPPAGE: This 63 year old

college history professor had had an illness of at

least 6 months duration which he thought was

primarily confined to the chest. He complained

of “pain and soreness in the lungs” during this

same period and some shortness of breath. He de-

nied other usual symptoms of respiratory illness.

In the 3 years prior to hospitalization he had

traveled extensively in Europe and the Middle

East and, more recently, in the San Joaquin Val-

ley of California. There was no history of illness

during this period. He had had mild diabetes

mellitus for approximately 10 years which had

been symptomatically controlled by diet and

chlorpropamide (Diabinese).

On admission to the hospital the patient’s vital

signs were normal, and there was no fever. He
had several physical findings compatible with the

complications of diabetes mellitus, but the most

striking abnormality was marked derangement in

his mentation. There was a partial expressive

aphasia, and he was slow and deliberate in his

thinking; and halting in his speech. The general

appearance was that of depressed mentation quite

out of proportion to his talents and station in

life. There was no stiffness of the neck, and

variable minor reflex changes were described

with no localizing value.

The initial hemogram was normal except for an

elevation of the erythrocyte sedimentation rate.

Later in the hospital course he developed a mild

leukocytosis. The urinalysis was unremarkable

save for glycosuria. There was a persistent ele-

vation of blood glucose; and the blood urea nitro-

gen, although initially normal, rose during hospi-

talization. The serum alkaline phosphatase was
elevated throughout, but liver function tests were

normal. Concentration of serum calcium ranged

from normal to low values, the lowest values gen-

erally associated with the progressive azotemia.

The PBI. was low on 2 occasions, but the T3-up-

take was in the normal range. A number of spi-

cose concentration consistent with the level of

blood glucose, elevated protein content, and a

paucity of cells, about 70% of them being mononu-
clear. Repeated smears for bacteria, including

acid-fast bacilli, and fungi were nonrevealing,

and the cultures were negative. On passage of

the cerebrospinal fluid through a millipore filter a

number of unusual cells were seen, but these

were not diagnostic of tumor cells. An EEG.
showed generalized cortical dysfunction of no
etiologic value. All skin test were consistently

negative, including histoplasmin, coccidioidin,

blastomycin, old tuberculin, and PPD. Several

gastric washings were negative on smear and cul-

ture for tubercle bacilli and fungi.

His hospital course was afebrile during the first

4 days after which he had a seizure and remained
febrile until his death. The level of conscious-

ness diminished and variable mild stiffness of the

neck was noted. His pulse and respiratory rate

increased with time; and despite a variety of

therapeutic agents including steroids, antibiotics,

and antituberculous drugs he died.

We have to deal here, then, with an ill-

ness in an elderly man of several months
duration, initially afebrile, which involved

both the lungs and the central nervous sys-

tem. I wonder if at this time we might have
Dr. Burko describe the chest x-ray for us.

DR HENRY BURKO: Small nodular den-

sities are seen to be distributed uniformly

throughout both lung fields. The pattern of

distribution suggests a hematogenous origin

which indicates consideration of the follow-

ing processes: miliary tuberculosis, histo-

plasmosis, metastatic carcinoma. Most likely

considerations to be included in a differen-

tial diagnosis are hemosiderosis and alveolar

cell carcinoma.

DR. WILLIAM COPPAGE: We might
begin our discussion, then by turning our

attention to the miliary nodules throughout

the lungs. A variety of diseases can give

such a radiographic picture, and I have pre-

pared a listing of some of those we should

consider in the present instance (table 1).

Table I

Miliary Pulmonary Nodules
Granulomatous Malignant Other

Infection Other Primary Metastatic Hemosiderosis
Silicosis

Tuberculosis Sarcoidosis
Histoplasmosis Berylliosis
Coccidioidomycosis

nal punctures were performed with the consistent

finding of clear fluid under normal pressure, glu-

*From the Departments of Medicine and Pathol-

ogy, Vanderbilt University School of Medicine,

Nashville, Tenn.

While hemosiderosis and silicosis can pro-

duce such a picture, I think we can readily

eliminate them from further consideration.

Hemosiderosis of the primary variety is

generally found in young persons and man-
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ifest by considerable respiratory symptoma-
tology, hemoptysis, anemia, and early

death. Secondary hemosiderosis is nearly

always confined to individuals with chronic

congestive heart failure, particularly that

in connection with valvular disease, which

does not seem to apply to our present case.

Silicosis is always associated with an occu-

pational history of inhalation of silica parti-

cles of specific size for long periods, and the

general clinical picture is that of progres-

sive pulmonary insufficiency. Diffuse gran-

ulomatous lesions often give such a radi-

ographic picture. Berylliosis, I believe, we
can readily eliminate for lack of an ap-

propriate history of exposure, and I am
unaware that this ever involves the central

nervous system. Sarcoidosis is more dif-

ficult to exclude from serious considera-

tion. Boeck’s sarcoid is compatible with in-

volvement of both the pulmonary and cen-

trol nervous systems as described. Howev-
er, I believe the age of the patient, absence

of hilar disease, lack of apparent involve-

ment of skin lymph node, liver, or spleen,

and normal serum calcium and globulins

make such a diagnosis highly unlikely.

It is infectious granuloma which so

characteristically gives diffuse miliary lung

lesions and is readily disseminated to the

central nervous system. It is difficult to re-

sist making a diagnosis of tuberculosis in

the present case because we are faced with

an elderly man with diffuse miliary pulmo-

nary infiltration and a disease involving the

central nervous system generally without

focal signs but some indication of menin-

geal irritation. One might readily interpret

this as indicating miliary tuberculosis with

multiple brain tuberculomas, at least one of

which has extended to, and ruptured into

the subarachnoid space. I believe, howev-

er, there are a number of things which are

not characteristic of overwhelming tubercu-

lous infection. These include the six or

more months of illness, the absence of fev-

er, lack of more respiratory symptoms, fail-

ure to develop anemia, negative skin test,

inability to isolate tubercle bacilli from

sputum, gastric washings, or spinal fluid,

and lack of a greater cellular response or

lower glucose concentration in the spinal

fluid. None of these factors individually ex-

cludes tuberculosis, but as a group, I be-

lieve, they are worthy of note. As an exam-
ple, I have gathered together a list of cir-

cumstances in which a tuberculin skin test

may be negative in the presence of active

tuberculous disease (table 2). The fact re-

mains, however, that over 99% of individ-

uals with active tuberculosis do have a pos-

itive skin test.

Table 2

Negative Tuberculin Reaction With
Tuberculosis Infection

1. After desensitization

2. During incubation period

3. When the infection “has not taken” (after
BCG vaccination or natural infection)

4. Cachexia

5. Miliary spread

6. Transitory during certain nontuberculous in-
fectious diseases

7. “Reversion” of previously positive clinically
healthy individuals

8. Biologically healed tuberculosis

9. Old age

10. Sarcoidosis

11. Hodgkin’s disease

12. Steroid treatment

13. Certain cases of active tuberculosis in which
none of above mentioned conditions can be
demonstrated

Our comments about tuberculosis apply
equally as well to histoplasmosis, a disease

we have learned to consider very seriously

whenever we think of tuberculosis in this

endemic community. Disseminated histo-

plasmosis is generally of acute onset with
prominent respiratory symptoms, albeit of a

nonspecific nature not differing materially

from many lower respiratory illnesses. The
histoplasmin skin test is even less useful in

the presence of miliary spread, being nega-

tive in about half. I believe, however, the

constellation of features of the present case

which are not characteristic of tuberculosis

are also not characteristic of disseminated

histoplasmosis. It should be noted that an

active search for the organism was made.

Coccidioidomycosis is a disorder with

which we have had relatively little expe-

rience in this community, but which becomes
a serious consideration in face of the pa-

tient’s recent return from a heavily endem-
ic area. Disseminated coccidioidomycosis is

perhaps associated with the most toxic clin-

ical picture of the infections granulomas,

frequently presenting with high fever, dia-

phoresis, prominent cough, and productive

sputum. There is generally an abrupt onset,



272 CUNICOPATHOLOGIC CONFERENCE March, 1966

and the skin test may be nonreactive in as

many as 70%. Again, the duration of the

illness, the absence of toxicity or fever, the

lack of significant respiratory symptoms,
other than shortness of breath, negative

skin test, and inability to isolate the organ-

ism argue against this disease.

Malignant tumors can produce a miliary

picture in the lungs as well as involve the

central nervous system. In general, malig-

nancy is associated with more variability in

the size of individual lesions and is less

evenly distributed throughout the lung

fields than are granulomas. Of the primary
malignancies of the lung both bronchogenic

carcinoma and alveolar cell carcinoma have
been known to produce miliary lesions

throughout both lung fields. It is of note

that the patient under discussion did not

smoke nor did he have a history of chronic

lung disease. Of malignancies originating

outside the lung, those from thyroid, pros-

tate, and colon have been observed with
small miliary metastatic lesions involving

the lungs. The patient’s age, failure to find

abnormalities of the thyroid gland on phys-

ical examination, and the absence of more
apparent bone involvement are minor
points against this being thyroid malignan-

cy. The low PBI. is of no assistance be-

cause thyroid carcinoma is very rarely as-

sociated with either hyper-or hypothyroid-

ism. Examination of this patient’s prostate

gland on admission to the hospital failed to

indicate evidence of tumor. Bone involve-

ment is generally more obvious than ob-

served in the case under consideration and
extension to the central nervous system is

decidedly uncommon, especially in the ab-

sence of gross visceral metastases. Colonic

carcinoma cannot by any means be elimi-

nated; but the duration of symptoms with-

out signs pointing to the gastrointestinal

tract, the absence of hepatic metastases,

and involvement of central nervous system

would be distinctly unusual for colonic

malignancy.

Granting that we have good and suf-

sufficient reason to suspect either granulo-

matous or malignant disease in this case, I

believe the findings are best explained by a

malignant process disseminated throughout

the lungs and diffusely to the central ner-

vous system, with some extension to the

contiguous meninges resulting in the abnor-

malities noted in the spinal fluid. Whether
or not dissemination below the diaphragm
occurred is not possible to say. I believe,

however, that the elevation of the serum
alkaline phosphatase does reflect bone in-

volvement despite the fact that no radio-

graphic evidence of bone disease was com-
mented on in the hospital x-rays. Dissemin-

ated malignancy would be compatible with

the relatively long course, absence of local-

ized symptoms, lack of fever, toxicity, or

anemia, lack of a picture characteristic of

full-blown meningitis, absence of positive

skin tests for granulomatous disease, and in-

ability to isolate an infectious agent. I have

no assurance we can do more than guess at

the origin of the suspected malignancy, but

from the information at hand one would
suppose that the primary lesion was sit-

uated above the diaphragm.

DR. JOHN SHAPIRO: This case had a

variety of pathologic findings of interest

but I shall try to confine myself to those

most pertinent to the clinical course and

death of this patient. The major site of dis-

ease encountered on gross examination

was in the lungs which were both heavy,

weighing 750 and 650 Gm. and tending to

maintain their shape. Innumerable nodules

were evident subpleurally and throughout

the interstitum of the lung—these varied in

size from pinpoint to nodules of some 3 cm.

Frozen section of one of the nodules estab-

lished a diagnosis of carcinoma involving

the lung, probably alveolar cell in type.

The bronchi were opened but no site of ori-

gin was demonstrated in the bronchi. Very

frequently, as we have pointed out before,

we will define a large mass in association

with a so-called alveolar cell carcinoma and

will adduce evidence not infrequently for

the origin of such a tumor in a pulmonary

scar. We could not make such association in

this particular case. This tumor grew in a

characteristic way for the so-called alveolar

cell carcinoma, tending to grow on the sur

face of alveoli, often times maintaining a

lumen (Fig. 1). The constituent epithelium

varied from columnar to a squamous type

as is so frequently the case in this type tu-

mor. This pattern of growth was main-

tained in the metastatic foci which includ

the mediastinal and retroperitoneal lymph
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Fig. 1.

nodes, both adrenals, the bone marrow mi-

croscopically, and even such an organ as

the spleen, on microscopic examination.

When we encounter such a diffuse neo-

plasm of the lung with evidence of respira-

tory difficulty, it becomes mandatory to

seek meticulously for another site of origin

with the possibility that the pulmonary

neoplasm is secondary. Such was not dem-

onstrated in this particular case—the thy-

roid, stomach, pancreas and other likely

sites were excluded by our examination. An
argentaffinoma of the small bowel and a

benign polyp of the large bowel were dem-
onstrated but these could not possibly

have been the site of origin of the tumor.

There was an interesting involvement of

the brain in the form of a neoplastic menin-

gitis. A few small nodules were found in

the meninges grossly, and sections from

these areas showed tumor cells growing

within the meninges and extending into the

vascular spaces of the brain. There were no

secondary nodules within the brain sub-

stance itself.

Another disease state which was present,

and one which certainly did contribute to

his terminal illness, was demonstrated in

the central nervous system. In association

with areas of softening and some perivascu-

lar infiltration of round cells, intranuclear

inclusions typical of inclusion body enceph-

alitis were demonstrated (Fig. 2). Her-

petic lesions were not demonstrated else-

where. Electron micrographs of the case at

hand shows particles identical with those

we have identified in both infected animals

and in spontaneously occurring human cases

from which herpes simplex has been isolat-

ed. The picture of progressive disorienta-

Fig. 2.

tion,, the high fever and the convulsion fit

well into the clinical picture which has

emerged from studies of cases of viral

encephalitis due to herpes simplex. Addi-

tional pathologic findings include an early

nutritional cirrhosis of the liver with active

breakdowns of cells.

Let me emphasize that the patient’s main
disease state was neoplastic as Dr. Coppage
postulated. We feel certain that it repre-

sents the not infrequently encountered al-

veolar cell carcinoma of the lung. This tu-

mor may exhibit a variety of morphologic

patterns bearing such descriptive terms as

pulmonary adenomatosis on the one hand,

and alveolar cell carcinoma on the other.

The much discussed resemblance of the lo-

calized variant of this disease state to so-

called “jaagsiekte” of sheep is, as far as I

know, entirely on a morphologic basis with

little else to suggest that they have a com-

mon etiology.

Final Diagnoses:

Alveolar carcinoma of lung with wide-

spread metastases, and encephalitis due to

herpes simplex
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THE ANNUAL MEETING OF THE TENNESSEE MEDICAL ASSOCIATION

Beginning on Sunday, April 17, 1966, and extending for three

days, the Tennessee Medical Association will hold its 131st Annual
Meeting in Gatlinburg, Tennessee. TMA last met in Gatlinburg in

1958, and on this occasion enjoyed one of its better attended meet-

ings. The facilities, accommodations, and scenery in Gatlinburg

are the best in the state, and the 1966 Annual Meeting attendance

should exceed all previous ones.

Annual meetings of the Tennessee Medical Association have

many purposes. Through the scientific sessions presented by the

specialty societies, the physicians of Tennessee are offered an op-

portunity to broaden their medical knowledge by learning new ideas and new techniques

and by review of others which require refreshing. The rapidly developing socio-economic

changes and concepts make it difficult for a busy physician to keep abreast of the times,

and the annual meeting can serve as a source of information in this regard which will

prove invaluable to him. This year, of course, this subject will be more pertinent than

ever before, and arrangements have been made to bring to the Gatlinburg meeting one of

the most knowledgeable persons in the arena of health, welfare, and social security to en-

lighten the profession of Tennessee concerning the new programs and requirements which

are soon to go into effect. Dr. Russell B. Roth, Erie, Pennsylvania, Chairman of the Coun-

cil on Medical Service for the American Medical Association and key member of the AMA
Advisory Committee to HEW, will speak on Monday afternoon and be available for ques-

tions, answers, and discussion on the general subject of the Medicare Law.

Much of the business of the state association is conducted at the annual meeting, and

the establishment of new policies and revising of older ones occupies much of the time of

the House of Delegates. Annual reports are presented and the work of the Association is

reviewed. In this connection it might be appropriate to point out that while the House of

Delegates is composed of representatives who are selected and sent by the county medical

societies and who are the ones that conduct the business of the society, the meetings are

open to all members of TMA and are certainly most informative.

Not the least of the purposes of the annual meeting is the opportunity for profession-

al fellowship and social activity. The annual meeting is a work session, but it is also de-

signed for pleasure. It gives the attending physician an opportunity to renew acquaint-

ances and friendships from across the state, to visit with colleagues whom he hasn’t seen

for some time, and to for a short time relax in an atmosphere of friendliness and mutual

regard.

The Annual Meeting of the Tennessee Medical Association needs your attendance. You
as a member of TMA need to attend its annual meeting. I urge you to make your plans

for a fruitful and enjoyable three days in Gatlinburg April 17-19, 1966.

Dr. Burkhart

President
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EDITORIAL

PRESSOR HYPERTENSION

The kidney may produce hypertension by
at least three mechanisms: (1) the elabora-

tion of a pressor substance (pressor hyper-

tension)
; (2) the failure to produce some

humoral substance (renoprival hyperten-

sion)
;
and (3) the abnormal retention of

salt and water.

Goorno and Kaplan 1 have recently stud-

ied patients with hypertension and the re-

nal pressor material involved in the first of

these mechanisms. In certain patients the

kidney apparently elaborates a pressor sub-

stance in the presence of renal ischemia

and thereby produces hypertension. The
prevailing theory suggests that a decrease

in the pressure within the renal afferent ar-

teriole causes the juxtaglomerular appara-

tus to release renin. Renin then acts enzy-

matically upon a substrate in the circula-

tion to produce angiotensin I. This sub-

stance is then acted upon by a converting

enzyme to produce the potent pressor sub-

stance angiotensin II. It is this substance

which presumably is the pressor material

being measured in these tests.

These authors have attempted to assess

the role of the pressor substance in various

hypertensive states. The material is meas-
ured directly by bio-assay of renal venous
blood and indirectly by the angiotensin-in-

fusion test. Their results support the valid-

ity of the angiotensin-infusion test as a

measure of renal pressor substance. Since

the exact nature of the renal pressor sub-

stance is not known, their results cannot be
taken to indicate that the response to exo-

genous angiotensin is specifically related to

the level of endogenous angiotensin. How-
ever, there was excellent correlation in 40

of 45 patients in this study indicating that

sensitivity to the angiotensin-infusion test

indicates absence of renal pressor substance

and that resistance to the angiotensin-infu-

sion test indicates an elevated level of renal

pressor substance. The five discrepancies

may well be attributed to technical errors

or associated disturbances due to previous

therapy.

Using the results of both procedures cer-

tain conclusions about the role of the renal

pressor mechanism in various hypertensive

diseases can be made. The renal pressor

mechanism is not involved in essential hy-

pertension initially. However, as the hy-

pertensive process accelerates and finally

becomes malignant, pressor substances do

appear, presumably the result of ischemia

induced by intrarenal occlusive vascular

disease. Although the pressor substance

may aggravate the hypertensive process it

is considered a secondary rather than a

causal factor.

Patients with hypertension in association

with acute and chronic renal parenchymal

diseases apparently have no increase in re-

nal pressor substance and have sensitivity

in the angiotensin-infusion test.

The hypertension seen in renal vascular

disease is widely accepted as being pressor

in origin. If this is true such patients with

functionally significant and thereby surgi-

cally amenable renovascular disease should

have either pressor substance in the renal

venous blood or resistance in the angioten-

sin-infusion test. The authors have com-

bined their present data, previous data us-

ing the infusion test alone, and data pre-
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viously reported by McPhaul and asso-

ciates2 with the pressor assay alone, consid-

ering only patients with unilateral vascular

disease who were subjected to definitive

surgical repair. The combined data showed
that surgical success occurred in all 19 pa-

tients with positive pressor assays and in 16

of 19 who were resistant to angiotensin.

Two of the failures died of malignant hy-
pertension shortly after operation. All pa-

tients who had negative pressor assays and
all with angiotensin sensitive tests showed
no response of hypertension to definitive

surgery.

As ignorance about the mechanisms pro-

ducing hypertension is gradually chipped
away, our patients will profit. This study

will help the physician select those few pa-

tients with surgically amenable renovascu-

lar disease in whom surgical intervention is

indicated.

A.B.S.
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TITLE XIX

Now that the smoke has cleared from the

Medicare battlefield one may take a look at

the remainder of that bill

—

Title XIX.
Under this portion of the law, the medi-

cally needy must be provided medical care

on a par with Medicare by 1975. This will

include, then, recipients of welfare benefits

under Aid to the Blind, Old Age Assistance,

Aid to the Family with Dependent Chil-

dren, Medical Aid for the Aged, and Aid to

the Disabled. It is estimated that by 1975

some 40 million of our people will be cared

for by the joint venture of Medicare and
Title XIX.

Federal funds were not appropriated for

this portion of the Medicare law since recip-

ients will not benefit by the Social Securi-

ty Funds euphemistically described as “in-

surance” monies. However, federal funds

will match state funds on a varying scale,

dependent upon a state’s tax potential, from
50 to 83 per cent. By 1970 federal funds

will be withdrawn from present medical

care programs. The time-table indicates

that each state must, by July 1, 1967, offer

at least 5 basic services:—inpatient hospital

services; outpatient hospital services; other

laboratory and x-ray services; skilled nurs-

ing home services, and physician’s services.

States may offer a number of other services

if they choose. By July 1, 1975, the states

must offer “comprehensive care and serv-

ices” based, probably, on the yardstick

which will be developed by the rules and

regulations implementing Medicare. The
state will be required to assume at least

40% of the nonfederal share of the costs of

medical care and may charge the remainder

to its cities and counties until July 1, 1970.

After that the state must be responsible for

equal care in all its political divisions.

Under Title XIX the state may not use

cost-sharing or deductions for inpatient

hospital service. For needy Medicare recip-

ients the state must pay the deductibles,

and the money provided under Title XIX
may be used to buy health insurance for

Medicare patients. In fact, by the end of

1967 the state must decide whether it wish-

es to pay the $3 monthly premium for the

medical-surgical coverage of the needy eld-

erly under Medicare.

Some states have already set the machin-

ery in motion to embark forthwith upon the

implementation of Title XIX. Others are

actively planning for it.

Several groups (among which was a rep-

resentative group from TMA) have ap-

peared before a committee appointed by

Governor Clement to discuss this portion of

the Medicare law which will need to be an

item of business for the next meeting of the

State Legislature. The above comments
provide the signposts. Each successive leg-

islative session until 1975 will need to ap-

propriate increasing increments of money.

What this will mean to the taxpayer is any-

one’s guess as of today—increased sales

taxes, property taxes or state income tax

—

who knows!

One change will be certain, and the older

generation of physicians will observe it

with a degree of sadness. In the spirit of

the Hippocratic Oath and Christianity, and

as a philosophic and ethical concept of the

man entering upon a medical career, service
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to the human race and compassion have

been among his attributes. The giving of

time and care without remuneration, woven
into a human being, adds something to char-

acter that defies definition. Speaking in gen-

eralities, this applies only to one profession

—the medical. However, to continue to give

medical care in the future without remun-
eration is unrealistic, not only in the near

future but in pointing to the day, as it will

inevitably arrive, when all will be covered

under a federally based umbrella. There

will be no indigent patients! It will be-

come inconceivable to the coming genera-

tion of doctors to visualize giving service

other than that in the spirit of the plumber

or electrician, as it is called upon to exer-

cise its technical talents.

One hopes this will be a fair exchange

for medical care for all—whether good or

bad, time will tell. Future generations will

marvel at such seeming maudlin ramblings

as Robert Louis Stevenson’s

—

“There are

men and classes of men that stand above

the common herd; the soldier, the sailor,

and the shepherd not infrequently; the art-

ist rarely; rarelier still, the clergyman; the

physician almost as a rule. He is the

flower (such as it is) of our civilization,”

—

and wonder what it was all about.

R. H. K.

^ ^

AN INTERESTING STAMP CANCELLATION

It recalls the White Paper of the Na-
tional Health Service of Great Britain pre-

sented on NBC Television in 1963. On this

page I wrote the following at that time:

“The general practitioner speaking for the

Service commented that now he did not need to

buy ‘fancy equipment’ to attract patients! His

statistics are interesting—he sees 70 patients a

day, requiring 2 minutes for each, a ‘refill’ pre-

scription takes only 20 seconds, and that only one
in 15 (3 or 4 out of 70) need an examination
which he says takes about 5 minutes.”

Does the current stamp cancellation beg

people not to squeeze out every penny to

which they are entitled under “free” medi-

,
Aj|

„ jSi ^ A- J3

cine? Does it represent a forlorn hope of in-

creasing time with the doctor from 2 min-

utes to 3 minutes!

DEATHS

Dr. John H. Lotz, 60, Memphis, died January
29th.

Dr. W. H. Walker, 46, Memphis, died January
26th.

PROGRAMS AND NEWS OF
MEDICAL SOCIETIES

Chattanooga-Hamilton County
Medical Society

Dr. W. W. Bauer, Chicago, was guest

speaker at the dinner meeting of the Socie-

ty on March 1st. Dr. Bauer’s address was
entitled “As I See Medicine in 1966.” A
scientific presentation entitled “The Pi-

oneer Syndrome” was presented by Dr. Pet-

er L. DeRuiter. The meeting was held at

Morrison’s Cafeteria.

Knoxville Academy of Medicine

The February 8th meeting of the Society

was held in the Academy of Medicine

Building. The scientific program on “Care

of Common Athletic Injuries” was present-

ed by Dr. H. O. Bourkard, Orthopedist.

Northwest Tennessee Academy of

Medicine

A dinner meeting of the Academy was
held on February 22nd in Union City. Dr.

G. Baker Hubbard of Jackson, Dr. Oscar

McCallum, Henderson, and Mr. Jack Bal-

lentine, Executive Director of the Tennes-

see Medical Association, outlined activities

of the state association and discussed per-
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tinent facts concerning Public Law 89-97,

and Medicare Law. A movie, entitled “The

Critical Dimension”, outlining the program

and activities of the American Medical As-

sociation, was also presented.

Bedford County Medical Society

A program of physical therapy service

will be sponsored by the Bedford County

Medical Society in 1966, and offered

through the facilities of the local hospital

and health department. The project,

financed through United Givers Fund, be-

gan in 1965 and proved to be a vital service

to the community. The service is aimed at

rehabilitation of acutely or chronically ill

patients suffering from strokes, arthritis,

fractures, amputations and other potential-

ly crippling conditions. Under direction of

the family physician and from recommenda-
tions by the physical therapist, regular

nursing care is given to patients in the

form of normal joint range of motion, pas-

sive and active exercises.

Dickson County Medical Society

The Dickson County Medical Society, in a

recent meeting, agreed to extend outpatient

medical care to the dependents of service

men engaged in Viet Nam. The following

resolution was unanimously approved by
the Society:

Be it resolved by the members of the

Dickson County Medical Society that we
are in complete sympathy with the foreign

policy of the Government of the United

States of America in its effort to promote
lasting peace throughout the world, and we
are proud of our fellow Tennesseans who
are now serving and who will serve our

country in Viet Nam in trying to bring to

an early end the fighting which has already

cost the lives of many of the fine brave

youth of this great state;

Be it further resolved, that we here at

home realize the hardships and the incon-

veniences that our service men are going

through in being separated from their loved

ones while on active duty in Viet Nam;
Be it further resolved, that we want to

express our appreciation for the great effort

and sacrifice being made by our fellow Ten-

nesseans by offering our services in the fol-

lowing manner:

NOW THEREFORE BE IT RESOLVED,
if any man who has ever been a patient of

any of the members of the Dickson County
Medical Society is called to serve his coun-

try in the struggle in Viet Nam, then we
willingly agree to extend outpatient medi-

cal care to his wife and children free of

charge so long as he remains on active duty

in that theater of operations;

BE IT FURTHER RESOLVED, that a

copy of this resolution be forwarded to the

proper authorities of the Tennessee Medical

Association, the American Medical Associa-

tion, and to the War Department of the

United States of America.

NATIONAL NEWS

The Month in Washington

(From the Washington Office, AMA)
President Johnson has put a price tag of

about $4.5 billion on his fiscal 1967 health

programs, both domestic and international.

The President’s fiscal 1967 budget, for the

year beginning next July 1, calls for spend-

ing about $4.3 billion on domestic health

programs under the Department of Health,

Education and Welfare. Cost of Medicare

benefits will be in addition to this total be-

cause they will be paid for by Social Secu-

rity taxes.

Spending on domestic health programs
would have been greater if some—such as

the new heart disease, cancer and stroke

program—had not been cut back because of

increased costs of the Viet Nam War. The
cutbacks mainly were effected by request-

ing smaller appropriations than Congress

had approved. The appropriation request-

ed for the heart disease, cancer and stroke

program was only half of the $90 million

authorized by Congress.

Johnson told Congress he would submit

international health legislation to: create

an International Career Service in Health;

help meet health manpower needs in devel-

oping nations; combat malnutrition; control

and eradicate disease; cooperate in world-

wide efforts to deal with population prob-

lems. Johnson said the United States must
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superior cleansing action IS STOMASEPTINE is

"a highly effective mucolytic cleansing agent
” 1

that removes debris and flushes out secretions

more thoroughly than acid douches .

1

Alkaline

STOMASEPTINE “dissolves and removes leukor-
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enhances specific therapy i Thorough cleansing

of the vaginal vault with STOMASEPTINE en-

hances the effectiveness of specific vaginitis

therapy, ensures maximum contact of topical

medication with mucosa.

excellent patient acceptance H Anti-pruritic and
soothing, pleasantly scented—patients feel “fresh

and clean.”
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R.: Obst. & Gynec. 20:369, 1962.
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be prepared to help developing countries

that ask for aid in controlling population

expansion. He said: “population growth

now consumes about two-thirds of economic

growth in the less-developed world. As

death rates be steadily driven down, the in-

dividual miracle of birth becomes a collec-

tive tragedy of want.”

Two federal reports by the President’s

Council of Economic Advisers and the So-

cial Security Administration covered medi-

cal costs and overall national spending for

health care.

The annual report of the economic coun-

cil conceded that the “true” increase in

medical costs may have been less than the

dollar increase. The report said: “In the

most recent 5 years, medical costs have ris-

en less rapidly than during the 1950’s. This

has been due primarily to the fact that

prices of prescriptions and drugs have been

declining. Also, the increase in charges for

medical services, including doctors’ and

dentists’ fees, eye examinations and eye-

glasses, and hospital rates, has slowed down
in comparison with the earlier period.

“The higher hospital and doctor charges

reflected in the consumer price index may
overstate the true increase in the cost of

medical care when account is taken of the

rising effectiveness of the care received.

With the dramatic improvements in medical

technology that have taken place over the

postwar period, many patients get more
real ‘service’ from each day’s stay in the

hospital, or each visit to the doctor, than

before.”

The Social Security Administration re-

ported that the nation spent $36.8 billion in

1964 for health care, almost tripling the

$12.9 billion spent in 1950. Per capita ex-

penditures more than doubled in the 15

year period, rising from $84 to $191 per per-

son. Over 90 percent of the 1964 expendi-

tures were for health services and supplies.

The balance was spent for medical research

and construction of medical facilities.

There was a considerable shift in method
of payment for personal health services

from direct out-of-pocket payments to

third-party payments. Payments by third

parties which include insurance benefits,

government payments and philanthropic

payments, met slightly over one-third of

the personal health care expenditures in

1950 and almost half of these expenditures

in 1964. Government payments continued

to provide about 22 percent of the funds for

all personal health services.

The Justice Department has ordered coor-

dination of federal procedures to assure

that medical facilities and institutions of

higher learning which receive government
funds do not practice racial discrimination.

The Department of Health, Education and
Welfare was assigned the main responsibili-

ties, including:

—Preparing and distributing a com-
pliance form to be submitted by all medical

facilities and institutions of higher learning

which receive federal money, and evaluat-

ing the submitted forms.

—Conducting periodic reviews of recip-

ients and investigating any discrimination

complaints against them.

—Attempting to secure voluntary com-
pliance and notifying other departments
and agencies when any such effort fails.

MEDICAL NEWS
IN TENNESSEE

Annual Heart Symposium

The 15th Annual Heart Symposium, spon-

sored by the Chattanooga Area Heart Asso-

ciation and the Heart Disease Control Pro-

gram of the State Department of Public

Health, in cooperation with the Chattanoo-

ga and Hamilton County Medical Society

was presented on February 3rd. Speakers

included: Dr. Robert L. Flynn, Assistant

Chief, Coronary Heart Disease Section, Di-

vision of Chronic Diseases, U. S. Depart-

ment of Public Health, Washington; Dr.

Paul Maurice Zoll, Clinical Professor of

Medicine, Harvard Medical School, Brook-

line; and Dr. Donald B. Effler, Chief of the

Department of Thoracic and Cardiovascular

Surgery of the Cleveland Clinic Founda-

tion, Cleveland.

A social hour and banquet was held at

the Patten Hotel where those attending

heard a presentation entitled, “Treatment

of Patients after Recovery from Myrocardi-

al Infarction” by Dr. Charles A. R. Conner,

Associate Professor of Clinical Medicine
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to help relieve pain
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anorectal disorders
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Diothane
Diothane—with its chemically distinct “non-caine” anesthetic
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pain. Anesthetic activity is effective and relatively prolonged;
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and Attending Physician, New York Uni-

versity School of Medicine and University

and Bellevue Hospitals, New York.

Vanderbilt University

School of Medicine

A $59,074 Public Health Service grant to

further research in heart disease has been

awarded to Dr. George V. Mann, of the De-

partments of Biochemistry, Medicine and

Nutrition. Dr. Mann is directing a research

project in coronary risks factors and exer-

cise.

*

A $100,000 grant was received from the

Helene Fuld Health Foundation in Trenton,

New Jersey, to help finance construction of

a student health center and Helene Fuld

Clinic for student nurses. The three-story

center, under construction near Vanderbilt

University Hospital,, will contain an outpa-

tient clinic, mental health clinic, examining

rooms and other teaching aids including

rooms for seminars, guidance and counsel-

ing. Completion of the building is expected

in March, 1967.

Meharry Medical College

A $12,000 a year psychiatric residency

program has been established, supported in

part by a grant from the National Institute

of Mental Health. It offers stipends of up
to $12,000 a year in four positions available

each year. The program is approved by
the American Board of Psychiatry and
Neurology and the A.M.A. Council on Med-
ical Education. The goal of the residency

is to give trainees a broad-based education

in psychiatry with more intensive training

in analytically-oriented therapy. Emphasis
will be placed on the needs of the trainee

rather than the needs of the service.

St. Jude Children's Research Hospital

The Hospital has transferred its coopera-

tive chemotherapy group membership from
Leukemia Study Group B to the Southwest
Cancer Chemotherapy Study Group. Both
of the groups work under the auspices of

the National Institutes of Health to further

research on and development of new con-

cepts in the use of drugs in treatment of

malignancies. St. Jude’s transfer from

Study Group B, consisting primarily of

northeastern institutions, to the Southwest

group was prompted by the institution’s de-

sires to make further contributions to medi-

cal research in the south.

*

Three members of the faculty of the Uni-

versity of Tennessee College of Medicine

have accepted appointments to the volun-

tary consulting staff of St. Jude Children’s

Hospital. They are: Dr. Roger L. Hiatt, as-

sistant professor of ophthalmology; Dr. Sam
P. Patterson, assistant professor of obstet-

rics and gynecology, and Dr. Howard B.

Hasen, assistant professor of clinical urolo-

gy-

Memphis Heart Association

Dr. Michael E. DeBakey, of Baylor Uni-

versity College of Medicine, Houston, gave

the annual William B. Pollard Memorial
Lecture for the Memphis Heart Association

on February 4th. Dr. DeBakey is chairman

of the Commission on Heart Disease, Cancer

and Stroke by appointment of the Presi-

dent, and adviser and chief spokesman for

the proposed regional medical complexes

under this plan.

Nashville Continues to Expand
as Major Medical Center

Nashville has developed into a city with

a 3,000 bed medical center and medical fa-

cilities in the area continue to expand.

Nashville Memorial Hospital with 211 beds,

opened in 1965. Baptist Hospital is now
building a major 300-bed expansion; Park
View Hospital, founded primarily as a con-

valescent facility, completed an expansion

program recently and announced its new
function as a medical-care unit; and St.

Thomas Hospital is in the process of select-

ing a site for a new, larger hospital com-
plex.

Hospitals which make a major contribu-

tion to the 3,000 beds for medical care in

the Nashville area include: Baptist with a

future capacity of 625; Vanderbilt with 502;

Veterans Administration with 498; St.

Thomas with a present capacity of 329;

General with 240; Hubbard with 260; Madi-



Indications: ‘Miltown’ (meprobamate) is ef-
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may be a causative or otherwise disturbing
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and a single fatal instance of aplastic ane-
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son with 227; Parkview with 200 and Nash-

ville Memorial with 211.

Department of Public Health

Memorandum: From R. H. Hutcheson,

Commissioner

Subject: Falciparum Malaria

Several recent news releases and an edi-

torial in the J.A.M.A. have pointed to the

occurrence of falciparum malaria among
military personnel in South Vietnam and

the resistance of these parasites to the new-

er antimalarial drugs. During 1965, four

cases, with an onset after November 15,

among military personnel returning to the

United States were reported to the Public

Health Service. Two of these patients

died. In addition one case has been reported

recently in Tennessee.

It would be very easy to re-introduce this

infection into mosquitoes in the state. For

this reason it is requested that all cases of

malaria encountered be reported promptly

to the local health department so that mos-

quito control measures may be instituted

immediately in areas around the homes of

the patients.

The following chemotherapy is being

used by military authorities at this time:

(1) In cases of previously untreated falciparum

malaria, the standard chloroquine regimen con-

sisting of an initial dose of chloroquine phos-

phate, 1.0 Gm. (600 mg. of base), followed by 0.5

Gm. (300 mg. of base) 6 hours later, and then 0.5

Gm. once daily for the next 2 successive days for

a total dose of 2.5 Gm. (1.5 Gm. of base) of chlo-

roquine phosphate in 3 days is given. If the pa-

tient is unable to take or retain chloroquine given

orally, the drug may be given as the hydrochlo-

ride, 250 mg. intramuscularly, and repeated in 6

hours, switching as soon as possible to the oral

medication. This regimen should be employed ini-

tially for patients with any type of malaria who
are not critically ill and for whom the history

does not indicate that such a course of therapy

has already been administered.

(2) In patients with P. falciparum malaria

who (a) are gravely ill, or (b) have not respond-

ed to the chloroquine treatment described above,

or (c) have a recrudescence despite a previous

response to a course of chloroquine, the treatment

of choice is quinine. This is administered as

quinine sulfate 0.65 Gm. (2 tablets of 5 grains

each) every 8 hours for 7 to 10 days. Because of

a variable tendency to develop postural hypoten-

sion, patients should be kept at bed rest during

quinine administration. The urine output should

be measured and if oliguria develops, quinine

should be temporarily discontinued. During oli-

guria, quinine blood levels may rise precipitously

and acute quinine toxicity may ensue.

(3) If the patient is unable to retain quinine

because of vomiting, or when in coma presumed
due to falciparum malaria, the drug may be given

intravenously. It must be emphasized that this

treatment carries a serious hazard and should be

resorted to only when the patient’s condition

clearly warrants the risk and no other form of

treatment is possible. Quinine is administered

intravenously as the dihydrochloride, 600 mg. in

600 cc. of normal saline, by very slow intravenous

drip with constant monitoring of the blood pres-

sure and the pulse to detect hypotension or ar-

rhythmia. The same intravenous dose may be re-

peated at intervals of 8 hours if the patient’s con-

dition requires. Oral therapy, by stomach tube if

necessary, should be utilized as soon as possible.

(4) Patients who respond to quinine therapy

but later have recrudescence should be retreated

with quinine as described above. If necessary,

the course of quinine may be maintained for 21

days at a dosage of 0.65 Gm. (10 grains) every 8

hours, as tolerated.

(5) If asexual parasites persist during quinine

therapy, regardless of the clinical response, the

patient should receive a course of pyrimethamine
(Daraprim), 50 mg. daily for three days concur-

rently with sulfadiazine, 0.5 Gm. every 6 hours

for 5 days. Careful attention should be given to

maintaining adequate hydration during this ther-

apy.

Editorial. Medical Quackery

“Physicians, as conservators of the public

health, are bound to bear emphatic testimony

against quackery in all its forms.”

Is this a quote from proceedings of the Ameri-
can Medical Association’s Clinical Convention in

Philadelphia in December?
The meeting was in Philadelphia, but the year

was 1847!

So you see, from its very inception 118 years

ago, the American Medical Association has been

battling quackery and it is dedicated to a con-

tinuation of this warfare against wasting the na-

tion’s health and its health care dollar ... of

fighting fraud at the bedside of ill and desperate

people.

For, as long as there are human beings, there

will be human nature . . . and quacks—pretend-

ers to ability they don’t possess—to take advan-

tage of the fact.

The health quack is not so easy to spot these

days. The stovepipe hat and the pitchman’s

hawking have gone. In their place are their

space-age counterparts, the suave, apparently-so-

phisticated super salesmen with the Madison Av-
enue manners.

These merchants of menace, more insidious and

unscrupulous than ever, have many new products,
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worthless diet fads, worthless food supplements,

worthless cosmetic devices and treatments, worth-

less “cures” for everything—even into the area of

brain-damaged children and other mental illness.

They bilk the undiscerning—the uninformed,

the desperate, the unsuspecting of all ages—of

millions of dollars a year. The estimates of the

costs of medical quackery are at best calculated

guesses, but they have gone as high as a billion

dollars a year. And one authority in the field of

quack-fighting has stated that “medical quackery
each year costs more lives than all crimes in the

United States.”

It is this cost of life—and health—that has

placed America’s physicians in the front lines of

the war on quacks. It is the insidious side effect

of quackery with which medicine concerns itself

—the delay in proper medical care that may cost

life itself.

It is for this reason, too, that the medical

profession is dedicated to education of the people

about cultism—chiropractic and the other health

sects that turn their backs on scientific medicine.

The House of Delegates of the American Medi-
cal Association said in 1933:

“Either the theories and practices of scientific

medicine are right and those of the cultists

are wrong, or the theories and practices of

the cultists are right and those of scientific

medicine are wrong.”

And in 1961, it said:

“There can never be a majority party and a

minority party in any science . .
.”

After the quack or the cultist has extracted his

pound of flesh—after the damage is done and aft-

er the sick may have become the dying because
of the delay in proper care—scientific medicine
usually is called upon to pick up the pieces.

Medicine has tried and will continue to try to

do that job, too, but how much easier the job

would have been—how many lives would have
been saved—if . . . (From the Department of In-

vestigation, American Medical Association.)

PERSONAL NEWS

The Montgomery County Board of Health spon-

sored a dinner on January 25th honoring Dr.

Mack M. Green, retiring public health officer for

the Hudson Memorial Health Center District. An
engraved silver tray was presented to Dr. Green
by the Montgomery County Medical Society. The
Society also adopted a resolution citing Dr.

Green’s many outstanding accomplishments dur-
ing his tenure as public health officer. Dr. Green’s

retirement became effective March 1st.

Dr. A. Pat Kelly, Fountain City, has opened an
office in Jefferson City for the practice of general

medicine. At present, Dr. Kelley will also main-
tain an office in Fountain City.

Dr. Fred C. Wallace, Memphis, has been named
chief of staff of Memphis Eye, Ear, Nose and

Throat Hospital, succeeding Dr. William F. Mur-
rain

Dr. Joe F. Bryant has been named Lebanon’s

Outstanding Young Man of 1965, and presented

the Distinguished Service Award by the Lebanon
Junior Chamber of Commerce.

Dr. Kenneth W. Marmon has opened his office

for the practice of pediatrics in Maryville.

Dr. N. L. Hyatt, Covington, has been named
president of the medical staff of Tipton County
Memorial Hospital. Dr. J. S. Ruffin was named
secretary.

Dr. L. C. Ogle was elected president of the

Memphis Obstetrical and Gynecological Society at

the group’s annual meeting on January 15th. Oth-

er officers for 1966 are: Dr. Finis Taylor, vice-

president; Dr. Charles Workman, secretary; and
Dr. Harry Wilson, treasurer.

Dr. Thomas M. Minor has joined the staff of

Nobles Memorial Hospital in Paris. Dr. Minor will

specialize in general surgery, including thoracic

and cardiovascular surgery.

Dr. John C. Turley has been elected president of

the Memphis Ear, Nose and Throat Society. Other

officers are: Dr. Thomas M. Jackson, vice-presi-

dent, and Dr. Thomas Magruda, secretary-treasur-

er.

Dr. James Edward Tinnell is now associated

with Dr. J. C. Leonard at Leonard’s Hospital in

Lewisburg.

Dr. Walter Griffey, Jr., Paris, has been elected

president of the Henry County Heart Council.

Dr. Charles C. Stauffer has been elected chief of

staff of the Jackson-Madison County General Hos-
pital. Dr. Thomas K. Ballard was named assistant

chief of staff. Ten physicians have been named to

the medical staff executive committee along with

Dr. Stauffer and Dr. Ballard. They are: Dr.

George B. Wyatt, medicine; Dr. Earl Williamson,

surgery; Dr. Allen Truex, obstetrics and gynecolo-

gy; Dr. James A. Phillips, general practice; Dr. C.

V. Alexander, Jr., radiology; Dr. Henry Moore, an-

esthesiology; and Dr. Baker Hubbard and Dr. Ol-

iver H. Graves, members-at-large.

Dr. Fred M. Valentine, Jr. has been re-elected

president of the Newport Chamber of Commerce
for 1966.

Dr. J. Warren Kyle announces the relocation of

his office to 1049 Madison Avenue in Memphis. His

practice is limited to internal medicine.

ANNOUNCEMENTS

Teachers of Family Medical Practice

To Train Under New Grant at

Kansas University

Two fellowships to train teachers of fami-

ly medical practice have been established

at the University of Kansas School of Medi-

cine, under a grant from the American
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Academy of General Practice Foundation.

The fellowships were announced today by

Dr. C. Arden Miller, dean of the Kansas

school. The grant making the positions and

program possible is for $73,600 and covers a

period of two years. The AAGP Founda-

tion, whose headquarters are in Kansas

City, was established to receive and ad-

minister funds to improve the teaching and

practice of family medicine. Its president

is Dr. John Walsh, Sacramento, Calif.

In his announcement, Dr. Miller said the

fellowships would be used “to support and

train two young physicians to become qual-

ified as teachers in family practice . . .

with particular emphasis on faculty organi-

zation and administration.”

Dr. Jesse D. Rising will serve as project

director and Drs. Jack Walker and Charles

Lewis as co-directors. All are regular fac-

ulty members.
Mac F. Cahal, secretary-treasurer of the

AAGP Foundation, described the fellow-

ship as “an all-important seeding operation

for what is expected to become a basic and

vital segment of medical education in the

next several decades.”

Courses to be Ottered by U.T. in 1966

Continuing Education Courses to be presented

by the University of Tennessee College of Medi-

cine in 1966 are:

Surgery of the Gastrointestinal

Tract

Emotional Problems of Youth

—

Diagnosis and Treatment with

Emphasis on Psychotherapeutic

Medicine

Gastroenterology—Endocrinology

(Kingsport, Tenn.)

Pediatric Allergy

Cardiology—Rheumatology
Peripheral Vascular Disease

Cardiology (Knoxville, Tenn.)

Radiology (Knoxville, Tenn.)

Orthopedics (Knoxville, Tenn.)

November 18-19 Medical Surgical Management
of the Gastrointestinal Tract
(Knoxville, Tennessee)

All courses, unless otherwise indicated, will be

held at The University of Tennessee College of

Medicine, Memphis. Applications should be made
to the Department of Continuing Education, The
University of Tennessee Medical Units, 62 South

Dunlap Street, Memphis, Tennessee (38103).

Heart Association Booklets Available
The “Jones Criteria for Guidance in the Diag-

nosis of Rheumatic Fever” have been re-issued

April 13-15

April 27-28

May 11-13

May 18-20

May 25-27

August 17-19

Sept. 29-30

Oct. 13-15

Nov. 10-12

by the American Heart Association in a revised

and expanded edition. Originally published in

1944 it has subsequently been revised and
modified. The present edition, an 8 page leaflet in

format, is organized under the main headings of

“Major Manifestations,” “Minor Manifestations,”

“Supporting Evidence of Streptococcal Infection,”

“Murmurs Indicating Carditis” and “Over-Diag-
nosis of Rheumatic Fever.”

The first of three simplified leaflets based on

the Heart Association’s sodium-restricted diet

booklets is now available to physicians. Entitled

“Sodium Restricted Diet, 500 Milligrams,” the

leaflet was developed in cooperation with the

Heart Disease Control Program of the U. S. Pub-
lic Health Service and The American Dietetic As-
sociation. These booklets are available from local

Heart Associations.

Chest Physicians Plan International

Congress
The Ninth International Congress on Diseases

of the Chest, sponsored by the Council on Inter-

national Affairs of the American College of

Chest Physicians, will be held in Copenhagen,

Denmark, August 20-25, 1966.

The Congress will be presented by the College

with the cooperation of the medical societies of

Institute of the University of Copenhagen. Addi-

tional information may be obtained by writing to

Mr. Murray Kornfeld, Executive Director, Ameri-
can College of Chest Physicians, 112 East Chest-

nut Street, Chicago, Illinois 60611.

Calendar of Meetings, 1966

State

April 17-19 Tennessee Medical Association

Annual Meeting, Civic Center

Auditorium, Gatlinburg

May 19 Middle Tennessee Medical As-

sociation, 143rd Semi-annual
Meeting, Shelbyville

Regional

March 29-30 Southwestern Pediatric Society,

Statler Hilton Hotel, Los An-
geles

April 13-16 West Virginia Academy of

Ophthalmology and Otolaryngol-

ogy, Annual Meeting, Greenbrier

Hotel, White Sulphur Springs,

West Va.

April 18-21 Southwestern Surgical Congress,

Flamingo Hotel, Las Vegas

National

April 14-19 American Dermatological Asso-

ciation (members only), Home-
stead Hotel, Hot Springs, Va.

April 15-17 American Society of Internal

Medicine, Biltmore Hotel, New
York

April 18-19 American Otological Society,

Americana Hotel, San Juan, P.R.
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tion, and to provide a comfortable retirement
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"Seven Significant Benefits," reflects a philoso-

phy of policyholder service and protection that

has made Mutual Benefit Life the preferred

choice of professional men throughout the

United States.
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April 18-22 American College of Physicians,

Hilton and Americana Hotels,

New York
April 23-24 American Laryngological Asso-

ciation, Americana Hotel, San
Juan, P.R.

April 25-29 American College of Allergists,

Palmer House, Chicago

April 25-30 American Academy of Neurolo-

gy, Bellevue-Stratford Hotel,

Philadelphia

April 27-29 American Association of Plastic

Surgeons, Sheraton-Cleveland,

Cleveland

May 1-5 American College of Obstetri-

cians and Gynecologists, Palmer
House, Chicago

May 7-8 American Academy of General

Practice—State Officers Confer-

ence, Muehlebach Hotel, Kansas
City

May 9-13 American Psychiatric Associa-

tion, The Traymore, Atlantic

City, New Jersey

May 22-25 American Thoracic Society, Hil-

ton Hotel, San Francisco

May 22-26 American Orthopaedic Associa-

tion, Broadmoor Hotel, Colorado

Springs, Colo.

May 26-28 American Gastroenterological As-

sociation, Drake Hotel, Chicago

May 30-June 1 American Ophthalmological So-

ciety (members only), The
Greenbrier, White Sulphur

Springs, West Va.

May 30-June 2 American Urological Associa-

tion, Palmer House, Chicago

June 2-4 American Gynecological Society,

The Homestead, Hot Springs,

Va.

June 13-15 American Neurological Associa-

tion, Sheraton-Park Hotel, Wash-
ington, D. C.

June 20-23 American Proctologic Society,

Sheraton-Cleveland Hotel, Cleve-

land

June 23-27 American College of Chest Phy-
sicians, Sheraton-Chicago Hotel,

Chicago

June 25-26 American Diabetes Association,

LaSalle Hotel, Chicago

June 26-30 American Medical Association,

Chicago

Internists to Hold Annual Meeting

in New York City

The nation’s specialists in internal medicine will

assemble in New York City, April 18-22, tor the

47th annual meeting of the American College of

Physicians. Five days of scientific sessions will

be held at the Americana and New York Hilton

hotels with presentations by more than 300 medi-

cal scientists. Among the highlights will be award

lectures by international experts in the fields of

liver disease, cardiology, cellular replacement,

cholera and dietary protein deficiency. Informa-
tion on late developments in the diagnosis and
treatment of diseases will be offered via plenary

sessions, panel discussions, special lectures, closed-

circuit television programs, basic science and
clinical-investigation presentations. For informa-

tion: Edward C. Rosenow, Jr., M.D., 4200 Pine

Street, Philadelphia, Pa. 19104.

BOOK REVIEW

Cellular Biology of Myxovirus Infections. A Ciba

Foundation Symposium. Edited by G. E. W.
Wolstenholme and Julie Knight. 354 pages, 81

illustrations. Boston: Little, Brown and Compa-
ny 1965. Price $12.00.

This International Symposium was held in Feb-

ruary, 1964, and the participants were selected

from the most active persons in several fields of

investigation touching on the myxoviruses.

This group of viruses is heterogeneous. Myxovi-
ruses have an outer protein coat and a RNA core

and cause many mammalian and avian diseases,

the best known of which are measles, mumps and
influenza. Viruses of this group have been stud-

ied by virologic, immunologic and epidemiologic

techniques since the early days of virology. As
new technical advances have been made, myxovi-
ruses have been studied in great detail and depth.

The most recent of these studies are reported in

this volume.

The presentations are mostly clear, well illus-

trated and amply documented. Unsettled, un-

clear, and dubious points are brought out in the

excellent discussions, so that present limits of

knowledge are well defined and the work remain-

ing to be done is strongly emphasized.

The first group of reports deals with correla-

tions of structure and function of the viruses,

their precursors, their components and their host

cells. Normally-produced cellular components

have been shown to be important in the final con-

stitution of the mature virus particle, and the de-

pendence of some of the myxoviruses on normal
cellular functions are emphasized. In this re-

spect, myxoviruses differ in degree from one an-

other, some being more dependent than other on

host-cell DNA function. However, they differ in

kind from other RNA viruses and many DNA vi-

ruses, in that the others depend very little, if at

all, on host-cell DNA-directed functions for their

reproduction. They also differ in kind from

those viruses which transform their hosts into

“tumor cells” and do not form new viruses in the

normal course of infection.

There are several reports dealing with the for-

mation of “incomplete” virus particles. These are

(Continued on page 293)
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eczema: scourge of childhood
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with caution and observation, bearing in mind the potential

spreading of infection and the advisability of discontinuing

therapy and/or initiating antibacterial measures. Generalized

dermatological conditions may require systemic corticoster-

oid therapy. Steroid therapy, although responsible for remis-

sions of dermatoses, especially of allergic origin cannot be ex-

pected to prevent recurrence. The use over extensive body

areas, with or without occlusive nonpermeable dressings,

may result in systemic absorption. Appropriate precautions

should be taken. When occlusive nonpermeable dressings

are used, miliaria, folliculitis and pyodermas will sometimes

develop. Localized atrophy and striae have been reported

with the use of steroids by the occlusive technique. When
occlusive nonpermeable dressings are used, the physician
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Book Review

(Continued from page 291)

incomplete in the sense that they cannot initiate

an infectious cycle. At least two and perhaps

more kinds of incomplete viruses may be pro-

duced by cells infected with myxoviruses, and

these differences are discussed at length.

Genetic features of the influenza viruses are

discussed and it is clear that the phenomena

called “genetic” are not strictly of the kind fa-

miliar to most of us. In addition, the immunologic

features of myxoviruses and myxovirus infection

are the subject of several presentations and much
enlightening discussion and important points

bearing on vaccine development are brought out.

This book is best suited to microbiologists and

graduate students of microbiology, and would be

worth the reading for persons interested in clini-

cal infectious diseases and immunology.

Medical Digest

(Continued from page 266)

This activity has to do with the federal program on develop-
ment and establishment of regional medical centers in Ten-
nessee.

Other Actions— • The Board approved recommendations presented by the Com-
mittee on Laboratories and Blood Banks and directed that the
report be presented to the House of Delegates . . . Accepted
the invitation to conduct the 1968 annual meeting in Chatta-
nooga . . . Reviewed the VA Hometown Care Program for serv-
ice connected illness and disability cases of veterans . . .

Heard a report from the Chairman of the Health Insurance
Committee . . . Approved a proposed Conference between rep-
resentatives of TMA and the Tennessee Hospital Service Asso-
ciation . . . Heard a report from the AMA Clinical Meeting
and a Report from the TMA Committee on Exhibits . . . Se-
lected nominees for the State Board of Nursing . . . Ap-
proved an increase in TMA Journal Advertising rates effec-
tive January 1, 1967 . . . Gave final approval to a resolu-
tion to be introduced in the House of Delegates by the
Chairman of the Board for an increase in TMA dues . . . Ap-
proved additional insurance coverage on the TMA headquarters
building and reappointed the Auditor and Attorney for TMA
. . . Accepted reports from the Chairman of the Committees
on Hospitals and on Legislation.

NOTE: • Health, Education and Welfare Department has named
Fiscal Intermediary Equitable Life Assurance Society of the United States to be
Appointed for the fiscal intermediary in Tennessee for the Medicare Act,
Physician Payments Part B, covering payments to physicians.
Under P.L. 89-97

DISTRIBUTOR WANTED
No Competition. To service and set up new accounts in exclusive territory. Invest-

ment secured by fast moving inventory of amazing plastic coating used on all types

of surfaces interior or exterior. Eliminates waxing when applied to any type of floor.

Eliminates all painting when applied to wood, metal or concrete surfaces.

Minimum Investment—$500 Maximum Investment—$12,000

For details write or call:

Phone: 314 AX- 1-
1 500

Merchandising Division

P. O. Box 66

St. Ann, Missouri 63074
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One remains constantly amazed at the lack of knowledge of a segment of the medical

profession in the matters and functions of organized medicine. The secret of this ig-

norance obviously is, as is true of so many items which touch our daily life, that much
is taken for granted without analyzing from where it stems. Police and fire protection,

a public school system, income tax, Social Security—these are facts of everyday life.

From whence derives much of the approval of hospitals, interne and residency pro-

grams, surveillance of drugs, control of nostrums and cosmetics, and many other items

too numerous to mention. Only the 800 or so men of knowledge, many of them full

time faculty of our schools, who give of their time gratis to the AMA Councils and Com-
missions and Committees know of these details. To whom do our Congressmen turn for

specialized knowledge in medicine but to the AMA Washington office. To whom is HEW
turning for advice on the rules of Medicare—the AMA.

Who carries the burden of the multifaceted problems of third-party contracts and in-

surance in Tennessee—TMA answers many telephone calls and letters. Who will need

to answer the flood of questions when Medicare’s impact is felt—the law delegates this

to the county and state medical associations.

Though the following papers were prepared for the officers of the county medical

societies they will bear reading by those who somehow think of county and state socie-

ties as clubs of those who like to “play politics.”

SYMPOSIUM ON THE PROPER ROLE
AND RESPONSIBILITIES OF COUNTY,
STATE AND NATIONAL MEDICAL

GROUPS

Introduction
G. BAKER HUBBARD, M.D. ,* Jackson, Tenn.

If I accomplish what I would like to do in

these introductory remarks, I hope you will

not refrain from reading the four talks that

immediately follow. They were given at

the Tennessee Medical Association’s State

and County Officer’s Conference in Nash-

ville, Sunday, the 27th of February.

If you read these talks, you are taking a

great risk of being influenced in changing

your views of organized medicine. You
could be influenced to give of not only

your time and talent, but your thoughts

which are so badly needed by organized

medicine. This time giving will hit you

*President-elect, Tennessee Medical Association.

where it hurts the most, and that is your

pocketbook. After all you have nothing to

sell except your time, and we all are very

selfish with our time and rightfully so to

reserve it for the contribution where we
think it is the most needed.

I am amused when I hear a member ob-

jecting to the $15.00 raise in dues that is

needed by our Tennessee Medical Associa-

tion. How much time would you have to do-

nate to the Tennessee Medical Association

or your local society for it to cost you

$15.00, Would it be 30 minutes or maybe
one hour? What we need is your time and

thoughts and it will be costly to you, but
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oh! the rewards are ten-fold and I know
this personally. For ten years I practiced

surgery in Jackson and gave nothing of my
time, either to the local society or to the

state association, and I can say that the last

ten years have been much more rewarding

than those first ten selfish years.

Dr. Roy Tyrer, an outstanding neurosur-

geon and a busy one, donates a great part

of himself to civic and Tennessee Medical

Association needs. He delivered a talk that

really described his motivation. I hope it is

catching. He not only tells the need of a

local medical society, but prescribes the an-

swers in as a proficient manner that is

equal to the care of his own patients. I

challenge you to read his talk and try not

to participate.

Dr. John Burkhart is the Tennessee Medi-

cal Association’s president. Who is more
capable of presenting the proper role and

responsibility of state medical groups.

Being very articulate, he has been able to

express himself where I sense my inadequa-

cies and made me feel so ashamed not only

about my efforts but my knowledge at the

state level. Why not read his talk and try

not to digest it? See if you can read it and

not feel a little more guilty in what you
have given of yourself.

Mr. Leo E. Brown presented the role of

the national group. The magnitude of the

problems of the AMA are so great and var-

ied in their needs and services to you that

no one could do them justice in twenty

minutes. Mr. Brown did an exceptional job

and I believe you will be surprised at the

services rendered for you by AMA. Mr.

Brown is the assistant to Dr. Blasingame,

who is, as you know, the executive vice-

president who runs the AMA and who
should be more knowledgeable than Mr. Leo

Brown. As you read this talk, think of the

criticisms that you may have made of the

AMA and if this does not answer your

questions, please let us “trouble-shoot”

them for you.

Mr. C. Lincoln Williston is one of the

leading state medical executive secretaries

or directors. He is the Executive Secretary

of the Texas Medical Association which has

over 10,000 members.

Apparently he has been staying up late

at night thinking how to further stimulate

his physicians. He has some good tricks

and programs up his sleeve that he is fos-

tering among the physicians of Texas. I

really hope that you will only scan this

talk because if you really read it, I doubt

we could use at present all of you who will

want to serve and participate.

My suggestion to you is to read these

talks as soon as you can and possibly you

will be one of the first to apply for service,

will be the one selected for this honor, and

will be able to receive the great rewards.

The Role and Responsibility of the County

Medical Society
A. ROY TYRER, JR., M.D.,* Memphis, Tenn.

The role of the County Medical Society

might be portrayed in many ways

—

Perhaps as meaningful a way as any

would be to describe it as the cornerstone

about which are assembled a multitude of

building blocks representing individual

physicians, who in combination, provide the

basic foundation on which the entire super-

structure of organized medicine is built.

We might look at the County Society in

still another way, and consider it the initial

^President of the Memphis Shelby County
Medical Society

synaptic center, through which afferent

messages pass from the periphery of the

profession to the higher cerebral centers of

organized medicine, and likewise the final

common pathway by which efferent mes-

sages are transmitted from these centers

back to the terminal end organs, which

again are represented by the individual

physicians.

We could talk in metaphor and figures of

speech for a long time, but cloaking the

County Medical Society in architectural or

anatomic terms is meaningless if we fail to
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establish the basic fundamental as to how
the County Society functions and what

should be its goals and objectives.

There are in the United States some 294,-

000 physicians. In my judgment, every

physician, without exception, should hold

membership in a County Medical Society,

be he maimed and blind, or the epitome of

health, unless on the basis of moral charac-

ter or professional ethics he does not de-

serve the stature of such association and rec-

ognition. As County Society officers, I con-

sider it our responsibility to seek out those

physicians who for one reason or another

are not Society members, and see that they

become members, active members, if you

please.

We might digress here momentarily and

consider types and categories of member-
ship. I do not propose a lengthy review of

this subject, for it could occupy several

hours of discussion. The point I wish to

make is that, in my judgment, all individ-

uals having an M.D. degree, who are in

good professional standing, should have an

Active Membership status in the County

Society, and in the spirit of democracy,

should be on an equal basis with their col-

leagues. My comments do not relate to the

issue of civil rights, but rather I refer to

physicians engaged in the various catego-

ries and facets of medical practice, teach-

ing, and research, as well as those physi

cians whose services may be completely

governmental, as physicians active in the

Armed Forces or with the Veterans Admin-
istration; also included are those physicians

who function full-time on our faculties of

medicine. The point I am making is that all

physicians, the private practitioners of

medicine and those working in these other

categories, should be closely associated; and

1 i the basic foundation of organized medi-

cine, which is the County Medical Society,

there should exist no categorization, but all

should be active, participating members, in-

terested in any medical matter which has

an influence on the profession, and to which

the County Medical Society addresses it-

self.

To accomplish this presents a problem.

Any organization to be effective requires

proper financing. In the case of organized

medicine, this support must basically come
from the membership by way of dues. In-

come differences exist in the various types

of medical practice referred to, but on the

average these differences are probably far

less than may prevail in the minds of many.
Likewise, membership incentives differ be-

tween those practicing in those other cat-

egories of medicine. Also with respect to

some of these groups, certain external moti-

vating factors do not exist, such as the re-

quirement of Medical Society membership
for the procurement of malpractice insur-

ance, or to confirm ethical qualification for

hospital staff privileges. All of these

differences must be recognized, and it is our

obligation as Medical Society officers to re-

solve these differences so as to involve all

physicians in organized medicine, which
starts at the County Medical Society level,

but does not stop short of the American

Medical Association.

This latter statement brings in another

major subject for discussion, which con-

cerns our obligation as County Society

officers to see that the membership which

we represent supports not only the local

Medical Society, but also supports suffi-

ciently, adequately, and willingly the super-

structure of organized medicine, for what
effectiveness could we have as a pro-

fession represented by a fragmented group

of dissociated societies. For these rea-

sons, County Societies are banded to-

gether in State organizations, each County

Society receiving its charter from the State

Association, with specific obligation to pay

dues to that Association. In no other way
could our State Association be supported.

The State Association in turn receives its

charter from the American Medical Asso-

ciation. With this exists also an obligation

for support. The national organization, ap-

propriately in my judgment, gives the State

association a wide range of autonomy, in-

cluding the privilege of determining wheth-

er individual members of the County Socie-

ties shall or shall not be required to pay

AMA dues. Some State associations, the

total I think being about 17 of the 54 state

or territorial associations, require the pay-

ment of AMA dues for membership. Ten-

nessee is not one of these, thus one of our
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medical colleagues can be a member of the

County Society and the State Association

and still not be a supporting, dues-paying

member of the American Medical Associa-

tion,

I do not propose that we get into a dis-

cussion of obligatory AMA dues for the

physicians of this State. I personally think

the AMA has acted wisely in leaving this

option up to the State Associations, but I do

believe there is much to be said in support

of required AMA membership, as deter-

mined by the individual State Associations,

for without such a requirement the laggard

and the shirker within our profession can

realize the same benefits as he who sup-

ports the American Medical Association not

only with his money, but often gives that

even more valuable commodity, his time, in

support of organized medicine’s many vital

roles in today’s society. The point I wish
to make at this time is that I feel very

strongly that you and I as officers and lead-

ers of the County Society and the State As-

sociation have a very distinct responsibility

to see to it that every physician, to the ab-

solute extent of our abilities, is made aware
of his obligation to organized medicine at

the national level, and should be urged,

without coercion, to assume membership in

the AMA. I firmly believe that there is no
justification in society membership limited

to only a segment of organized medicine,

and I think it is our obligation to sell this

point, and swell the AMA membership from
its present 71% of the profession, to a full,

round 100 per cent. If we as a profession

do not learn now how to travel together,

we can never hope to reach any future van-

tage points.

Before leaving this subject, I would like

to make brief reference to the proposed

dues increase at both the state and national

levels. There is a recommended TMA dues
increase from $40 to $55, and a proposed in-

crease in AMA dues from $45 to $70. I sub-

mit to you that no organization is stronger

than its pocketbook, and whereas financial

strength is no substitute for able leadership

or a program of sterling quality, neither

can the latter survive on merit alone with-

out proper financing, and many a worthy
cause has been lost in the abyss of yester-

day for lack of financial support. I believe

organized medicine’s position must be

strong in this regard, and I report to you
with all candor, that in my judgment one of

the strongest pillars of Labor today is its

pocketbook. The response of doctors to pay-

ing organizational dues I find baffling, even

to the point of defying psychoanalysis. I

think almost without exception other pro-

fessions and trades, in comparison to in-

come, pay proportionately more in support

of their parent organizations than do physi-

cians. Osteopaths and chiropractors pay

$100 in annual dues to their national organ-

izations, and members of the International

Chiropractic Association pay $195 annual-

ly, not to mention airline pilots who pay

1.5% of their gross salary to the Air Line Pi-

lots Association, less a 10% discount when
payment is made on an annual basis. I say

to you, as County Society leaders, we have

an obligation to sell to our colleagues the

fact that organized medicine’s financial po-

sition must be strong, and this means pay-

ment of dues by all, with an expectation for

periodic increase in these dues, as long as

the present inflationary trend exists in our

economy.

There are many subjects which could be

discussed to advantage that time today will

not permit. I would like to say, however,

that every County Society should have a

good organizational structure, and this mer-
its periodic review. A society need not be

bound by county perimeters in the areas

where the physician population is too thin

to establish an effective organization. In

such instances counties or other geographic

divisions should join in creating a strong

local medical unit. I would like to suggest

that a minimum membership in any local

society should not be less than 25, if it is

going to be effective and meaningful in its

overall program. Here in Tennessee we
have 34 societies that do not meet this re-

quirement. I would also like to say that any
effective organization must have certain

standards and criteria for operation. In a

medical society, this means a Constitution

and By-Laws. Every Society should have

such basic credentials and a copy of these

should be on file with the State Association.

To some this may seem a trite and unneces-
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sary statement, but there are Societies

within our State that do not meet this re-

quirement. Model constitution and by-laws

examples are available to assist those who
might desire assistance.

An organization is no stronger than the

leadership provided by its officers, so

thoughtful and careful selection of the

officers who will lead the affairs of the So-

ciety is important. Also, there needs to be

established tenure of office, sufficient to

provide a substantial acquaintance and

knowledge regarding the activities of the

Society, but short enough to assure continu-

ing inflow of new interest and new vitality,

avoiding any situation which would ap-

proach a lifetime tenure or long term con-

trol on the part of a few.

In committee appointments, deliberation

and selectivity is essential in establishing

the best combination between assignee and

assignment. There are in any organization

the “go-getters” and the “doers,” who are

out numbered many-fold by those who pre-

fer to remain on the sidelines. It is com-

mon-place to appoint the doer whose work
capacity and ability is known, to the ex-

clusion of a member whose talents may be

untried and untapped. Whereas key assign-

ments must be given to those who have

pi oven their ability, it is wise not to over-

work a few to the point of excluding other

members from “testing their wings.” Also

when a job is done well, proper recogni-

tion is deserved and should be accorded

that individual.

One of the most difficult problems that

faces organized medicine today, and a prob-

lem which is not unique to medicine, is that

of acquainting the everyday practitioner of

medicine, specialist and generalist alike,

with the events affecting our profession and

which are occurring with such whirlwind

speed and in such mountainous volume as

to defy the most ingenious communication

expert or human computer. At the local

level, this is our job to do in the best man-
ner possible and it is one which I assure

will tax your ingenuity. Don’t be frustrat-

ed and throw up- your hands—tackle the

job and keep tackling it. Pay attention to

the communiques that come to you repeat-

edly from the national and state offices, re-

view them in the light of your own socie-

ty’s situation, and above all, pass this infor-

mation on to your colleagues in the most
effective manner you know how, continu-

ously reviewing the effectiveness of your

methods and at the same time looking for

new innovations.

Today the public is very aware of issues

relating to health, and they have an inter-

est in them. We must provide leadership in

seeing that the information provided is

sound and correct. This cannot be done by
avoiding with a passion information media,

such as the newspapers, radio, and televi-

sion. We must be discreet in dealing with

these media, but they must be dealt with.

We cannot expect absolute control or total

censorship, or for that matter even partial

censorship, but we can expect responsible

and accurate reporting if we provide the

facts. Physicians must be educated to a

realization that certain types of publicity

are in the best interests of the profession

and such publicity cannot and should not

be so nameless and totally inanimate as to

avoid any physician reference or expression

of opinion.

Look to your State Association for assist-

ance if problems develop in this or other

areas, especially if you represent a small

society where the personal equation may
introduce difficulty. The same might apply

in other matters of ethics or Society admin-

istration. Do not, however, expect the State

Association to assume total parental respon-

sibility. Remember you are of age, and you

must accept your own challenges, wage
your own battles, and assume your own le-

gal responsibilities.

Lastly, I would like to refer to our obli-

gation with respect to legislative issues and

legislative influence. These matters as they

relate to health are of prime concern to

each of us. They are more important to us

than to any other group, although many
other groups have vested interests which

are manifested in an abundance of ways. To
date we have not been very effective in this

legislative role either at the state or nation-

al level. But failure does not call for aban-

donment. We must at the County Society

level involve ourselves with those who con-

stitute our legislative representatives, being
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cautious, however, not to find ourselves out

of the ball park when the warm-up sessions

are over and the real game is played.

Again, in this area, dollars are vital. It is

not enough to produce a few dollars to fight

or support a given issue. If we are to be

effective in legislative matters we must

come to a realization that regular and con-

tinuing support is imperative not just in

election years but every year, and not by

just a few, but support virtually from all. It

is our obligation to sell AMPAC and IM-

PACT and sell it constantly if we do not

wish to subordinate ourselves to those with

vested interests who have learned to play

the game far better than we to date.

I submit to you our responsibilities are

real, and occasionally they assume frighten-

ing proportions. To someone has been

credited the statement, “If you roll up your

sleeves, you will seldom lose your shirt.”

I fear there are times we have lost our

shirt for this or other reasons. It is time

now to roll up our sleeves and enter the

fight with new enthusiasm and renewed vig-

or.

The Proper Role and Responsibility of the

State Medical Society

JOHN H. BURKHART,

My purpose in the few minutes allowed

to me this morning is an attempt to outline

the role the Tennessee Medical Association

occupies in the framework of organized

medicine, from the standpoint of what it ac-

tually does, and then to evaluate how well

it succeeds in attaining the role it might

play if the philosophic requirement of a

State Medical Society could be achieved.

Obviously, the demands on a state society

vary from state to state, and how well

these demands are met vary also; but TMA
while not identical with other societies

might be considered to at least be typical,

and I will refrain from pointing out where-
in we differ and simply confine my discus-

sion to the broader aspects of a state socie-

ty’s role, responsibility, and relationship as

it is interpreted by our state association.

Membership in the Tennessee Medical
Association is not compulsory for a physi-

cian properly licensed to practice in Ten-
nessee, and membership in the County
Medical Society does not automatically con-

fer membership in TMA; but conversely ac-

tive membership in TMA is not acquired
without membership in the county society.

The State Association is built with the
county society as the basic unit in its struc-

ture. All of its policies, its activities, its mo-
tives and its methods are established and

""President of the Tennessee Medical Associa-
tion,

M.D.,* Knoxville, Tenn.

approved by the county societies through

representation in its House of Delegates.

The function of the State Medical Society

is to supplement the needs and work of the

county societies and to implement the poli-

cies, projects, and programs of the Ameri-
can Medical Association. In performing

this function the Tennessee Medical Asso-

ciation is constantly busy, operating by
means of an 11 member Board of Trustees,

a 10 member Council, 26 standing and spe-

cial committees, a dedicated and loyal staff,

and all of this controlled by the House of

Delegates, the actual policy making body of

the Association.

The purposes of the Tennessee Medical

Association are clearly outlined in Article

II of the Constitution which I quote in its

entirety:

Purposes of the Association

The purposes of this Association shall be

to federate and to bring into one compact
organization, through the component socie-

ties, the medical profession of the State,

and to unite with similar associations in

other states to form the American Medical

Association.

The aims of this association shall be:

(1) The extension of medical knowledge, the

advancement of medical science, the maintenance
of medical ethics, and the competence of the art

of medical practice.

(2) The elevation of the standards of medical

education.
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(3) The enforcement of just laws that have to

do with the health and welfare of the people of

this State.

(4) The promotion of friendly intercourse

among physicians, and the guarding and fostering

of their material interests.

(5) The enlightenment and direction of public

opinion in regard to the problems of health and

medical care, and the promotion of understanding

between the public and the medical profession.

(6) To make the medical profession of the

State more capable and honorable within itself

and more useful to the public in the prevention

and cure of disease and in prolonging and adding

comfort to life.

This statement of purposes would seem to

cover the subject very well but carrying

them out is another matter, not because

they are difficult to interpret but because

they are so broad and inclusive in their ap-

plication. For example, the extension of

medical knowledge can mean postgraduate

training programs as well as concern with

undergraduate education. The Tennessee

Medical Association is active in both fields.

Through its annual meeting and its Journal

it provides the profession with scientific es-

says and articles as a source of new infor-

mation and review. Through its Liaison

Committee with Medical Schools in Tennes-

see it demonstrates its interest and willing-

ness to assist in undergraduate medical

education, and through its membership in

Health Careers in Tennessee and its pro-

gram of lending money to needy and de-

serving students via the Student Education

Fund it encourages the youth of Tennessee

to medical careers.

As pertains to the advancement of medi-

cal ethics, the Council of Tennessee Medi-

cal Association is constantly alert and ac-

tive in this endeavor. Using as its guide

the Principles of Medical Ethics of the

AMA and the Opinions and Reports of the

Judicial Council of the American Medical

Association, the Council investigates, ad-

vises, recommends, approves, and strives to

promote and maintain a high standard of

ethical conduct and behavior and medical

competence within the profession in Ten-
nessee.

The Constitution lists as one of the aims:

of the Association, “The enforcement of just

laws that have to do with the health and
welfare of the people of this State.” In

this arena of activity the Tennessee Medi-

cal Association finds itself more involved

with each passing day, month, and year.

The legislative activities of TMA are amaz-
ing both on a state and national level. Each
succeeding General Assembly brings with

it a whole host of proposed bills and regu-

lations affecting Medicine and thereby the

health and welfare of the people of Tennes-

see. TMA although always on the alert for

bad bills and bad laws does not confine its

activities to attempts to expose and defeat

such bills, but has also sponsored and pro-

moted and been largely responsible for

many laws now among the Tennessee Stat-

utes which have improved the health and
welfare of our people.

Similarly, the Congress of the United

States seems to have been curiously enam-
oured and enthralled with legislation of a

medical nature during the past three dec-

ades. This reached its peak in the session

of Congress just passed and the result as

everyone knows was not what the medical

profession would have liked for it to have
been. Nevertheless TMA along with its sis-

ter state societies and through its county

societies and individual physician members
fought long and hard to prevent the de-

struction of the traditional sanctity of the

patient-physician relationship, and having

failed to prevent this entirely will continue

to fight to preserve what is fundamental

and basic to such a relationship by refusing

to allow a third party to insert itself to the

extent that the contact is broken and the

mutual understanding and trust is nullified.

The Legislative and Public Policy Com-
mittee is one of the busiest of TMA commit-

tees. It must plan, anticipate, educate, in-

terpret, demonstrate, and justify Medicine’s

reasons for opposing bad legislation and en-

couraging good legislation for the benefit of

the public whose health and welfare are its

first concern.

No professional association would be

worth its salt if it did not pay some atten-

tion to the material interests of its mem-
bers. The State Association watches over

the rights and needs of its own. It operates

a placement service for helping physicians

who are seeking a place to practice to lo-

cate in an area which needs their services.

The Committee on Insurance plans and ar-
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ranges for the various types of insurance

contracts which members of the association

may require for their protection and securi-

ty.

As previously stated the State Medical

Society exists both for the benefit of its

members and for the benefit of the public.

To accomplish the latter goal its public

service efforts are of extreme importance.

Public service has been very cleverly and
succinctly defined as doing good and get-

ting credit for it. As this pertains to a

county, state or national medical society

this definition is insufficient. The public

service that Medicine can and must render

on a local, state or national scale extends

beyond merely doing good. It extends ac-

tually into the realm of the principles of

the Sermon On The Mount. Furthermore,

the rendering by a medical society of pub-

lic service is not a practice above and be-

yond the call of duty or even an adjunct or

an appendix to the practice of medicine.

The rendering of public service is a basic

responsibility, obligation, and duty of the

individual practitioner and the medical so-

ciety on any level and this philosophy is a

fundamental one.

You will notice that I have used the term

public service rather than public relations.

I much prefer the former. They are not

necessarily synonomous but one I think su-

percedes, transcends, and includes the oth-

er. A good public service program on the

part of a medical society just naturally re-

sults in good public relations, and converse-

ly satisfactory public relations is not likely,

perhaps not even possible, without an ade-

quate public service program. The public’s

attitude toward the profession of medicine

is directly proportional to Medicine’s atti-

tude toward the public. In spite of all that

has been said in the past few years con-

cerning the slipping of the physician’s im-

age in the esteem of the public, I am firmly

convinced that as physicians we still occu-

py a high spot in the hearts and minds of

society in general, all of which should

bring us to a greater realization of our

responsibility to it.

The positive public service programs and

activities in which the Tennessee Medical

Association is engaged are myriad and

varied. To mention only a few of them and
to comment briefly on each would consume
most of the available time that I have left,

but to give some idea of what is involved I

will just list a few of the major efforts:

(1) Full time liaison with news media, press,

radio, television, throughout the state. Liaison
with editors of daily newspapers.

(2) Sponsors legislative delegations to Wash-
ington annually to meet with Tennessee Repre-
sentatives and Senators to discuss important state

and national issues involving health and medical
care. Works closely with the Legislative Council
of the State of Tennessee for information and
hearings on health issues.

(3) Maintains a close working relationship

with state officials particularly in the State De-
partment of Public Welfare on the development,
promotion, and expansion of the Medical Assist-

ance to the Aged Program.

(4) Sponsors a public relations breakfast at

the annual meeting where approximately one
hundred key community leaders are invited to a

breakfast to hear the story of what Medicine is

doing.

(5) Co-operates closely and works with the

Tennessee Farm Bureau, and the U. T. Extension

Service, and sponsors a state-wide Rural Health
Conference.

(6) Sponsors and promotes a Mental Health

Conference.

(7) Sponsors the Health Project Contest in

high schools throughout the state of Tennessee.

(8) Correlates the activities of the Medicine

and Religion Program in the state, a public rela-

tions activity bringing closer together physicians

and clergymen.

(9) Supplies physicians and lay speakers on
health and socio-economic subjects.

(10) Works actively through the responsible

TMA committee on the problems of occupational

health.

(11) Provides radio and television film clips on

quackery and other health subjects distributed in

co-operation with the American Medical Associa-

tion.

These are just a few of the principal and

positive programs in public relations in

which the Tennessee Medical Association is

involved. This is by no means all of the

daily and routine matters dealt with, and it

does not cover the multitude of questions

and advice requested by various sources

such as news media and others for informa-

tion and services available as it relates to

health and medical care.

As mentioned earlier much of the work of

the Tennessee Medical Association is done
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through its committee structure and my
comments on the role of the state associa-

tion would certainly be incomplete if I did

not refer to the committees and their

responsibilities. Again an accurate descrip-

tion of each committee activity is not possi-

ble in such a brief time, but a listing of

them might be permissible and their names

would serve to indicate the wide areas cov-

ered in this endeavor. In its efforts the

Tennessee Medical Association utilizes the

following committees in addition to those I

have already mentioned:

(1) Scientific Work and Post Graduate Educa-

tion

(2) Mental Health

(3) Cancer

(4) Blood Banks

(5) Tuberculosis

(6) Sight Conservation

(7) Rural Health

(8) Disaster Medical Care

(9) Youth and Education

(10) Inter-Professional Liaison

(11) Medicine and Religion

(12) Insurance

(13) Hospitals

(14) Health Insurance

(15) Occupational Health

(16) Consultative Committee on Prepaid Medi-

cal Care

(17) Liaison Committee to the UMWA
(18) Grievance

(19) Liaison Committee to the Public Health

Department

(20) Advisory Committee to the Department

of Public Welfare

(21) Governmental Medical Services

Some of these committees are extremely

active, others are standby committees called

on only when the need arises. All are

essential to the work of the Tennessee Med-
ical Association.

One final comment about the role of the

State Medical Society in political activity.

About 30 years ago politics became interest-

ed in medicine and since that time med-
icine has necessarily become interested

in politics. It has fallen to organized medi-

cine to not only inform and educate its

members in the intricacies of political prac-

tices and the basics of political issues but

also to collect and apply hard dollars where
they will do the most good in supporting

candidates whose philosophies and attitudes

most nearly conform with those of the

profession as a whole, or at least a majority

of it. Because of the regulations which
govern a professional society’s activities

this must be done separate and apart from
the usual functions of the society and thus

AMPAC (The American Medical Political

Action Committee) on the national level

was born. The component state organiza-

tion is an integral and altogether essential

part of this structure and in Tennessee IM-

PACT (Independent Medicine’s Political

Action Committee Tennessee) has been

formed and charged to be the state associa-

tion’s arm through which the physicians of

Tennessee direct their political activity and

money. Membership in IMPACT is on a

voluntary basis and consists of the payment
of $25 annual dues which entitles the con-

tributor to membership in both IMPACT
and AMPAC and the distribution of his

dues in such a manner as to be effective on

both a local and national level.

Participation of the physician in political

activities is not a notion foreign to the fun-

damental and traditional concepts of medi-

cine as a profession for the healing arts. It

may be a new idea, but it is not out of

place. Physicians have as much right and

responsibility as anyone else to use their

time, money, and influence in fighting to

protect those principles of freedom and

democratic government in which they be-

lieve. They are, perhaps, a somewhat more
educated group than the average more ob-

ligated in this regard; they are certainly

no less.

The role which a State Medical Society

plays in the overall picture of organized

medical activity is entirely dependent upon
the interest and effort of its members.
Those members who consider it only as an-

other organization established to collect

their dues, who know nothing of its func-

tion or structure, and who refer to it usual-

ly with a vague wave of the hand in the

general direction of the Headquarters

Office, are no asset in this role. The State

Medical Society needs the interest, enthusi-

asm, and co-operation of its members more

than it needs their money, and if it has all

of these things including the money there is

no limitation to the role it can play in

carrying out the aims and purposes for

which it is established.
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The Proper Role and Responsibility of the

AMA
LEO E. BROWN,* Chicago, 111.

You will note that the title of this Sym-
posium is somewhat restrictive. It also is

somewhat presumptious. It does not simply

ask your speakers to define the role and

responsibility of county, state and national

medical groups, but expects you to confine

your remarks to the proper role and

responsibility.

Let me say at the outset that it is quite

impossible for me to speak for the AMA on

this subject for a number of reasons. First,

because there are as many opinions as there

are members in the AMA. If you could

read the mail that is directed to the Execu-

tive Vice President’s Office, you would real-

ize there are thousands of interpretations as

to the proper role and responsibility of the

AMA. Some of these ideas are expressed in

no uncertain terms.

Therefore, with your permission, I will

confine my remarks to what I personally

feel is the proper role and responsibility of

the AMA based on 20 years experience as

one of your employees.

If the American Medical Association

were to be dissolved today, there would be

another similar organization established to-

morrow. Although there are a few who
have suggested this approach to Medicine’s

present day problems, more and more phy-

sicians are looking to the AMA for leader-

ship and guidance in these troubled times.

The proper role for the AMA to play is

dramatized on many different stages to

hundreds of scripts acted out by thousands

of medical doctors with varying degrees of

proficiency. This road-show plays in small

towns and metropolitan centers, to au-

diences varying in size from one to two
hundred million in the United States, and

has reputation and influence worldwide.

Let us assume that the suggested roles

that I think the AMA should play are prop-

er roles, otherwise I would not feel they

were worth mentioning. I think it is also

^Assistant to the Executive Vice President,

American Medical Association

important to clarify one other point:—It

would be absolutely impossible to discuss

the legion of roles played by the AMA and
therefore those I do mention will be con-

fined to major roles in contrast to bit-parts.

The AMA is a federation of 54 state and
territorial medical associations, with a

membership of 210,000 medical doctors out

of a total physician population of 294,000.

Its policy making body is the House of Del-

egates, elected on a representative basis by
each state association. The House of Dele-

gates elects the officers, Board of Trustees,

and the membership of four standing com-
mittees—the Council on Medical Service,

the Council on Medical Education, the Judi-

cial Council, and the Council on Constitu-

tion and Bylaws.

The Board of Trustees is responsible for

the operation of the AMA. between meet-

ings of the House. To assist in discharging

this responsibility, the Board has estab-

lished 10 councils, 16 committees, and
numerous commissions and liaison commit-

tees.

It would take all day to comment on the

proper role and responsibility of each of

these councils, committees, and commis-

sions. For example, let’s take one which has

commanded the interest of every AMA
member in recent years—the Council on

Legislative Activities.

What is the proper role and responsibili-

ty of the Council on Legislative Activities

—the Council outlines its role and responsi-

bilities as follows:

Role

(1.) To review proposed federal legislation

and recommend to the Board appropriate AMA
action within existing policy.

(2.) To recommend changes in existing AMA
policy when and where necessary to accomplish

effective legislative goals.

(3.) To serve as a reference council through

which all legislative issues of the Association are

channeled prior to final consideration by the

Board of Trustees.

(4.) To maintain constant surveillance over
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the legislative scene including the anticipation of

future legislative needs.

Responsibilities

(1.) To meet with other councils to seek solu-

tions to legislative problems of common interest.

(2.) To refer issues under consideration to

other committees and councils for advice and rec-

ommendation when said issues properly fall with-

in their sphere of activities.

(3.) To keep apprised of all state legislation

which may bear on existing or proposed federal

legislation.

(4.) To review resolutions introduced at an-

nual and clinical sessions, and appropriately assist

reference committees.

(5.) To appear before Congressional commit-

tees to present statements on behalf of the Asso-

ciation if requested by the Board of Trustees.

(6.) To undertake speaking engagements on

behalf of the AMA in areas of special legislative

knowledge in conjunction with the Speakers’ Bu-
reau of the AMA.

(7.) To participate in any mechanism estab-

lished within the structure of the AMA for spe-

cial legislative purposes.

(8.) Finally, it is the legislative responsibility

of the Council to develop avenues of communica-
tion outside the Association.

Rather than subject you to a report on

the proper role and responsibility of each

of the AMA’s councils, committees, and

commissions, I want to highlight the proper

role and responsibilities of the AMA in

broad generalities.

The AMA is many things to many people.

It is a unifier, providing a forum for

thought and action of the medical profes-

sion. It provides a singleness of purpose for

the entire profession. It is an organization-

al vehicle wherein the individual physician

can join with his colleagues, working to-

gether, to accomplish chosen objectives.

The AMA is a policy maker, acting on be-

half of, and at the direction of its constit-

uents, the Association establishes the poli-

cies which govern the actions and direction

of the medical profession. AMA policy

may start with a single physician member
who takes his suggestion, plan or program,

to his county medical society for endorse-

ment. The county society in turn requests

the state medical association to react. If fa-

vorably acted upon the state society level,

it may be presented to the AMA House of

Delegates. If the statement, plan or pro-

gram is adopted by the AMA House of Del-

egates, it becomes the policy of the Asso-

ciation. If the individual physician does

not wish to use this route, he may encour-

age a state society delegate to introduce his

proposal directly to the AMA House for ac-

tion.

The AMA is a spokesman, speaking in be-

half of the medical profession it enunciates

its policies and positions to the public,

profession, and government. The AMA
speaks out in many ways—through its pub-

lications, its elected officials, its testimony

before Congress, etc.

The AMA is a planner. One of its proper

roles is to plan a course of action for today

and the future as to ways and means of im-

proving the quality of medical services ren-

dered to the people; of insuring an ade-

quate supply of physicians and allied health

personnel; of creating and promoting sound

financial mechanisms for financing the cost

of medical services.

The AMA is an initiator and implemen-

tor. Not only must a national association

be a planner, but it must initiate and imple-

ment programs designed to improve and to

keep pace with scientific, social and eco-

nomic advances. This is a major function

of the AMA as evidenced by the multitude

of programs now sponsored by county and

state medical societies which had their ori-

gin at the national level.

In this regard, the AMA also becomes a

stimulator. It originates, supports, encour-

ages and promotes the implementation of

programs and policies designed to advance

the practice of medicine.

The AMA is an educator, of its members
and of the public. There is little doubt but

that one of the proper roles the AMA must
play is in the field of medical education.

As a matter of fact, it was the primary
reason for organizing a national association

of medical doctors back in 1847. Since that

time, the AMA Council on Medical Educa-

tion has played a leading role in establish-

ing America as the medical education Mec-
ca of the world. AMA accreditation of

medical colleges, internship and residency

training programs, and postgraduate pro-

grams has kept medical education standards

high and, being recognized by governmen-
tal agencies, these standards have been en-
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forced. The Council also has played a sig-

nificant role in curriculum planning to meet
scientific advances and changing practices

of administering medical services.

The AMA role as educator is further ex-

emplified through the weekly Journal of

the American Medical Association and 10

monthly specialty journals, its annual and

clinical scientific seminars, its publications

New Drugs and Current Medical Terminol-

ogy

,

as well as scores of meetings and pro-

grams designed to advance the practice of

medicine.

The AMA’s role of an educator also en-

compasses the general public. Its consumer
publication, Today’s Health, with a circula-

tion of approximately 900,000 monthly, car-

ries timely health education material into

the home, school and office. Fifty-five years

of continuous cooperation with the National

Education Association has won acclaim for

the Association in many quarters of our so-

ciety. The distribution of millions of health

education pamphlets each year on a variety

of subjects places the American Medical

Association among the leaders in this field.

The AMA is also a protector, conducting

an active aggressive program to protect the

consumers of medical services. As one of

four national associations sponsoring the

Joint Commission on the Accreditation of

Hospitals, the AMA has played an

influential role in maintaining high stan-

dards of care in our Nation’s hospitals. Sim-

ilarly, its promotion of medical audit com-
mittees, tissue committees, utilization com-
mittees and grievance committees has

played a prominent role in protecting the

consumers of medical and hospital services.

The AMA is a representative, represent-

ing the medical profession in the Halls of

Congress and to the administration, joined

with allied health and medical associations,

hospitals, pharmacy, nursing, the bar, vet-

erans organizations, and practically every

segment of American life.

The AMA is a defender of the private

practice of medicine. It defends the right

of state medical associations to retain local

autonomy. It defends the public against the

unscrupulous and incompetent physician

and medical quack.

The AMA is the plaintiff who pleads the

cause of the public in health and medical

matters. It is an arbitrator of disputes with-

in the medical profession.

The AMA is the conscience of medicine

through the establishment of ethical stan-

dards to which all physicians must adhere.

And, last but by no means least, the AMA
is a Leader. It is in the forefront of all

worthy causes which will improve the

health and medical care of the people.

Perhaps you are wondering—Can the

AMA be all things to all people? No, but it

can try, and this is the challenge we all

face at the county society level, the state

association and the national.

In one sentence—The proper role and

responsibility of the American Medical As-

sociation is to give daily testimony of its

stewardship of the medical profession in be-

half of the public.

STIMULATING GREATER PARTICIPATION
IN MEDICAL SOCIETIES

C. LINCOLN WILLISTON,* Austin, Texas

Medical societies have made significant

progress during the past 20 years. It was
200 years ago this year, in 1766, that the

first state society was organized in New
Jersey. Yet, without question, the most

noteworthy gains have been recorded since

World War II.

In evaluating the status of medical socie-

*Executive Secretary, Texas Medical Associa-

tion.

ties, the current appraisal can be summar-
ized with one very definite statement. Med-
ical societies in this nation are stronger to-

day and more effective than ever before.

This is true by any method of compari-

son, or by any yardstick of measurement.

This nation now has a network of more

than 2,000 county, state, national, and speci-

alty societies. These associations are dedi-

cated to enhancing the finest system of med-



April, 1966 STIMULATING GREATER PARTICIPATION IN MEDICAL SOCIETIES—Williston 359

ical care in the world today, to encouraging

individual initiative and integrity in medi-

cal practice, to sustaining the physician’s

contribution to society, and most important-

ly, to providing the best medical care possi-

ble for the people whom they serve.

By another standard of measurement,

medical societies in this nation rank as the

leaders throughout the world. Many socie-

ties in other countries are fragmented, their

members are divided, and most of their or-

ganizations are weak and ineffective. Many
of them have defaulted leadership in medi-

cine to their governments.

By any yardstick, medical societies in

this nation have come a long way during

the past two decades. Many societies are

more active and more productive now than

at any time in history. Accomplishments
have been substantial.

Yet, many qualified observers admit con-

cern about the present and about the fu-

ture. There is reason to be concerned about

continuing federal encroachment into the

private practice of medicine and the impact

of government controls. There is concern

about those societies which have defaulted

leadership to hospitals, to voluntary health

agencies, and to government. There is

concern about the splintering of the profes-

sion, the division of one group against an-

other, and the adverse effect upon medical

societies. Medical officers and executives

are concerned about the problem of finding

adequate financing for societies. They also

are concerned about procuring more staff

manpower and resources to fulfill increas-

ing work responsibilities. There is real

concern about the great number of physi-

cians who take no interest, and who make
no contribution at all. This paper recog-

nizes this lethargy, and is designed to stim-

ulate greater participation in medical socie-

ties.

Stimulating Participation

Stimulating participation in medical so-

ciety affairs is a most difficult challenge.

There are no panaceas or quick remedies.

Nevertheless, there are sound principles

and positive ideas which can be used effec-

tively by medical society officers and exec-

utives.

Stimulating participation starts at the top

with the society’s officers. It is their

responsibility to create real enthusiasm for

the Society and its projects, first among
committee members, and then to broaden

the circle among the membership as wide-

ly as possible.

The keys to greater participation involve

imagination, planning, organization, im-

plementation, involvement of the member-
ship, and a great deal of effort by key lead-

ers. Membership participation will come
more quickly to those society officers who
develop activities which are both exciting

and realistic—to those who present a

broad-based program which is important

and meaningful to physicians. The value

of a professional society can be measured
only in terms of services rendered to its

members and to the public. Physicians al-

ways will look for a direct return on their

dues investment. Once the Society has

demonstrated its ability to be of service in

time and need and to resolve problems
efficiently and effectively, the membership
can be expected to reciprocate by partici-

pating. Most physicians will respond if

asked to render a service and if provided

with a good reason for doing it.

Yet, stimulating participation is really

not that easy. The problem of getting a

large percentage of members “into the act”

always will be a major challenge. Just as a

plant’s growth responds to various stimuli,

so do individual doctors respond to various

technics which can be employed to arouse

interest.

The secret of success lies in the selection

of the proper stimulant to incite interest

and the providing of carefully planned aids

to assist the physician in achieving a spe-

cific objective. To select the proper stimu-

lant, it is necessary to know as much as

possible about the individual’s professional

practice, his community and social interests,

his church and party affiliations, and his

hobbies. With that information on hand, the

task then is to match the assignment with

the doctor’s interests and his abilities. Sim-

ply stated, the first cardinal principle is the

careful matching of the physician’s interest,

his knowledge of the job to be done, and

the abilities and the contacts he possesses

to accomplish the objective.
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Orienting the New Physician

The process of stimulating interest in

medical society affairs should be initiated

even before the new physician reaches his

community. One of the most significant de-

velopments which has helped to build medi-

cal organizations is the presentation of spe-

cial programs for medical students. Many
county and state societies are sponsoring

Medical Student Day programs for the sen-

ior classes at schools within their jurisdic-

tions. These programs are designed to pro-

vide the student with an insight into the

purposes of medical societies and their ac-

tivities as well as to furnish him with prac-

tical information which will make his intro-

duction to medical practice a little easier

and smoother. This is a sound approach in

building for the future.

County society officers have their great-

est opportunity to stimulate participation

by courting the new physician just as soon

as he reaches his community. It has been

said that a first impression is a lasting one,

and so it is with medical society participa-

tion. New physicians should be greeted per-

sonally by the President and the Secretary.

There is merit, too, in following up with a

letter of welcome, along with appropriate

information and brochures about the Socie-

ty. Each new physician should be inter-

viewed personally, if possible, and informa-

tion should be secured about his interests

and his needs. In this way, the new mem-
ber will learn that the Society does care

about him. Some societies effectively em-
ploy a so-called “buddy” system. They ask

physicians who sign application endorse-

ments to look out for the new member and
to bring him to meetings. Thisi will insure

the new member’s appearance as well as

that of his endorser.

No matter how small or large the medical

society, a comprehensive orientation pro-

gram for new members is a “must.” Many
societies now present a series of indoctrina-

tion lectures on facets of medical practice,

with emphasis on ethics, etiquette, and lo-

cal customs. In some societies, the physi-

cian must complete the series before his ap-

plication can be acted upon. In other socie-

ties, the new member is obliged to fulfill

the requirement within the first 12 or 24

months.

The orientation program has proven to be

an effective technic in developing a more
active society and a better informed mem-
bership. It is a contributing factor to in-

creasing the utilization of Society services.

It will make those who attend more cogni-

zant of their responsibilities, both to the

profession and to the public. Finally, the

orientation provision of required atten-

dance can help establish habit patterns

which will lead to greater participation.

The Use of Communications

This discussion about stimulating par-

ticipation would be somewhat hollow with-

out the effective use of communications.

Once a program is developed, it obviously

must be presented to the membership in an

imaginative manner. The same principle

applies to problems, regardless of whether

they are intramural in nature, whether
they relate to hospitals, to town and gown,

to the community, or to government. Physi-

cians will not become interested if they are

not made aware of the problems, the proj-

ects, and the working mechanisms of the

Society. The use of the various media of

communication, therefore, is basic to stimu-

lating more interest. If problems and proj-

ects can be communicated adequately, they

should result in greater understanding and

in membership interest.

Maintaining good communications is a

continuous, day-to-day, year-around assign-

ment. The membership must be kept in-

formed regularly so it feels that it is part of

the team. This will require the use of ev-

ery medium of communication available

—

the journal or bulletin, the newsletter, an-

nouncements at meetings, hospital bulletin

boards, and direct mail.

Most importantly, officers and executives

should not overlook the most effective medi-

um of all—personal communications. It is

amazing, yet it is true, that some physicians

never seem to get the message. Journal arti-

cles, letters, bulletin notices, promotional

mailings, and even telephone calls frequent-

ly go unnoticed. This is where personal

contact hits the mark.

Active participation generally can be

stimulated only by personal contact be-

tween Society leaders and those whose in-

terest they are seeking. To cite just one
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example, in some societies, the project

chairman will invite a selected number into

his home for cocktails. He takes that op-

portunity to outline the project, its objec-

tives, and the plan of action. Many societies

feel that this is one of the finest technics of

all to command the physician’s attention, to

arouse his interest, to let him know that he

is personally wanted, and to secure his par-

ticipation.

Committees—The Life Blood of the Society

The organizational key to stimulating

participation is the development of a sound

committee structure. Committees, in many
ways, are the life blood of the Society. The
Society’s achievements and its prestige gen-

erally will rise or fall with these groups.

By themselves, society officers can produce

relatively little. However, when their en-

ergies and talents are swelled a hundred-

fold through committee appointments, the

expanded organization can move mountains.

Committees obviously represent the most

useful technic for achieving a broad base of

membership involvement. At the same
time, the committee appointment can pro-

vide the individual physician with the great-

est satisfaction of his membership, and his

best opportunity for service to the profes-

sion. His degree of satisfaction will be di-

rectly proportional to that which he puts

into it.

Perhaps the greatest contribution that

any President can make is to continually

seek out new “blood” for society commit-

tees and responsibilities. One of the best

ways to gain the participation of the new
member is to appoint him to a committee.

At the same time, officers should encourage

long-standing members who have not been

active to become involved and to make a

contribution to the Society. Nothing will

kill participation more completely than

when the membership feels that the same

old gang is running the show.

Some societies routinely put every new
member on a committee. Others circulate a

roster of committees with their functions to

all members every year or two, and invite

physicians to express their preference. This

makes it easy for members to offer their

services, and it provides the Society with a

team of volunteers to do the work.

In metropolitan societies with large mem-
berships, it obviously is not possible to ap-

point each physician to a committee. Nev-

ertheless, imaginative officers and execu-

tives are finding outlets for all new mem-
bers and for those who are willing to work.

Some societies appoint many new members
to the Speakers Bureau. It also is possible

to appoint newly-elected members to spe-

cial community projects, such as Sabin on

Sunday immunization programs, to man ex-

hibits at health fairs, and to serve as judges

for science fairs in the local schools.

Perhaps one word of caution should be

sounded on committee appointments. There

is a tendency to overload an energetic, ca-

pable physician with a multitude of respon-

sibilities. Rather than the use of the same
old workhorse, it is far better to limit every

physician to one appointment, and to spread

the assignments among a greater number of

members.

The principle of stimulating participation

does not end with the mere appointment of

committees. Nothing is more frustrating

to a physician than to be named to a com-

mittee that never meets, or to one that has

nothing to do. Similarly, half-hearted, cur-

sory approaches to a problem will quickly

destroy committee effort and physician par-

ticipation. It is vitally important to outline

specifically the committee’s duties as well

as its aims and goals. At the same time, the

committee should be given considerable lat-

itude to develop its own ideas. Officers also

have a responsibility to provide the commit-

tee with administrative assistance and other

resources which might be necessary. Com-
mittees should be given an opportunity to

report regularly on their progress, prob-

lems which they have encountered, and
their accomplishments. In addition, the

contributions of each individual physician

and the committee should be recognized.

Rather than to merely express appreciation,

it is better to cite or to commend the physi-

cian for a job well done. Like every one

else, physicians are pleased to be recog-

nized by their professional society, and

they will likely be willing volunteers for

future assignments.
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Improving Attendance at Society Meetings

In any discussion related to the stimula-

tion of participation, attention should be

given to the problem of attendance at regu-

lar meetings; of medical societies. No one

needs to be convinced of the need for im-

proving participation in meetings. Only a

relatively few societies can boast of atten-

dance which enable them to perform at

peak efficiency and to fulfill their obliga-

tions to the profession.

There is a correlation between the nu-

merical membership of the society and the

percentage of attendance at meetings. As a

general principle, the larger the member-
ship of the society, the smaller the percent-

age of attendance. Surveys have revealed

that the larger societies also have a higher

percentage of “deadwood”—that is, those

members who never attend a meeting, and

who contribute very little or nothing, ex-

cept for the payment of dues.

Valuable information has become availa-

ble through a survey designed to secure in-

formation on the factors which contribute a

good attendance. County societies in Tex-

as which reported better-than-average at-

tendance were surveyed. In addition,

ideas and suggestions have been provided

by 25 medical executives throughout the

nation who are regarded as highly knowl-

edgeable.

Here again, it is evident that there is no
magic formula which will guarantee good

attendance for every society. Nevertheless,

those who have been successful have postu-

lated that there are several primary factors

which merit attention:

The most important element, of course, is

the presentation of outstanding program
and the conduct of timely, meaningful, yet

uncomplicated business meetings. Simply
stated, physicians will attend if there is

sufficient interest in the meeting; otherwise,

they will stay home or find something bet-

ter to do.

It is not the purpose of this paper to elab-

orate on programming. Nevertheless, one
very brief observation might be offered.

Many who are knowledgeable agree that

there is nothing like the “pocketbook” is-

sues for stimulating attendance at meetings.

Even as remote as the society’s immuniza-

tion program in the community may seem,

it very well could have a direct bearing

upon the fees charged by the physician in

his practice. Most physicians are vitally

interested and they would like to have

some voice as to how those issues are re-

solved. At this time, most physicians are vi-

tally interested in procuring information on

the new Medicare program, particularly the

impact which it will have upon their prac-

tice, medical service, and hospital care.

Presidents should make certain that there

is always one so-called headline item on the

agenda for every business session. Ram-
bling and lengthy reports should be elimi-

nated, preferably by requiring those who
are to present them to prepare them in

writing. There should be emphasis upon en-

couraging, even soliciting discussion from

the floor. Officers should endeavor to

stage meetings for those members who at-

tend.

A second factor in good attendance is

food and fellowship. As one county society

secretary pointed out: “We have a cocktail

hour and a steak at the best restaurant in

town. Attendance automatically takes care

of itself.” A medical society executive put

it even more bluntly when he wrote: “The
fellowship hour is the blood and guts of

stimulating attendance.”

Concurrent or joint meetings of the medi-

cal society and the Woman’s Auxiliary are

highly recommended. More and more so-

cieties are including the wives in as many
meetings as is practical. There is no doubt

that joint or concurrent meetings can be a

factor in stimulating attendance by both

the physician and his wife. This same gen-

eral principle also applies to joint meetings

with lawyers, the clergy, and other profes-

sional groups.

Emphasis also should be placed upon ad-

vance notification of the meeting, with par-

ticular citation on important policy matters

which are to be discussed. An effective

plan employed by many societies is an ini-

tial notice 10 to 14 days in advance of the

meeting, with a followup reminder just

prior to the program.

A fifth factor is the scheduling of the

meeting at a central location which will

permit a majority of members to attend



Apr" 1966 STIMULAT NG GREATER PART C PAT!ON N M EC CAL SOC.ET ES—

"

"ston 363

without hardship.

The importance of developing good rela-

tionships between physicians is another vi-

tally important factor. When each doctor

strives to promote better professional rela-

tions. the society is bound to profit. Many
societies are blessed with a feeling of

friendship and group interdependence.

When the general attitude is wholesome,

that in itself will stimulate attendance as

well as participation in society affairs.

The seventh factor in building good at-

tendance is personal initiative displayed by

officers of a society. As in all phases of

stimulating participation. responsibility

rests with the society’s key officers. A socie-

ty cannot hope for good attendance without

the imagination and the devoted attention

of officers in arranging and conducting out-

standing meetings.

The Medical Society of Tomorrow

With these thoughts and ideas for stimu-

lating greater participation, attention can

be given to what the future may* hold for

medical societies. One projection and fore-

cast seems justified. Tomorrow’s medical

societies will cast a longer shadow than

they do today. The individual strength,

the scope, and the prestige of societies will

be considerably greater than they are at

present.

Medical societies can be expected to grow
in response to bigness in government, in

hospitals, and in unions. Bigness will be

generated by acquisitions in business activi-

ties and in services, through consolidation

of resources in defense against intrusions

by government, in response to greater

needs by members, and in response to more
demands by* the public upon members.

Physicians will take a greater interest

and they will become more involved in

their medical societies. This will be neces-

sary* for professional freedom and inde-

pendence will be related directly to the

survival of the medical society. Medical

organizations can be expected to broaden

their horizons and to represent all of their

members to a greater extent. This should

lessen one of the most devastating wedges

which was witnessed in the 1950’s—the

splintering of the profession. Medicine is

starting to receive tangible evidence of

greater cooperation between physicians in

the various fields of practice and their med-
ical societies which represent them. The
specialty* societies, particularly, are begin-

ning to work more closely with county,

state, and national organizations. At this

time, medical leaders have a great oppor-

tunity to help reunite the entire profession.

If medical societies are to survive, they* ob-

viously must represent all of the various

interest groups, and they* must provide use-

ful services to each member.

Medical societies also will undergo great

structural and functional change during the

decade ahead. Many activities and projects

will become unnecessary*, outdated, and du-

plicated either by government or by other

organizations. It will take wisdom to formu-

late medical society* planning, and it will

require courage to abolish activities which
no longer are vital. As at present, set pro-

grams will continue to have their loyal fol-

lowers. Nevertheless, objectivity* will mark
the successful organization. The progres-

sive society will be the one that will allo-

cate its resources intelligently*.

From a financial standpoint, while there

is realistic concern about the immediate

short-term outlook, the medical society of

1975 will be considerably* stronger. The de-

velopment of larger societies will bring

about a consolidation of resources. Funds
for good solid programs are not likely to be

a critical problem. Many* programs and

services will be self-sustaining. They* will

be financed apart from dues expenditures.

It can be anticipated that physicians who
use these services will be willing to pay for

them.

Taxation undoubtedly will play a part in

the changing structure of medical societies.

By 1975. many societies likely* will be oper-

ating in part as profit-making organizations,

and paying income taxes on portions of

their revenues. More and more, it is likely

that medical societies will incorporate their

business functions as profit-making opera-

tions.

But the most compelling force of all for

change will be imposed by the federal gov-

ernment. As physicians know painfully

well, the centralized government today is
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larger, more powerful, and more forceful

than ever before. Tomorrow, it will be still

larger and more awesome. To cope success-

fully with government, physicians will be

compelled to rely more and more upon their

medical societies. Medical societies will

respond by establishing Departments of

Government Relations, or at least by ap-

pointing knowledgeable individuals to coor-

dinate liaison with the various agencies.

With the growth of government, another

serious problem for medical societies likely

will loom within the next 10 years. The
government can be expected to provide

more services for physicians, and many of

them will duplicate activities of medical so-

cieties. The government may compete di-

Rheumatic Fever in the Adult, Adatto, I. J.;

Poske, R. M.; Pouget, J. M.; Pilz, C. G.; and
Montgomery, M. M., J.A.M.A., 194: 1043, 1965.

The authors report their observations on 35

adults with the diagnosis of acute rheumatic fev-

er seen between 1954 and 1964 at the Chicago

V.A. West Side Hospital. As expected from the

population using this Hospital, all but one of the

patients were male, ranging in age from 23 to 68

years. The diagnosis was made on the basis of the

Modified Jones Criteria, but serologic proof of

preceding B-hemolytic streptococcal infection was
also required for inclusion.

Seventeen of the 35 patients gave histories of

one or more previous episodes of rheumatic fever.

Eight of these had evidence of pre-existing rheu-

matic heart disease. Of the 18 patients without

a history of previous rheumatic fever, 2 had evi-

dence of pre-existing rheumatic heart disease on
admission.

None of the patients had chorea, subcutaneous
nodules, or erythema marginatum. Thirty-four

of the 35 had migratory polyarthritis, predomi-
nantly involving the large joints. The clinical re-

sponse of the joint manifestations to salicylates

was excellent. No residual joint symptoms or de-

formities occurred.

Eight patients had clinically apparent carditis

during their acute attacks. This was manifested

rectly by publishing medical journals, by

offering scientific programs and postgrad-

uate courses, by providing library services

to doctors in practice, and by engaging ac-

tively in the field of physician placement.

Finally, it can be anticipated that medical

society officers and staff will be accorded

even more responsibility than they have to-

day. As the time of practicing physicians

becomes more precious, they will rely more

upon their officers to represent them and to

protect their interests. But to represent

the profession effectively, and to mount

challenging responsibilities, medical socie-

ties will need the active support and partici-

pation of a greater number of physicians.

by pericarditis in 4 and by the development of

new significant murmurs in 4. Two patients died

during their acute attacks. One of these, a 64

year old man, developed acute rheumatic fever

with carditis, with neither history nor clinical

evidence of preceding rheumatic fever. Postmor-

tem examination confirmed an acute rheumatic

carditis without evidence of chronic valvular in-

volvement.

Twelve patients who did not have clinical evi-

dence of carditis during their studied episode of

acute rheumatic fever were followed for periods

of 6 months to 7 years. Of the 9 who had no evi-

dence of rheumatic heart disease when first seen,

3 were found to have developed evidence of rheu-

matic heart disease. Three patients with evi-

dence of rheumatic heart disease when first seen

had evidence of new valve involvement.

The authors conclude that their findings speak

for the need to continue penicillin prophylaxis in

the adult, particularly in patients who have had

recent episodes of rheumatic fever and in those

who have rheumatic heart disease without a his-

tory of acute rheumatic fever. (Abstracted for

the Middle Tennessee Heart Association by Rob-

ert I. Lehrer, M.D., Director, Heart Disease Con-

trol Program, Tennessee Department of Public

Health, Nashville.)
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The effects of drugs and electrolytes on the EKG. are not unusually mistaken by the novice for intrinsic
myocardial damage. The authors analyze these effects in a way which should be helpful.

The Influence of Drugs and Electrolytes on

the Clinical Electrocardiogram
Leo G. Horan, M.D., and Nancy C. Flowers, M.D.,* Memphis, Tenn.

There are distinct morphologic changes in

the electrocardiogram characteristic of cer-

tain acute alterations in serum electrolytes.

It is well for the clinician to be cognizant

of the hints currently available as to how
these changes may be produced. It is of

even greater clinical importance for the

physician to be aware of the limitations

upon interpretation of these changes, espe-

cially with regard to the masking or imita-

tive effects of digitalis, quinidine and other

cardio-active drugs.

Knowledge of relative concentrations of

potassium and sodium inside and outside

the cell may make it theoretically possible

to compute the resting membrane potential

in living myocardial cells from Nernst’s

equation for the potential at the junction

between two different electrolyte solu-

tions. 6 Also because the electrical activa-

tion of the cellular membrane may result

from the flow of ions across the membrane
barrier, it is feasible to predict qualitative

changes in the configuration of single mem-
brane potentials and their composite effect

on the electrocardiogram.

Precise information is not yet available

regarding the exact rate of exchange of

ions. We have therefore taken the liberty

of simplifying the sequence of events in

ionic shift to facilitate a grasp of clinical

applicability. In simplified form the effect

of acute alteration in the inside-outside gra-

dients for the major cations is seen in figure

1. In the upper panel on the far left a rep-

resentative segment of membrane is illus-

trated showing that the major inside ion is

potassium and the major outside ion is sodi-

um, and that the charge on the membrane
has its positive sense outwardly directed.

Turning to a commonly accepted derivation

of the electrocardiogram based upon a rep-

*From the Department of Medicine, University

of Tennessee College of Medicine, Memphis,
Tenn.

resentative block of left ventricular free

wall (middle and right sections) we can see

that the rapidly moving wave of depolariza-

tion moving from endocardium to epicardi-

um generates a largely upright QRS com-
plex in an epicardial or lateral chest lead.

This is the time of rapid inflow of sodium
followed soon by the outflow of potassium.

The repolarization process is slower but, in

the normal myocardium, occurs predomi-

nantly in the subepicardium earlier than in

the subendocardium. This is the time char-

acterized initially by cellular outflow of

potassium and terminated by slow restitu-

tive outflow of sodium and inflow of potas-

sium.

membrane myocardium ECG

Fig. 1 . Three panels illustrating diagrammatically
the effect on the cellular membrane, the processes
of depolarization and repolarization and the elec-
trocardiogram for normal electrolyte balance (up-
per panel), hyperkalemia (middle panel), and hy-
pokalemia (lower panel). See text for details.

In the middle panel of figure 1 is illus-

trated the condition of hyperkalemia (of re-

lative hyponatremia) . Note now that the

sodium envelope surrounding the cells has

been slightly modified by the inclusion of a

greater number of potassium ions so that

the gradients of concentration of sodium

outside to sodium inside and potassium in-

side to potassium outside have both been

diminished. Thus, if the process of depolari-

zation is occasioned by flow of sodium down
its gradient and sustained by the flow of

potassium down its gradient, it will now be
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less precipitous because of the gentler

slopes. As a result the process of depolari-

zation is slowed and the corresponding

QRS complex is widened. On the other

hand, the relatively greater concentration

of potassium outside and sodium inside

should favor the replacement of ions on

their respective sides of the membrane with

resultant speeding of repolarization and

shortening of the QT interval.

The lower panel in figure 1 illustrates the

contrasting state of hypokalemia (or rela-

tive hypernatremia) . In this instance there

is less frequent opportunity for an occasion-

al extracellular potassium ion to shoulder

its way up to the membrane border. The
concentration gradients are greatly en-

hanced:—there is relatively more sodium in

the extra-cellular envelope of ions waiting

to get in and less potassium outside to im-

pede the outflow of that ion from the cell.

Thus, as compared with the normal, depo-

larization is speeded and the QRS interval

may be expected to be shortened in dura-

tion and possibly heightened in amplitude.

(This is rarely observed in the clinical elec-

trocardiogram although the counterpart of

atrial depolarization frequently is accompa-

nied by shortening and peaking of the P
wave.) We may further expect repolariza-

tion to be slowed with consequent widening

of the QT interval because both cations

have to be replaced across the membrane
against relatively steep gradients.

These considerations as to the effect of

the relative concentrations of the cations on

each side of the cell membranes predict in

great part the classical clinical patterns of

potassium-sodium imbalance. The pattern

in hyperkalemia is that of a wide QRS com-
plex (usually with a new S wave in the lat-

eral precordial leads), a narrow QT inter-

val, and peaking of the T wave. 5 As shown
in figure 2, progressive widening and
increasing prominence of the S with fur-

ther emphasis on the T, leads ultimately to

a diphasic oscillation or sine wave. Enroute

to this pattern the slowed depolarization

process may yield an electrocardiographic

pattern imitative of right or left bundle

branch block or an abnormal Q wave may
appear—erroneously suggesting myocardial

infarction. Concomitant with these mor-

HYPERKALEMIA

Fig. 2. (a) The empirical electrocardiographic
pattern of hyperkalemia. Note peaked T waves,
(b) A series of electrocardiograms illustrating in-
creasing degrees of hyperkalemia. Note increas-
ing P-R interval, then disappearance of P waves,
and finally widening of QRS complex and peaking
of the T wave together progressing to the “sine
wave” configuration.

phologic alterations in the ventricular com-
plex, atrioventricular block may appear

and tend to become sustained with the in-

creasing severity of the hyperkalemia. Dis-

appearance of the P wave may occur in

any of three different ways: (1) periodic

sinus arrest, (2) progressive lengthening of

the PR interval until the P becomes “lost”

in the preceding T wave, (3) progressive

diminution in amplitude of the P wave un-

til it becomes undetectable. Soon after the

development of the sine wave pattern car-

diac standstill or ventricular fibrillation

frequently occurs.

If one considers the U wave a part of the

repolarization process, the predicted length-

ening of the ventricular interval, whether
QT or QU, is confirmed clinically. 1 Figure

3 illustrates the progressive alteration of

ST-T and U with increasing degrees of hy-

pokalemia. 6 - 7

a HYPOKALEMIA to si T u

Fig. 3. (a) The empirical electrocardiographic
pattern of hypokalemia, (b) A series of electro-

cardiograms illustrating progressive sagging of the
ST segment, lowering of T wave and accentuation
of the U waves with increasing degrees of hypo-
kalemia. (After Lepeschkin and Surawicz).
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The reliability of the electrocardiogram

as an index of sodium-potassium imbalance

is limited. First, it is important to realize

that the effective cause of electrocardio-

graphic changes is an imbalance in the

serum sodium/potassium ratio. Since this is

normally about 35 to 1, it follows that small

changes in potassium concentration produce

greater effect than equal absolute changes

in sodium concentration. If both ions are

simultaneously deviated to a higher or low-

er concentration a normal electrocardio-

gram may result. The appearance of diag-

nostic findings depends upon the gradients

which develop in the presence of fairly nor-

mal concentrations of electrolyte within the

myocardial cell. Therefore the electrocar-

diographic findings of electrolyte abnormal-

ity are more applicable in acutely changing

states such as diabetic acidosis, short-term

vomiting, and acute renal failure. Chronic

alterations which have given the internal

concentrations within the cell time to read-

just (as in chronic congestive heart failure

with sustained diuretic therapy) can lead

to errors in interpretation. In such in-

stances the internal concentrations of sodi-

um and potassium upon which the diag-

nostic electrocardiographic membrane effect

is based have departed from the reliable

range. Further obscuring of the electrocardi-

ographic picture may result from mixed
electrolyte imbalances or from the masking

effect of certain drugs. And, finally, in all

too many cases the changes in ST, T, and U
are not characteristic in configuration and

therefore are nondiagnostic.

Significant alteration in concentrations of

the calcium ion may produce distinctive ab-

normalities in the electrocardiogram. The
effect of elevated concentrations of calcium

is imitative of the effects of digitalis includ-

ing the mild effect of QT shortening as well

as the toxic manifestations. Indeed the

effect of digitalis on the myocardial cell

may be mediated by the internal link of the

calcium ion between the membrane and the

metabolic and contractile elements in the

interior. On the other hand, hypocalcemia

leads to a lengthening and flattening of the

ST segment. This is accompanied by an in-

crease in the duration of mechanical systole

and an increased distance between the first

and second heart sounds. The intravenous

administration of calcium will usually re-

sult in shortening of this interval. There
are occasional nonspecific inversions of the

T wave.

The drug of most common electrocardio-

graphic interest is digitalis. Its actions on
cardiac muscle may be summarized as fol-

lows: (1) It produces slowing of depolari-

zation as to its onset in the sino-atrial node
and its passage through the atrioventricular

node (both by its vagal action and in large

doses, its direct action on the myocardium)

.

There is, however, no slowing of spread of

depolarization in ventricular muscles.2 Digi-

talis does, however, speed the onset and
spread of repolarization. This probably re-

lates to the increase in automaticity result-

ing from digitalis administration. Figure 4

illustrates the common electrocardiographic

findings which result from digitalis admin-
istration. Note that the shortening of the Q-
T interval, characteristic development of a

minus-plus T wave first with flattening of

the ST segment and later sloping of the ST
segment with a ramp-like descent into the

T wave are the only manifestations of “dig-

italis effect.” All the other manifestations

are those of toxicity. Further deformation

of the ST-T results in slurring of the junc-

tion so that the ST and T take on a U
shaped or concave (from above) appear-

ance. This is the only other change related

to the ventricular complex. The remaining
toxic manifestations relate either to the de-

velopment of increased automaticity (ven-

tricular premature beats, bigeminy, tachy-

cardia, and fibrillation, and A-V nodal or

ventricular rhythms slower than the usual

DIGITALIS: ECG MANIFESTATIONS

ST-T configuration ventricular mechanism A-V block

occasional PMB bigeminy

multiple PM B (pairs)

nodal rhythm c A-V
dissociation

ventricular tachycardia

ventricular fibrillation

I* (prolonged PR)

2*(frequently PAT
c block)

3*(complete HB)

Fig. 4. Diagrammatic summary of the electro-

cardiographic manifestations of digitalis effect and
digitalis toxicity.
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tachycardia but faster than the idionodal or

idioventricular inherent rhythms) or atrio-

ventricular block.

Further aspects of the use of digitalis of

electrocardiographic interest require com-

ments. First, all the signs of digitalis intoxi-

cation can be produced by sensitization of

the myocardium by potassium deficiency

(with or without measurable hypokalemia)

in the absence of a true total bodily excess

of digitalis. 8 An important guide to digi-

talization even in the absence of atrial

fibrillation is the electrocardiographic

search for beginning signs of increased A-V
nodal conduction time. It is important also

for the clinician to make a distinction be-

tween ventricular premature beats which

may be an early sign of digitalis intoxica-

tion and aberrantly conducted supraventric-

ular beats (Ashman beats) which occur

with greater frequency in untreated or un-

der-treated atrial fibrillation.

The electrophysiologic effects of quini-

dine and procaine amide are (1) slowing of

repolarization and (2) slowing of depolari-

zation.9 Delay in repolarization results in

sagging of the ST, lengthening of the QT,

and increased prominence of the U wave
(i.e., in this respect quinidine produces an

excellent imitation of the electrocardiogram

of hypokalemia). It is of clinical interest

to note that the lengthening of the QT in-

terval with quinidine administration may
also be accompanied by lengthening of the

refractory period and, unfortunately, some-

times widening of the vulnerable period.

Delay in the depolarization of the ventri-

cles and slowing of conduction through the

Purkinje system results in widening of the

QRS complex, a distinguishing feature in

the differential diagnosis between quinidine

effect and hypokalemia. Prediction as to

the effect of quinidine on the A-V node and
subsequently the PR interval is unreliable.

The effect on the A-V node of quinidine

may result in lengthening or shortening of

the PR interval or no effect. This paradox
arises apparently because there is no guide

as to whether the greater poisoning effect

of quinidine will be directly on the node or

upon the vagal fibers suppressing the node.

It is for this reason that the clinician must
always consider in advance that administra-

tion of quinidine may either impair or en-

hance AV transit time. For instance, in

atrial flutter there may be an increase in

the degree of AV block with desirable

slowing of the ventricular rate or a de-

crease in the degree of block leading to “1-

to-1” conduction with its attendant hazards.

The electrocardiographic effects of the

common drugs and electrolytes are summar-
ized in figure 5 in terms of the primary

effects on the duration of depolarization,

the duration of repolarization, and the ten-

dency to produce rhythm disturbances.

SUMMARY

QRS QTinterval AVlime arrhythmias

Normal

t KV Na *

* K* / Na *

t Ca’*

+ Ca~

Digitalis

Quinidine

Fig. 5. Diagrammatic summary of the effect of
the common electrolyte disturbances and common
cardiographic drugs on QRS and QT intervals,
AV nodal conduction time and the genesis of
cardiac arrhythmias.
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CLINICOPATHOLOGIC
CONFERENCE

Veterans Administration Medical

Group Teaching Hospital
Carcinoma of the Pancreas*

Present Illness. This 74 year old Negro devel-

oped aching left chest pain one to two months
prior to admission. This radiated into his back,

upper abdomen, and hips and became worse on

deep breathing. The epigastric pain was not re-

lieved by eating or alkali. He denied nausea,

vomiting, or hematemesis, but had lost much
weight, weighing only 90 pounds on admission.

Examination. T., P., and R. were normal. B.P.

was 165/60. The patient was described as poorly

nourished and thin. Examination of the head

was not remarkable except for poor oral hygiene

and arcus senilis. The lungs were clear. The
heart was not enlarged but a Grade III systolic

murmur was present at the apex. The remainder

of the examination disclosed only an enlarged

prostate, a small right hydrocele, and reduced

peripheral pulses.

Laboratory Data. The WBC. was 5000 with

59% polys, HCT. of 29%, Hgb. of 9.3 Gm., and
platelets of 220,000. Occasional target cells were
present. Urinalysis showed a reaction of 6.0, sp.

gr. 1.014, and negative microscopic findings.

BUN. was 14, bilirubin 0.54 mg., and total pro-

tein 7.7 Gm. with 3.9 Gm. globulin per 100 ml.

Alkaline phosphatase was 4.5 BU. Red cell indices

were MCV 88, MCHC 31, MCH 27; sickle cell

preparation was negative. Direct Coomb’s test was
negative, as were serum ISO- and AUTO- warm
and cold agglutinations negative. Stools were
guaiac negative. Sputum smears and cultures

were negative for acid-fast and fungus organ-

isms. Bone marrow preparation was nondiag-

nostic but showed erythroid hyperplasia and a

relative increase in plasma cells. Calcium was 10

and phosphorous 2.8 mg. per 100 ml. A 24 hour
urine for urobilinogen was 0.098 mg. STS was
negative. Repeat red cell indices were MCV 92,

MCHC 32 and MCH 28.8 and still later MCV 73,

MCH 26 and MCHC 36. L-E prep, was negative.

Total blood volume (Cr-51) was 74 ml/kg.
Chest x-ray, barium enema, upper GI series,

and oral cholecystogram were negative. An
EKG. revealed changes in ST-T waves suggesting

myocardial ischemia.

At this point the patient was given a month’s
leave. When he returned he complained of dysp-
nea and shortness of breath. He had developed a

cough and production of yellowish-white phlegm.
He denied fever. He still had his chest and epi-

gastric pains.

Significant changes in the examination included

*From the Medical Service and Laboratory
Service, Veterans Administration Medical Teach-
ing Group Hospital, Memphis, Tennessee.

a B.P. of 140/90, more loss of weight which was
now 78 pounds. He appeared much more ill than
before and was dehydrated. Moist rales were
present in the lung bases.

The significant laboratory data of this final ad-

mission were RBC. of 3.31 million, HCT. 29%, and
Hgb. 9.4 Gm., platelets 206,000. BUN. was 30 mg.
Red cell indices were MCV 88, MCH 26, MCHC
30, and reticulocytes 0.2%, SGOT test was 58

units, alkaline phosphatase 20.2 BU., BSP. 18%,
thymol turbidity 6 units, cephalin flocculation 3—
in 48 hours, and bilirubin 0.8 mg. Again sputum
studies for acid-fast and fungus organisms were
negative. Calcium was 9.2 and phosphorous 3.06

mg. per 100 ml. Bence-Jones protein test was
negative.

A chest x-ray on this admission showed a mot-
tled infiltrate throughout both lungs. A metastatic

survey showed small radiolucencies in the skull,

thought to be venous lakes; some osteoporosis

was present. Repeat chest films revealed the

above described infiltrates. An EKG. was similar

to the previous one.

Hospital Course. The final hospital stay cov-

ered 3 weeks. He spiked occasional temperatures

to 100-101°. He was not given antibiotics until 6

days before death when INH was begun. PPD
and histoplasmin skin tests had been negative.

The INH did not influence the temperature eleva-

tions. Prothrombin time was 54%, amylase 30

units; a two hour PPBS was 195 mg.%.
Hemoglobin values dropped slowly, and he ex-

pired quietly about 4 months after onset of symp-
toms.

Clinical Discussion

DR. COPE: This patient was an elderly

Negro man who presented with three main
signs and symptoms, namely, aches and

pains, a low grade anemia and marked
weight loss. I will try to discuss the aches

and pains to start with. They were up in

the chest, the back, the abdomen, and the

hips. This kind of pain distribution is usual-

ly associated with disease in the spine. It is

affected by deep breathing, by movement,
and is fairly constant; it was present

through the rest of the patient’s admission.

So, I place the patient’s initial symptoms as

arising in the spine. Possibilities that come
to mind, naturally, are multiple myeloma,
carcinoma, or possible osteoarthritis. What
about the weight loss? I think the weight

loss is very significant. It is rather uncom-
mon to see patients weighing 78 pounds.

We do not know the height of this patient,

but even if he were a 120 pounder to start

with, he seems to have suffered a tremen-

dous weight loss. We don’t know too

much about his intake of food at home, and
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we do not know whether he had anorexia

or not. There are many conditions that

cause anorexia such as anorexia nervosa as

seen in young women, and metabolic dis-

eases like Addison’s disease and hypopitui-

tarism. I don’t think this patient had Addi-

son’s disease:—for example his blood sugar

was quite high—195 mg.%, there was no

evidence of pigmentation of the buccal

membrane and his blood pressure was not

low enough. Other causes of weight loss

are lack of digestive ferments, as seen in

chronic pancreatitis, biliary obstruction and

biliary fistula. Weight loss is also seen in

malabsorption problems such as Whipple’s

disease, sprue, and chronic diseases asso-

ciated with diarrhea. I thought of Whip-

ple’s disease in association with this pa-

tient. It may cause marked weight loss,

and some anemia. However, the patient

had no adenopathy, no arthralgia, and no

diarrhea, and so I think we can rule out

Whipple’s disease.

How about inadequate food utilization?

We know there are certain metabolic dis-

eases involved in this. For example, hy-

perthyroidism can cause tremendous loss of

weight. We have no evidence of this in this

patient. Also, diabetic acidosis, but we find

that this patient was probably not a dia-

betic.

Now, what is the cardiac status of this

elderly patient? We are told that his blood

pressure was 165/60, which is approximate-

ly normal for his age group. He probably

had peripheral arteriosclerosis and pipe-

stem arteries. We are told he had a Grade
III systolic murmur; with an anemia and
with so much loss of weight I would think

that a Grade III systolic murmur probably

would not be significant. As we know, the

intensity of a murmur does not correlate

too well with whether there is disease in

the heart or not. It has a lot to do with

what there is between the stethoscope and
the heart, such as lung, fat, and muscle
mass. Of course, we have to think of the

possibility of subacute bacterial endocardi-

tis: this patient had anemia, he had weight

loss. The pain, however, does not seem to fit

in too well with this diagnosis. He had no
fever, but among the older age group fever

is often not seen; he had no evidence of

peripheral embolization and the heart mur-

murs apparently were not changing in

character so I think I can rule out this di-

agnosis fairly well. The ST-T changes

probably were nonspecific changes since

they were present at the subsequent admis-

sion, unchanged. What about anemia in

this patient? He had normal red cell in-

dices so we can say he had a normocytic

anemia. What causes normocytic anemia?

We have three classes of disease that can

cause this: (a) acute blood loss of which

we have no evidence here;—the patient’s

stool guaiac was negative; (b) hemolytic

disease causing blood destruction—we have

no evidence of this;—the Coomb’s test was
negative, the bilirubin was normal, the uro-

bilinogen was normal, agglutinins were neg-

ative; generally, there was no evidence for

a hemolytic anemia, so we are left with a

simple normocytic anemia; and (c) in this

group can be lumped many different types

of diseases—anything from a red cell apla-

sia caused by a thymoma, for which we
have no evidence, to vitamin deficiency, re-

nal insufficiency, G. I. disorders, endocrine

disorders, inflammatory diseases and malig-

nancies.

What about granulomatous diseases like

tuberculosis or histoplasmosis? This pa-

tient had no fever, he had no hepatospleno-

megaly, his skin tests were negative. Of
course, none of these things rule out these

diseases. I will come back to this later on.

How about malignancies? This case prob-

ably is an example of a generalized malig-

nancy. What is the cause of anemia in

malignancy? I don’t know that this has

been worked out too well in cases where
there is no obvious blood loss. Life spans of

blood cells have been done, and these vary

from normal to slightly shortened span; ap-

parently there is little to no destruction of

blood cells and generally it seems to be a

matter of the marrow not being able to

catch up with normal blood destruction.

I cannot understand why this patient was
sent home on a month’s leave considering

that he was quite sick and undiagnosed. He
came back a month later and this time was
very ill. He had marked changes in liver

function, his alkaline phosphatase was sig-

nificantly elevated, BSP. was high, thymol
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turbidity was slightly high, cephalin floccu-

lation was 3+, but bilirubin was again nor-

mal. This picture brings to mind a very

diffuse involvement of the liver. We also

have evidence that the chest x-ray for the

first time showed diffuse involvement with

some kind of process. Can we see the chest

x-ray now?
DR. ETTMAN: The first film we have

here is one taken during the earlier admis-

sion when it was reported as negative. The
heart was not enlarged and the lung fields

at that time showed no definite infiltration.

Two months later we see now there has

been a definite change. There are granular

infiltrates scattered through both lung fields.

There is an infiltration seen in both bases

and the infiltrate is rather symmetrical. The
next film was taken 4 days later, and shows

progression of the same changes. The last

chest film we have available is 10 days la-

ter. Here, in addition to the infiltration, we
have pulmonary edema and excessive

congestion. Next is the skull film taken dur-

ing the metastatic survey showing the os-

teoporosis with some small ovoid radiolu-

cencies which are consistent with vascular

channels. The long bones show nothing re-

markable. The spine shows marked degen-

erative changes. The changes in the chest

films are very consistent with pulmonary
congestion, miliary tuberculosis, histo-

plasmosis, numerous emboli, possibly carci-

nomatosis and a whole gamut of things. At
least we know it developed in a short peri-

od of time.

DR. COPE: Can you say anything about

these calcifications in the lungs?

DR. ETTMAN : These are old and are

present on the chest film taken during the

previous admission. These infiltrates are of

more recent vintage.

DR. COPE: We have to account now for

a picture of the patient showing marked
weight loss, low grade anemia, infiltration

of the liver and lungs, and possible cardiac

disease. I think we will go through some
of the diseases that come to mind. Sarcoido-

sis: this is a disease which affects multiple

systems. However, it usually occurs in the

younger age group, and of course it usually

does not affect the spine. Multiple myelo-

ma: it looks as if the physicians on the

wards throught that this patient might

have multiple myeloma. He has typical

symptoms affecting the spine. He has slight-

ly increased globulin. He has a low grade

anemia, bone marrow showed slightly in-

creased plasma cells. Bone marrow aspira-

tion is often confusing because the marrow
has quite a variegated population; therefore

it is only a sampling procedure; multiple

myeloma can exist with marrow plasma

cells varying from 5% and up. What I

would like to have in this case would be

the electrophoretic pattern. Osserman has

said that up to 97% of cases of multiple

myeloma can be diagnosed just by either

serum or urine electrophoretic patterns. If

this patient did have multiple myeloma, it

would be rather hard to explain the chest

and liver findings. However, the patient

could also have paramyloidosis; this is pres-

ent in about 10% of multiple myeloma and

affects mesodermal tissues, such as lungs,

heart, liver, gut, adrenals and kidneys. I

would like to see, however, a little more al-

buminuria. The diagnosis of multiple myelo-

ma with amyloidosis—I don’t think can be

ruled out in this particular patient.

How about something like Wegener’s

granulomatosis? This is akin to periarteritis

nodosa. It affects the lungs. It is a disease

that is quite fulminating, characterized by

ulceration of the upper respiratory tract,

occasionally pancreatitis. However, the

death in most of these patients is a renal

death and we have no evidence for this.

How about a lymphoma? Lymphoma can

affect bone diffusely and can cause anemia.

Occasionally, but very rarely, it is not man-
ifested by a peripheral adenopathy or sple-

nomegaly. Lymphomas are occasionally as-

sociated with fungal diseases or tuberculo-

sis, and this patient could possibly have a

combination of these. The physicians on

the ward thought this patient might have

dessiminated tuberculosis, probably for lack

of a better diagnosis. However, the isonia-

zid for a period of a week did not seem to

improve this patient’s condition. Again, dis-

seminated tuberculosis would not account

for the patient’s rapid course unless he had

a meningitis, nor would it account for his

diffuse aches and pains.

Finally, I come to my final impression
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which is metastatic disease. I think statis-

tically this probably would be the most

common disease that would account for this

picture:—anemia, weight loss and pain,

probably caused by metastasis to the bone

which may not be visible on x-ray, and in

the last month, metastatic involvement

affecting the liver and lungs. A small pri-

mary lesion could be in a host of places

such as the pancreas, the lung, the stomach,

prostate, and so on.

My final diagnosis is disseminated carci-

nomatosis with a small primary, probably,

let’s say, in the pancreas.

Pathologic Findings

DR. MASHBURN: At the time of autopsy

the body was that of an elderly, severely

emaciated colored male who was 5 ft. 6 in.

in height and weighed 78 lbs. Both lungs

were heavy, the right weighing 800 Gm.
and the left weighing 600 Gm. The cut sur-

face of each was: red and meaty. Pressure

produced a profuse amount of edema fluid.

Microscopic investigation revealed septa

which were thickened with congestion and

infiltration of inflammatory cells. Polymor-

phonuclear leukocytes and macrophages

were prominent in many alveolar spaces.

The most striking microscopic finding of the

lungs was the presence of large, abnormal,

epithelial-like cells located in some of the

lymphatics and alveolar spaces. These cells

were characterized by large hyperchroma-

tic nuclei and moderately abundant baso-

philic cytoplasm. Some were arranged in

an acinar pattern. From this picture it is

obvious that we are dealing with a metasta-

tic adenocarcinoma in the lung.

The heart weighed 210 Gm. Small vegeta-

tions were found attached to the auricular

side of the mitral valve. These vegetations

were soft, light pink, and slightly granular.

There is actually very little inflammatory

reaction in this lesion. A similar type of

bland vegetation was found attached to the

ventricular surfaces of the aortic valve

cusps (Fig. 1) . Microscopic studies of

these lesions confirmed the absence of any
extensive inflammatory change within the

tissue involved.

The liver weighed 1200 Gm. and was stud-

ded with numerous metastatic tumor nod-

Fig. 1. Aortic valve with vegetation attached to
left posterior cusp.

ules. These nodules were yellow in color

and umbilicated on the surface. Examina-

tion of the pancreas revealed a 5 by 6 by 4

cm. yellow, sclerotic tumor mass replacing

the tail. The microscopic picture of the tu-

mor within this organ shows numerous irre-

gular acini replacing normal tissue and pro-

ducing an intensive desmoplastic reaction

(Fig. 2) . Each kidney contained a recent 2

cm. infarction in the cortex. Microscopic

analysis revealed coagulation necrosis with

peripheral hemorrhage and congestion, typ-

ical of embolic infarction.

Fig. 2. Pancreas showing partial replacement by
adenocarcinoma.

In attempting to correlate all of the

findings in this case a study of endocarditis

is necessary. A brief historical review of

this lesion may help us to understand the

problem somewhat better.

In 1923, Libman performed a considerable

service to the medical profession when he

reviewed this problem and came up with

his four specific types of endocarditis, or
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valvulitis. The first three, namely bacterial

endocarditis, rheumatic endocarditis, and

syphilitic endocarditis, were due either di-

rectly or indirectly to some type of bacteri-

al infection. The fourth group he described

as a nonbacterial independent type. Within

this last group he described two entities.

The first was called a typical verrucal en-

docarditis which is commonly known as the

Libman-Sacks endocarditis. This is asso-

ciated with lupus erythematosus. The sec-

ond type within the fourth group was
called nonbacterial thrombotic endocarditis.

Through the years this last named lesion

has come to be associated in the thinking of

most physicians with wasting diseases in

aged people. However, an interesting arti-

cle in 1956, by McDonald and Robbins 1
,
at-

tempted to correct some of the misconcep-

tions about this type of valvular lesion.

First of all, their statistics show that non-

bacterial thrombotic endocarditis is not ne-

cessarily a lesion of debilitated and aged

patients. In their series of 78 cases of non-

bacterial thrombotic endocarditis, there

were 6 who were under the age of 40 years.

The second point that was made by these

authors is that these cases are not always

associated with wasting malignant disease.

Although 37% of their series was associated

with cancer, 30% was involved with some
form of heart failure and another 20%
suffered with thromboembolic diseases as

their primary disorder. The remainder of

the cases revealed conditions such as simple

pneumonia, hepatitis, and liver abscess.

Thirdly, it was shown that patients with

nonbacterial thrombotic endocarditis not in-

frequently developed symptoms and signs

specifically related to this lesion. Usually

these are embolic phenomena. Eleven of

their 78 cases were proven to have emboli

from these vegetations, and 5 of the 11 had
developed symptoms of embolism prior to

death. They thought that the death of these

5 was due directly to the nonbacterial

thrombotic endocarditis.

From this study we can see that nonbac-

terial thrombotic endocarditis is not just a

medical curiosity of interest only to the

pathologists. The practicing physician

should be aware of its possibility in a rela-

tively young patient who presents with

some form of severe disease followed by

unexplained heart murmurs and embolic

symptoms.

Attempts at explaining the cause of these

vegetations are only speculative. Some in-

vestigators have pointed out that close ex-

amination of normal hearts will demon-
strate small degenerative lesions with fibro-

sis in the valves on the left side in over

50% of all cases. Correlating the facts that

99% of these degenerative lesions occur on

the left side of the heart, and that 97% of

all the nonbacterial thrombotic endocarditis

lesions are also on the left side, it has been

suggested that these small, otherwise be-

nign, degenerative areas of fibrosis set the

stage for the vegetations. It has been pos-

tulated that various severe diseases may
produce fluctuating alterations in the blood

coagulating mechanisms followed by the oc-

currence of the nonbacterial thrombotic veg-

etations at the sites of these small degen-

erative foci in the valves of the left heart.

In conclusion, then, we believe that this

individual first of all developed an adeno-

carcinoma of the tail of the pancreas with

metastases to the liver and lungs; secondly,

he developed nonbacterial thrombotic endo-

carditis with embolic infarctions of both

kidneys; and, finally, that the immediate
cause of death was lobular pneumonia.

Final Anatomic Diagnoses

(1.) Adenocarcinoma of the tail of the pan-
creas with metastases to lungs and liver.

(2.) Nonbacterial thrombotic endocarditis in-

volving the aortic and mitral valves with infarcts

of the left and right kidneys.

(3.) Lobular pneumonia, bilateral.

Reference

1. McDonald, R. A. and Robbins, S. L. “The
Significance of Nonbacterial Thrombotic Endocar-
ditis: An Autopsy and Clinical Study of 78

Cases.” Ann. Int. Med. 46: 1957.
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TMA State and County • On February 27th, the State and County Society Officers
Society Officers Conference, sponsored by the Tennessee Medical Association,
Conference a Success was the largest attended of any previous conference. Two

hundred key leaders of the profession throughout the State
were in attendance to hear twelve guest speakers from
Tennessee and the nation, including Dr. Edward R. Annis,
Past President of the American Medical Association.
Comments from many attending the conference stated that it
was the best ever held by TMA.

Drug Abuse Law to

Affect Few
Physicians

Medicare—Part B

Intermediaries
Chosen

Medicare Deadline

• The Drug Abuse Control Amendment of 1965, which
strengthens controls over depressants and stimulants, be-
came effective February 1st, and will bring about some
changes in the procedure physicians have followed in writing
prescriptions and keeping inventories. The law affects
physicians in several ways. Telephone prescriptions are
permitted. Written prescriptions must include the patient's
name and address and the date.

Prescriptions for drugs covered by the law (amphetamines,
barbiturates, and other psychotoxic drugs) will be re-
fillable only five times or for a six month period—which-
ever is less. Those few physicians who dispense such
drugs as part of their regular professional activities and
charge for them must keep detail acquisition and disposi-
tion records. Records should be kept of dates, quantities
and persons or firms involved in such transaction — includ-
ing even those covered drugs obtained from pharmacists when
used in the physician's practice.

Physician officials and clinics, dispensaries, hospitals
or other health facilities where no registered pharmacist is
in charge of covered drugs should understand that they
continue to retain inventory liability and responsibility
when such drugs are left in charge of others who possess and
handle them only as agent or ancillaries of the physician.

• The Social Security Administration has announced the
appointment of the fiscal intermediaries for Part B, Public
Law 89-97, Medicare. Named to handle the payments to
physicians in Tennessee was the Equitable Life Assurance
Society of the United States. Initial liaison with
the fiscal intermediary is already underway by officers and
appropriate committees.

• March 31, 1966, was the deadline for eligible persons to
enroll in the "Part B" supplementary program for Medicare.
The Social Security Administration states that those who did
not sign up by the March 31st deadline will have to wait
two years for another opportunity to do so.

Tennessee Hospital
Association Takes
Action in Opposition
To TMA Policy

• The Tennessee Hospital Association's House of Delegates,
meeting in Nashville on February 25, 1966, took action
directly opposing policies previously adopted by the
Tennessee Medical Association and the American Medical
Association as related to contractual arrangements between
hospitals and hospital-based specialists. Following is the



TMA's Position

Tennessee Supreme
Court Opinion

The Dependent's
Medical Care Program

action adopted by the Tennessee Hospital Association:

1. The traditional contract of percentage arrangements be-

tween hospitals and hospital-based specialists is ethical,

in the best interest of the public we serve, and is not

inconsistent with the purposes of the laws covering

the Corporate Practice of Medicine.
2. Should the Tennessee Medical Association retain its

present published position regarding separate billing by the

Medical Specialists and/or take positive action, the Board

of Trustees of the Tennessee Medical Association should

be invited to join with the Board of Trustees of the

Tennessee Hospital Association in a public hearing with

representatives invited from large manufacturing and

industrial firms ; other interested segments of the public ;

representatives from the insurance industry; representatives

from Blue Cross; and representatives from the news media;

in order to give the hospitals and doctors an opportunity to

explain the effect this change would have upon the level of

the charge of the patient or to whomever pays the patient's

bill.
3. The Tennessee Hospital Association opposes any lease

arrangement as being contrary to the public interest and may

give rise to the loss of tax exemption for the leased

portion of the hospital property.

• The TMA House of Delegates, in 1960, initiated action and

stated the policy for TMA that "the employment or use of

a physician by a corporation, institution or agency which

permits the sale of the service of that physician for afee
is contrary both to the public interest and that of medicine

and is in violation of medical ethics and the statutes of

the State of Tennessee.” Subsequent action has reiterated

this position.

® The following statement with respect to Corporate

Practice of Medicine was accepted from a Tennessee Supreme

Court opinion (State ex Rel. V. National Optical Stores Co.,

189 Tenn. 433-1949):
”A corporation can neither practice law nor hire lawyers

to carry on the business of practicing law for it anymore

than it can practice medicine or dentistry by hiring doctors

or dentists to act for it . . . the rule is uniform that

a corporation cannot practice one of the learned
professions ... and obviously, this implies that the

corporation cannot employ a licensed practitioner since a

corporation acts only through agents ... if such a

course were sanctioned, the logical results would be that

corporations and business partnerships might practice law,

medicine, dentistry or any other profession by the simple

expedient of employing licensed agents. And if this were

permitted, professional standards would be practically

destroyed, and professions requiring special training would

be commercialized, to the public detriment. The ethics of

any profession is based upon personal or individual respon-

sibility. Hence he cannot properly act in the practice of

his vocation as an agent of a corporation or business

partnership whose interest in the very nature of the case

are commercial in character.”
The Tennessee Medical Association has clearly stood by

the principles of medical ethics and the statutes of the

State of Tennessee in its position regarding the relation-

ship of physicians with hospitals and other institutions as

they relate to the corporate practice of medicine.

• For the year 1965, recipients under the Dependent's Medi-

cal Care Program cared for by Tennessee physicians resulted

in 6,997 cases cared for representing a total payment to

Tennessee physicians of $563,751.09.
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TMA Delegation
Visits Washington

AMA-ERF Allots

$32,817.90 to Medical
Schools in Tennessee

Hadley Williams, Public Service Director

• A delegation of twenty-six members of TMA and of three
allied health organizations visited Washington, D. C. March
31st for a one-day visit with Tennessee's congressional
representatives

.

The president of the Tennessee Pharmaceutical Associa-
tion Dr. Ed Daniel of Nashville, the president of the Ten-
nessee Hospital Association, Mr. Tom Newland of Knoxville,
and the president of the Tennessee Veterinary Medical Asso-
ciation, Dr. J. C. Kile, Jr., joined TMA representatives for
the sixth annual trip.

Representing TMA were President John H. Burkhart of Knox-
ville, and President-elect G. Baker Hubbard of Jackson,
along with Drs. Harmon L. Monroe and James J. Range of the
first congressional district, Richard C. Sexton, Jr. of the
second district, George K. Henshall, George C. Young and
David H. Turner of the third district, D. Gordon Petty and
William A. Hensley of the fourth district, Tom E. Nesbitt
and B. F. Byrd, Jr. of the fifth district, Kenneth M. Kres-
senberg of the sixth district, Lamb B. Myhr and Oscar M. Mc-
Callum of the seventh district, Byron 0. Garner and J. Kelley
Avery of the eighth district and A. Roy Tyrer, Jr. and B. G.
Mitchell representing the ninth congressional district.

Mr. Charles Cornelius, Jr., TMA attorney, Mrs. Flora
Richardson, Executive Secretary of the Chattanooga-Hamilton
County Medical Society, Mr. J. E. Ballentine, Executive Di-
rector of TMA and Mr. Hadley Williams, TMA Public Service
Director also accompanied the group.

Dr. Roy Tyrer, chairman of the TMA Legislative and Public
Policy Committee, under whose sponsorship the trip is made,
presided over a luncheon meeting in the House Speakers Din-
ing Room. Members of the Tennessee congressional delegation
present were Senator Ross Bass and Congressmen James Quil-
len, John Duncan, Bill Brock, Joe Evins, Richard Fulton,
William R. Anderson, "Fats" Everett and George Grider.

Members of the TMA group visited individually with their
respective Congressmen during the course of the day to dis-
cuss legislation of interest to the medical profession.

• Tennessee’s three medical schools received a total of
$32,817.90 from the American Medical Association’s Education
and Research Foundation as part of the $1,133,583.29 dis-
tributed to all medical schools from contributions to AMA-
ERF in 1965.

The University of Tennessee College of Medicine received
$15,097.27, Vanderbilt University School of Medicine
$11,797.19 and Meharry Medical College $5,923.44.

Since 1951, the AMA-ERF has distributed more than $17 mil-
lion through its Funds for Medical Schools program. Medical
school deans may use the money on a completely unrestricted
basis.

Contributors to AMA-ERF can designate a specific school
to receive their gifts, or they can give without designa-
tion. All monies contributed with a specific school named
goes to that school plus a share of all undesignated contri-
butions pro-rated to the 88 approved medical schools.



Health Project Contest
Winners Announced

Safety Programs
Needed for Spring
Sporting ivents

AMPAC Workshop
Set for May 21-22

Because the AMA and state medical societies assume all
costs of administering the program, none of the contributed
money is used for expenses of collection and distribution.

Make a contribution to AMA-ERF during 1966 I

• The Biology class of Grundy County High School has been
named winner of the 13th annual Health Project Contest spon-
sored by TMA and the Woman's Auxiliary to TMA.

The winning entry was entitled "Alcohol and Youth" and
the class sponsor was Mrs. J. C. Ray. Mrs. Ray and Grundy
County High School are not newcomers to the annual contest.
In 1964 Mrs. Ray’s class was declared winner of the contest
and in 1965 they placed second.

Two student representatives of the class and Mrs. Ray re-
ceived all-expense paid trips to the TMA annual meeting in
Gatlinburg to receive their $500 first place prize.

The 1965 winner, Hamilton High School of Memphis, placed
second in this year's contest. Miss Martha Flowers was
class sponsor for a project entitled "Personal Health" and
will receive a $300.00 prize.

Mrs. Joan Murchison sponsored two entries from Sherwood
Junior High School in Memphis and won third and fifth place.
"Breakfast for Better Grades" won third place and a check
for $200.00 while the project "Smoking in Sherwood Junior
High" was awarded fifth place and $100.00.

The fourth place award of $150.00 went to Knoxville's
Central High School for a project entitled "Alcoholism"
sponsored by Mr. C. W. Pratt.

Mrs. Richard C. Sexton, Jr., of Knoxville, was the Auxil-
iary's State Health Project Contest Chairman.

• A news release from the AMA regarding safety in track and
field points out that safety is a major consideration as a
million school and college athletes compete in track and
field this Spring.

The flying javelin, shot put and discus can be lethal
weapons. Even a runner can inflict serious injury to by-
standers, fellow athletes and himself on a poorly supervised
track.

TMA members who serve as team physicians for high school
athletic teams should call to the attention of the school
officials the dangers involved in conducting track and field
practice and track meets. Some suggestions that might save
an injury include:

1. The field area should be laid out so that danger zones
of adjacent events do not overlap.

2. Competitors should be matched and scheduled by skill
level, both for instructional and safety reasons.

3. Until he improves his skill, the beginning discus
thrower should use a rubber practice discus. He should
throw only into a protected area, such as a hanging net.

4. Equipment and track should be examined often.
5. Beginning hurdlers should practice on grass, with de-

mountable hurdle crossbars.
Many other considerations should be part of a track and

field safety plan. Spring practice should begin with a com-
plete medical evaluation of every athlete that competes in
track or any other spring sports program.

® The annual AMPAC National Workshop has been scheduled for
May 21-22 at the Sheraton-Park Hotel in Washington, D. C.

This educational program has been designed to bring to
the participants the latest in political techniques and
methods. How to work with the candidate, work with the
party and capsule campaign techniques for congressional dis-
trict committees are topics to be discussed at the meeting.

Physicians interested in attending the workshop may ob-
tain additional information by contacting Dr. B. G. Mitchell
of Memphis, state chairman of Independent Medicine's Politi-
cal Action Committee of Tennessee.
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A year can be a short time or it can be a long time, depending

on the pleasure or pain for which it is remembered. The year

just past, during which it has been my honor and privilege to

serve as the President of the Tennessee Medical Association, has

demanded from me much time, thought, and effort; and yet it

has been most pleasant and altogether too short. The hardest job

has been to write the President’s Page each month; the easiest has

been the association with a group of men and women who individ-

ually and collectively epitomize the highest motives, ideals, and
aspirations of a noble profession.

In leaving the office of President and turning over its responsibilities to my succes-

sor, it is my sincere hope that I have carried out its duties and fulfilled its obligations

in a manner which meets with the satisfaction of those who saw fit to place them in

my care. If I have, it is largely due to the advice, assistance, co-operation, and sup-

port of physicians throughout the state of Tennessee who have served in positions of

trust as officers, committee chairmen, and committee members, and through the intense

efforts of a most loyal and dedicated administrative staff. To all of these who have

made this past year so pleasant and who are so greatly responsible for any degree

of success which it might have attained, I wish to express my sincere appreciation.

To Dr. Hubbard who will succeed me in this high and honorable office I extend

my congratulations, best wishes, and assurances of continued interest and availability

in any capacity wherein he might feel I could serve him and the Tennessee Medical

Association. Dr. Hubbard is entirely capable and qualified to be the head of the pro-

fession in our state. He is entitled to the interest, enthusiasm, and co-operation of all

of us in carrying out the purposes of the Tennessee Medical Association.

Another year is behind us, another year is ahead. The Tennessee Medical Association

must meet its future challenges and requirements as it has met those in the past. I am
confident that it will.

Dr. Burkhart

HEALTH SCIENCES LIBRARY,
UNIVERSITY OF MARYUNo'

BALTIMORE
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The New President

GEORGE BAKER HUBBARD, SR., M.D.

JACKSON
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George Baker Hubbard, Sr,, M, D.

7%th Vresident, Tennessee Medical Association

HIS WEST Tennessee surgeon exemplifies the highest standards of the medical

profession, and at the same time represents what his community points to with
pride: a civic-minded, dedicated physician.

He has the respect and admiration of his colleagues, patients, office and hospital

personnel, and fellow citizens. His energy and devotion to all projects in which he is

active—and there are many—are equalled only by his medical ability. Perhaps his ma-
jor quality is empathy.

Born in Princeton, Kentucky, September 3, 1912, Dr. Hubbard received his B.S.

degree from Western Kentucky State College in 1933. After graduating from Van-
derbilt University School of Medicine in 1937, he was an intern and resident in pedi-

atrics and general surgery at Vanderbilt and Nashville General Hospitals until 1941.

Entering military service in 1941, he was a lieutenant colonel in the U.S. Army
Medical Corps, assigned as consultant traumatic surgeon at the 803rd Hospital Center

in Southern England until 1946.

For the past twenty years he has practiced general surgery at the Jackson Clinic,

Jackson, Tennessee, with eighteen other physicians representing nine fields of medicine.

He is a member of the Clinic’s Board of Directors, of which he is a past chairman.

Professional posts he has held include: 1963 president of the Tennessee Chapter,

American College of Surgeons; 1962-63 chairman of the ACS Committee on Trauma
for Tennessee; chief of staff, Jackson-Madison County General Hospital; member of

the TMA Board of Trustees; official positions in the Consolidated Medical Association

of West Tennessee; and numerous TMA and Consolidated Medical Assembly com-
mittee appointments.

In addition he has served as a member of the Tennessee Hospital Service Associa-

tion (Blue Cross-Blue Shield) Board of Directors, has served as a member of the Board

of Stewards of the First Methodist Church of Jackson, and is an active member of the

Jackson Chamber of Commerce.

One of Dr. Hubbard’s favorite activities is his work with young people, particu-

larly high school football teams. He attends the Jackson High School games, giving en-

couragement to the home team and medical attention to players on both teams, when
needed. In recognition of his devoted and inspiring work, a plaque was presented to

Dr. Hubbard last year by the high school teams, expressing the esteem in which he is

held by football, basketball, baseball and track participants.

He and Mrs. Hubbard, the former Elizabeth Beesley of Nashville, live at 1681

Humboldt Highway. They have four children: George Baker Hubbard, Jr., a second-

year student at Vanderbilt School of Medicine; Bill, a sophomore at Southwestern Uni-
versity, Memphis; Al, a football scholarship freshman at Vanderbilt University; and
Betha, a junior at Jackson High School.

During his twenty-nine years as a physician Dr. Hubbard has demonstrated tire-

less determination to alleviate pain and to restore health, to serve his community, and to

inspire others to use their various abilities to the fullest. His integrity, energy and dedi-

cation will be demonstrated anew during his term as Tennessee Medical Association pres-

ident.
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EDITORIAL

A PROPOSAL FOR A NEW SPECIALTY—
INTERPRETIVE MEDICINE!

To propose a new specialty in medicine

even with tongue-in-cheek requires temeri-

ty in this day and age when there is clamor

here and there that the pieces of the “frag-

mented” patient be picked up and be put

together as a “whole person,” which by
now has become a cliche. Without a doubt

the patient does much of his own selection

of specialists in the urban areas or, if living

in the country, decides who should see him
in the neighboring town, aided and abetted

by magazines and specialists themselves.

Some months ago at a luncheon in a dis-

tant state, I sat next to an elderly gentle-

man, a doctor who had retired from general

practice, or had attempted to do so for al-

most two years. He found it difficult to

withdraw in two broad areas. One dealt

with the area more or less of counselling;

the other was related essentially to matters

medical. He found it most difficult to turn

away or disregard requests from old pa-

tient-friends.

This doctor told stories which were ex-

amples of how his old friends needed some-

one to whom to turn, other than the

younger man to whom he had referred his

patients. I cannot quote directly but they

were somewhat as follow. A former pa-

tient, after church services, wanted advice

about Aunt Susie who needed to be put

into a mental institution. Another visited

his home to talk over worries about the ap-

proaching senility of a spouse. A former pa-

tient stopped the doctor on the street to dis-

cuss a son who was having difficulties in

finding his niche in society. Another, a

mother, called about a daughter having

marital troubles. Some of these had met
with little response upon consulting their

new doctor—who was either too busy or

had not been tempered by experience to an-

swer these questions and probably felt inse-

cure in the field of counselling.

This retired doctor found the other area

much more embarrassing—this was the tru-

ly medical area. Embarrassing because the

calls and discussions were for opinions con-

cerning medical care being given by the

new doctor, the one to whom the retired

doctor had referred his patient. What is the

prognosis of the tumor discovered, or is the

prognosis given correct? What does the di-

agnosis mean? Why was “such-and-such”

done diagnostically? Why was “this-or-

that” treatment given or prescribed? He
found the obvious answer to this problem

not readily acceptable. To refuse an an-

swer and advice to again question the new
doctor was not satisfying to the old friend.

The common answer this retired doctor

heard to his suggestions to again ask his

new doctor these questions was all too oft-

en, “He is so busy; he hasn’t the time.”

This one reads in the lay press also. Atten-

tion is called to this criticism in PR sugges-

tions by organized medicine. If one has

been a consultant with limited practice, one

has heard, unfortunately, as the result of

leisurely discussions with the patient, “I

wish my doctor had time to talk to me like

this. He hasn’t time to listen to what I want

to get off of my mind.”

The early years in practice permit the
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development of the practical use of methods

and technics in searching out disease and

its treatment. In spite of the younger

man’s impatience with needing to deal with

the nonscientific phases of medicine he, in

most instances, gradually and subconscious-

ly learns his patients’ needs for someone
with whom to counsel. Here the answers

commonly lie not in medicine but rather in

common sense, which led Sir William Osier

to suggest that “Common sense nerve fibers

are seldom medullated before forty—they

are never seen even with a microscope be-

fore twenty.” I am sure Osier was not re-

ferring to professional competence, but

rather to myelinization, as a result of accu-

mulated experience of “burning one’s fin-

gers,” misjudgements and the evolution of a

sympathetic understanding of human foi-

bles, frailties and dependencies. It is the

building of the interpersonal relationships

over the years—patient-doctor—which

makes for good medical care,—first confi-

dence and then acceptance of the need for

a specific treatment or the operation.

The busy and good doctor recognizes he

should, and sincerely wishes he might

spend “more time” with his patients, but

the exigencies of practice and a limited

number of hours in the day set the limits.

Without a doubt as greater numbers are

gathered under the umbrella of federally

supported medicine the manpower shortage

will be accentuated in this regard.

After the luncheon conversation men-
tioned earlier, I thought how unfortunate is

the waste of manpower as doctors are “put

out to pasture.” How badly do some of his

friends and citizens of the community need

their advice! So I propose a new speciality

—Interpretive Medicine! As a physician re-

tires from an association with a younger

partner or from a group, he might be useful

to his busy former associates as an inter-

preter of chronic disease and its treatment

and its prognosis in selected cases. He could

be helpful too in counselling on matters of

the family and other interpersonal relation-

ships. (Some day social workers may be
available for counselling in these areas, but

the climate at present and the feelings of

the older generation of patients are not

quite up to this solution, even if they were

available.) The interpretive specialist

would need to continue his activities with

his former colleagues almost exclusively for

he would need to know their practices and
methods so he might keep his finger out of

the therapeutic pie. On the other hand, he

should have the liberty of suggesting in his

consultant’s report that doing “so-and-so”

might reassure the patient or complete the

clinical picture. Certainly this specialty

must be incorporated in some group prac-

tice already.

Interpretive Medicine is a thought from
the “great blue yonder” and without antici-

pation of an American Board of Interpre-

tive Medicine!

R. H. K.

For the physician who continues

to be troubled by the term atypical

acid-fast bacilli, the memorandum
from the State Department of Public

Health under the heading of Medical

News in Tennessee may be helpful.

DEATHS

Dr. Alton Garrard Hair, 60, Signal Mountain,
died March 3rd in a local hospital.

Dr. Tate Benton Collins, Jackson, 78, died sud-

denly on February 19th at his home.

PROGRAMS AND NEWS OF
MEDICAL SOCIETIES

Chattanooga-Hamilton County
Medical Society

The April 5th meeting of the Society was
held in the auditorium of the Interstate

Building. Scientific presentations included:

“Clinical Investigation of New Drugs” by

Dr. Delmas K. Kitchen; “Clinical Assess-

ment of EEG” by Dr. Edwin F. Chobot, Jr.;

and an interesting case report by Dr. Er-

nest C. Lineberger.

Memphis-Shelby County Medical Society

The Society met in regular session on

February 1st in the Institute of Pathology
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of U. T. The scientific program was pre-

sented by Dr. Jeremiah Stamler who spoke

on “Coronary Risk Factors and an Ap-

proach to Prevention of Myocardial Infarc-

tion.” Members of the Society also heard

discussions of the Drug Abuse Amendment
of 1965 by Mr. Grover Bowles, and a report

on the Memphis Prepaid Insurance Plan by

Dr. R. A. Calandruccio.

Knoxville Academy of Medicine

Dr. William G. Laing presented the scien-

tific program at the meeting of the Acade-

my on March 8th. Dr. Laing’s subject was
“Regional Enteritis Clinical Aspects and

Presentation of Cases.”

Benton-Humphreys Medical Society

The Benton-Humphreys County Medical

Society met on March 18th in New John-

sonville. Mr. Jack Ballentine, Executive Di-

rector of TMA, attended the meeting to dis-

cuss the activities of the State Association

and held a question and answer session

concerning P.L. 89-97 (Medicare), Title

XIX and how it will affect physicians in

Tennessee, methods to promote the most

efficient utilization, the AMPAC and IM-

PACT organizations, and promotion of a

better understanding of the attitude of doc-

tors and their organizations on the local

level.

Giles County Medical Society

In a recent meeting, the Giles County
Medical Society adopted a resolution to ex-

tend out-patient medical care to the wives

and children of servicemen now serving in

Viet Nam. The move is similar to the ac-

tion taken recently by the Dickson County
Medical Society.

NATIONAL NEWS

The Month in Washington

(From the Washington Office, AMA)

The Department of Health. Education and

Welfare has issued strict guidelines prohib-

iting racial segregation in hospitals receiv-

ing money from the federal government.

The department said in a policy statement

that schools, hospitals and nursing homes
must adhere to the guidelines to continue

receiving federal funds under the Civil

Rights Act of 1964.

Surgeon General William H. Stewart of

the Public Health Service said more than

10.000 hospitals receiving federal funds had

been sent new rules and compliance re-

ports. He said such hospitals must not sep-

arate or discriminate on the basis of race or

national origin in the care and treatment of

patients.

Hospitals are being asked “whether pa-

tients are assigned to all rooms and facili-

ties without regard to race, color, or nation-

al origin; whether all persons are allowed

to use entrances, admission offices, waiting

rooms, dining areas and cafeterias, toilets

and lavatories, and other service facilities;

whether the hospital accepts and approves

applications for staff privileges and training

without regard to race, color, or national

origin; and other similar questions,” accord-

ing to the HEW statement. “An up-to-date

patient census by race must be indicated on

the questionnaire, as must a breakdown by
race of physicians holding staff privileges.

“If evidence of discriminatory practice is

indicated in the returned questionnaire, the

specific areas of failure to comply will be

pointed out. The hospital will then be giv-

en an opportunity to eliminate its discrimi-

natory practices as quickly as possible.

Where discrimination persists, the hospital

will be excluded from any new federal as-

sistance programs, such as Health Insur-

ance for the Aged (Medicare)
,
which be-

gins on July 1. When negotiations fail to

achieve compliance, steps will be taken . . .

to terminate present assistance, or com-

pliance will be secured through enforce-

ment by the courts.”

The Office of Equal Health Opportunity

is administratively located in the Office of

the Surgeon General and will be headed by

Mr. Robert M. Nash. It will employ a staff

with special competencies and responsibili-

ties in review and investigation of com-

plaints, evaluation of complaint and com-

pliance reports, public information activi-

ties, fiscal and statistical analysis, com-
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pliance negotiations, and development of

recommendations for corrective action

within the law, and will include experts in

such areas as law, contracts, professional

education and project grants, hospitals and

nursing homes, and state and local health

agencies.

An Office of Equal Health Opportunity

has been set up by the PHS to monitor

compliance with the Civil Rights Law on

behalf of all federal agencies in the health

and medical fields. “The Public Health

Service intends to exert every effort to see

that discrimination with respect to race,

color or national origin is halted in all

health and medical institutions and agen-

cies receiving federal assistance,” Stewart

said.

*
The Veterans Administration is planning

a three-state test of a simplified method of

administering its so-called “home town”

program under which eligible veterans are

treated by local physicians on a fee-for-

service basis.

Alabama, Indiana and Colorado were se-

lected for pilot programs beginning next

July 1. VA officials are hopeful that they

will prove so successful in four or five

months that the simplified method can be

used nationwide.

Under the experimental program, veter-

ans entitled to treatment on a fee basis will

receive an identification card stating the

conditions for which he may be treated.

Veterans then may seek treatment when
they need it from doctors of individual

choice. Doctors will treat the patient to the

extent they believe is needed and bill the

VA for “customary and usual” fees. Physi-

cians will be asked to submit medical re-

ports only when there is a significant

change in a veteran’s service-connected con-

dition. A schedule of maximum fees will be

maintained confidentially, by agreement

with the state medical society, and fees in

excess of the maximum will be reduced. If

the cost of continuous treatment is expected

to exceed $30.00 per month, prior authoriza-

tion from the VA will be required.

*
President Johnson is seeking Congres-

sional approval of a $1 billion expansion of

federal domestic health programs. In a

domestic health message to Congress, John-

son estimated that such programs, after the

expansion, would cost the federal govern-

ment $4.67 billion in the 1967 fiscal year be-

ginning next July 1. In addition, medicare

expenditures of social security tax funds

are estimated at more than $3 billion for

the year. Johnson announced plans for:

—reorganization of health functions of

the Department of Health, Education and
Welfare—federal grants “to enable states

and communities to plan the better use of

manpower, facilities, and financial re-

sources for comprehensive health services”

—programs to strengthen the nation’s sys-

tem of health care—a three-year program
of federal aid in training of more health

workers—an increase in medical research

—

additional steps to meet specific health prob-

lems such as alcoholism, birth control, men-
tal retardation and nutrition.

Johnson also said that in fiscal 1968 he

wants to start “new state formula grants

for comprehensive health services” and ad-

ditional grants to states, communities and
hospitals to meet special health problems.

“To strengthen the nation’s system of

health care, the President proposed federal

aid in modernization of obsolete hospitals,

aid to group practice clinics, and research

and demonstration projects ‘in the organi-

zation, financing, utilization and delivery of

health services’.”

But the program to provide government

financing for group practice medical and

dental centers ran into trouble in its first

congressional test this year. Wilbur J. Co-

hen, Assistant HEW Secretary, acknowl-

edged under sharp questioning before a

House Housing Subcommittee that no

figures are available—since 1959—on how
many group practice clinics have been

financed through regular bank loans. Cohen
testified that in 1946 there were 400 clinics

for group practice and “nearly 2,000 now
based on a projection of a 1959 figure study.

Johnson announced that HEW Secretary

John W. Gardner had been directed to: “

—

appoint an Advisory Committee on Alcohol-

ism—establish in the Public Health Service

a center for research on the cause, preven-
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tion, control and treatment of alcoholism

—

develop an education program in order to

foster public understanding based on scien-

tific fact—work with public and private

agencies on the state and local level include

this disease in comprehensive health pro-

grams.”

The President said administration plans

call for “a sizeable increase” in expendi-

tures for birth control research, training

and services by the National Institute of

Child Health and Human Development,

HEW’s Children Bureau and the Office of

Economic Opportunity (poverty program).

MEDICAL NEWS
IN TENNESSEE

University of Tennessee

College of Medicine

Expansion of the University of Tennessee

Medical Units in Memphis was among top-

ics discussed at a recent meeting of the

U.T. Board of Trustees. The 1,904 students

at the Medical Units have made the com-

plex one of the top five medical schools in

the nation in enrollment. Most of the pres-

ent facilities were the same in 1949-50

when enrollment in the College of Medicine

increased from an average of 140 students

to 200. Normal enrollment increases since

1950 have continued and space and other

facilities are now at maximum use. The

$57 million capital improvement program,

launched by UT last November is under-

way and will be shared by the medical

units. Planned or proposed are a $2.5 mil-

lion student center, a new College of Nurs-

ing building, a new College of Pharmacy
building, a physiology building, library ad-

ditions, dormitories and housing for married

students. Plans are also underway to pur-

chase additional property to expand the

campus and facilities.

Three of the staff have won continuing

grants from the U. S. Public Health Serv-

ice. Two are National Cancer Institute

grants. One for $15,475 for the seventh year

of a study on hormone influence on mam-
mary growth and carcinoma, to Dr. Richard

Moon and another for $35,367 for the fourth

year of studies for positive human leukemia

viruses, to Dr. Donald Pinkel of St. Jude

Hospital. The third, for $10,960 from the In-

stitute of Arthritis and Metabolic Diseases,

was awarded Dr. Lester Van Middlesworth

for the sixth year of studies on metabolism

of thyroxine.

Vanderbilt University's

School of Medicine

A $55,875 U. S. Public Health grant has

been made for experimental studies into

hereditary deafness. Dr. Freeman E. Mc-
Connell of the Bill Wilkerson Speech and

Hearing Institute, in charge of the proj-

ect.

4c

Dr. I. S. Ravdin, Vice-President for Medi-

cal Affairs of the University of Pennsylvan-

ia, gave the 14th annual Barney Brooks

Memorial Lecture on February 18. Follow-

ing Dr. Ravdin’s address a portrait of Dr.

Alfred Blalock, the first resident surgeon

(1925) of the “new Vanderbilt” was pre-

sented to the School and a conference room
in the Department of Surgery was dedicat-

ed in his honor.

4c

Gayle L. Gupton, National Director of the

Muscular Dystrophy Association of Ameri-

ca and of Nashville, presented a check for

$8,000, the 10th annual grant of the Muscu-
lar Dystrophy Association to the Vanderbilt

research project on this disease, bringing

the grand total to $87,124. Mr. Gupton,

Vice-President of Third National Bank in

Nashville and also President of the David-

son County Chapter of the Muscular Dys-

trophy Association, presented the check to

Dean Randolph Batson of the Vanderbilt

School of Medicine and Dr. Jane H. Park of

the Department of Physiology, who is the

principal investigator on the project.

4c

Chancellor Alexander Heard announced
the appointment of Lester H. Smith, Jr. as

Executive Officer of the School of Medi-
cine and Hospital, as well as V. N. Patward-
ham as Professor of Nutrition, Department
of Biochemistry. Mr. Patwardham has
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been serving as Chief of Nutrition with the

World Health Organization in Geneva; he

will direct Vanderbilt’s nutrition research

project in Cairo, Egypt. Assistant Profes-

sors were promoted to Associate Professors:

Dr. Walter A. Bonney, Department of Ob-

stetrics and Gynecology; Dr. Sarah H. Sell,

Department of Pediatrics; Doctors Robert

M. Heyssel, David H. Law, and Bruce Sin-

clair-Smith, all of the Department of Medi-

cine.

Meharry Medical College

Eight research grants have been awarded
totaling approximately $450,000. The grants,

from HEW are for work in cardiology,

biochemistry, pathology, dentistry, micro-

biology, surgery and general research. Dr.

John Thomas, director of the Cardiovascu-

lar Research Center, has received $89,000 in

support of his work in renovascular hyper-

tension. Dr. Isaac H. Miller of the biochem-

istry department was the recipient of a $25,-

000 grant for his work with aromatic com-
pounds and cancer. A $20,000 award was
made to Dr. Robert S. Rhodes of the pathol-

ogy department for his studies of brain

damage caused by jaundice. Dr. Elisha R.

Richardson of the Dental School received

$109,000 to study the growth and develop-

ment of the human head. $116,000 has been

awarded to Dr. Charles W. Johnson for his

work on hypertension; he will also adminis-

ter a $51,000 grant for general research sup-

port. Dr. Eugenia Mobley of the Dental

School will administer a $28,000 general re-

search grant in dentistry, and Dr. Matthew
Walker a $6,400 for a training program in

surgery.

*
Dr. Henry T. Randall, Medical Director at

Memorial Hospital for Cancer and Allied

Diseases of New York City, delivered the

annual Hale-McMillan Lecture on April 7th

in the Public Health Lecture Hall of Me-
harry Medical College. Dr. Randall’s sub-

ject was “Alterations in Body Function fol-

lowing Major Surgery for Cancer.”

Auto Crash Injury Research Project

The second “six-month” phase of an in-

tensive four-year research study aimed at

helping to make automobiles safer for driv-

ers and passengers began March 1st in the

Tennessee Highway Patrol District No. 7.

Headquarters are in Lawrenceburg and the

survey will include the counties of Bedford,

Giles, Hickman, Lawrence, Lewis, Lincoln,

Marshall, Maury, Moore, Perry and Wayne.
The special study of automobile accidents is

a project of Cornell Aeronautical Laborato-

ry, Inc. and is sponsored by the Highway
Patrol, the Tennessee Medical Association,

the Tennessee Department of Health, and

the Tennessee Hospital Association.

Atypical Acid-Fast Bacilli

Memorandum from the Tennessee De-

partment of Public Health.

Recently, it became evident that a few of

the physicians and personnel in Local

Health Departments have not been current-

ly informed of what we believe to be the

recent status of the atypical acid-fast bacil-

li and what steps are being taken by the

State Department of Public Health, Divi-

sion of Tuberculosis Control, in our effort

to deal effectively with these organisms

that are now significantly complicating the

diagnosis and treatment of tuberculosis.

In order to help those interested to un-

derstand better the procedures being used

and recommendations being made in regard

to these troublesome mycobacteria, the fol-

lowing brief information may be of help.

(1.) Until fairly recently, the diagnosis of tu-

berculosis was never questioned when acid-fast

bacilli were demonstrated, by any method of ex-

amination, in the sputum or in gastric and

bronchial aspirates. Now it is known that there

are several groups of “so-called” atypical or un-

classified acid-fast bacilli that may be found on

such examinations, so it is necessary that tubercle

bacilli be cultures before a definite diagnosis of

tuberculosis can be made. This is the reason the

State Laboratories are now making sputum cul-

tures only.

(2.) Atypical acid-fast bacilli have been clas-

sified into four groups by Runyon on the basis of

cultural and cytochemical characteristics:

Group I. Photochromogens (M. kansasii)

Group II. Scotochromogens

Group III. Battey bacilli

( non-photochromogens

)

Group IV. Rapid growers, including

M. fortuitum

Photochromogens, Battey bacilli and M. fortui-
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turn have been identified as pathogens producing

disease that may be indistinguishable from tuber-

culosis. The Scotochromogens are believed to be

generally saprophytic, although there have been

reports of organisms isolated directly from dis-

eased tissue. Some of the rapid growers are

pathogens, most are saprophytic.

All of these organisms have their natural habi-

tat in the environment, not in man or animals.

There is no evidence that disease caused by them
is communicable from man to man. All are gen-

erally resistant to the antituberculosis drugs.

(3.) Since it is now evident that at least some
of these atypical acid-fast bacilli are widespread

in some areas of Tennessee, but it is now not

known how uniform this distribution may be,

recommendations for sputum cultures are now
being freely made on chest x-ray reports in order

to help acquire this needed information. In this

connection the following stated fact is significant:

Acid-fast bacilli other than M. tuberculosis isolat-

ed in cultures from sputum or gastric specimens

are without significance in human disease in the

majority of instances.

(4.) The State Health Department Branch Lab-
oratories, in addition to the Central Laboratory

in Nashville, are now making preparations to cul-

ture all sputum specimens submitted to them. In

addition, drug sensitivity tests for the three ma-
jor antituberculosis drugs (isoniazid, streptomy-

cin and PAS) are being done upon request. It is

hoped that such tests will soon be made routinely

on all sputum cultures processed in these Labora-

tories.

(5.) Effective now, the State Laboratories are

reporting positive culture results in 3 weeks, or

as soon as the culture becomes positive. No neg-

ative report will be made until at the end of the

culture period, which is usually 6 to 8 weeks.

This new procedure will eliminate the necessity

of making corrected laboratory reports, as has

been done in the past.

(6.) More detailed information concerning the

classification and significance of these atypical

mycobacteria, is set forth in a pamphlet prepared

by the “American Thoracic Society” and pub-

lished by the Department of Health, Education,

and Welfare of the U. S. Public Health Service.

This pamphlet can be obtained, upon request,

from the State Division of Tuberculosis Control

in Nashville, Tennessee.

R. H. HUTCHESON, M.D.

Commissioner
State Department of Public Health

February 16, 1966

PERSONAL NEWS

Dr. Joe F. Bryant, Lebanon, has been selected

Outstanding Young Man of Tennessee for 1965 by

the Tennessee Jaycees.

Dr. Geo. W. Holcomb, Jr., Nashville, announces
removal of his office to 218 Twentieth Avenue, No.

for the practice of pediatric surgery.

Dr. Glenn F. Watts, Knoxville, will be installed

as a Fellow of the American College of Obstetrici-

ans and Gynecologists at its annual meeting in

Chicago, May 2-5.

Dr. George E. Cooper, chairman of the depart-

ment of radiology at the University of Tennessee

College of Medicine, has been re-elected to the

Board of Chancellors of the American College of

Radiology.

Dr. Richard O. Cannon, Nashville, was principal

speaker at the fourth annual Oak Ridge Hospital

Trustee-Medical Staff dinner meeting on Feb-
ruary 22nd.

Dr. Charles H. Webb, Tullahoma, and Dr. W.
Daniel Calhoun of Manchester, have been elected

to active membership in the American Academy
of General Practice. The Academy requires its

members to complete 150 hours of postgraduate

medical study every three years.

Dr. M. F. Langston, Signal Mountain, was
named “Big Boss of the Year” for 1965 by the

Chattabwa Chapter of the American Business

Women’s Association. Dr. Langston received the

award on February 1st at the Association’s 11th

annual Boss Night Banquet.

Dr. George H. Finer has been elected president

of the Knoxville Society of Anesthesiologists, suc-

ceeding Dr. Carl Nelson. Secretary-Treasurer is

Dr. Richard F. Brailey.

Dr. Alden H. Gray, Kenton, has been named
outstanding citizen of the year by the local Junior

Chamber of Commerce.
Dr. Thomas F. Frist, Nashville, director of the

Middle Tennessee Heart Association, was guest

speaker at the recent Lincoln County Heart Fund
Raising Luncheon.

Dr. Jerry F. Atkins, Huntingdon, is the recip-

ient of two honors from local civic clubs. The
Junior Chamber of Commerce selected Dr. Atkins

as Huntingdon’s Outstanding Young Man of the

Year, and the Jaycees Club chose him for their

1965 Distinguished Service Award.
Dr. R. L. Wilson, Henderson, addressed the local

society of Medical Assistants in Jackson on Feb-

ruary 8th. Dr. Wilson is president of the West
Tennessee Heart Association.

Dr. Clarence C. Woodcock, Jr., Nashville, and
Dr. Geo. D. Dodson, Jr. of Jackson, have been

elected members of the Board of Trustees of the

Tennessee Hospital Service Association.

The Good Citizenship Award, given annually by

the John Sevier Chapter of the Tennessee Society

of Sons of the American Revolution, was present-

ed this year to Dr. William G. Stephenson of

Chattanooga.

Three Kingsport physicians, Drs. J. Sam Brown,

M. D. Hogan and Nathan A. Ridgeway, partici-

pated in a discussion-type program entitled, “Hints

for Understanding Young People—Let’s Talk with

the Doctors” on February 15th. The public was
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invited to hear the discussions held in the audi-

torium of a local high school.

Dr. W. Henry Lyons has been elected Mayor of

Rogersville.

Dr. Garrison Geller, chief of the intensive treat-

ment unit and head of admissions at Eastern State

Psychiatric Hospital, has been named superinten-

dent of the Moccasin Bend Psychiatric Hospital.

BOOK REVIEW

Modern Treatment. A Bi-monthly Publication.

New York: Hoeber Medical Division of Har-

per and Row, Publishers, Annual Subscription

$16.00. Volume I, 1964.

No. 1, January: Treatment of Renal Disease, E.

Lovell Becker; Treatment of Thyroid Disease,

Edward A. Carr, Jr.

No. 2, March: Treatment of Pulmonary Diseases,

Carl Muschenheim; Treatment of Liver Disease,

Richard B. Capps.

No. 3, May: Treatment of The Anemias, Edwin D.

Bayrd; Treatment of Cardiac Arrhythmias, J.

Willis Hurst.

No. 4, July: Treatment of Infectious Diseases, Lo-

well A. Rantz.

No. 5, Sept.: Treatment of Epilepsy, Russell N.

DeJong; Treatment of Arthritis, Carl M. Pear-

son.

No. 6, Nov.: Treatment of Headache, Arnold P.

Friedman; Treatment of Acid Peptic Disease,

Howard M. Spiro.

The first year of publication of this series on

modern treatment has represented a large contri-

bution to the current treatment of disease. The
series of individual topics have been presented by

outstanding authorities in their respective fields

and leave very few questions unanswered as of

the moment of their publication.

The format and planning of these volumes to

be issued 6 times per year emphasize the need for

recurring evaluation of treatment which is far

from being static at this time in medical history.

Many of the questions answered in these books

cannot be found in the standard textbooks on

medicine, merely because the usual form of text-

books is already partially outdated at the time of

publication, insofar as current advances are con-

cerned.

It seems to this reviewer that this 1 series pro-

vides for the practitioner the means of remaining

abreast of current therapy not met by other

means.
An Introduction to Electrocardiography. By
Thomas M. Blake, M.D., University of Missis-

sippi School of Medicine. 136 pages. Appleton-

Century Crofts, New York. 1964. Price $4.95.

This book is well written and is especially de-

signed for the medical student, intern, resident

and the general practitioner. The book is easy to

read and to understand. Fundamental concepts of

electrocardiography are explained in a simple and

accurate manner. The book is not designed as a

reference for electrocardiography, but answers
many fundamental questions.

Included is a brief introduction to vectorcardiog-

raphy. This book would also be excellent for a

periodic review of electrocardiography. For good
comprehension, reading time is between three to

four hours.

JACK M. BATSON. M.D.

INTERNAL MEDICINE - GASTROENTEROLOGY
413 MID-STATE MEDICAL CENTER 2010 CHURCH ST.

NASHVILLE. TENNESSEE 37203

March 1, 1966

The Journal of Tennessee Medical Association

Dr. Rudolph H. Kampmeier, Editor

Vanderbilt University Hospital

Nashville, Tennessee

Dear Dr. Kampmeier:

There has been a lot of talk in the Tennessee
Medical Association Journal, as well as the local

Society, concerning the proposed $15.00 a year in-

crease in dues to the Tennessee Medical Associa-

tion. Your Journal has contained exhortations to

have this increase put through. Reasons have
been given, such as, the greater need for funds to

fight Government medicine, the increased cost of

living, and the relatively higher dues for Medical

Associations of the surrounding states. I believe

that these arguments do not get to the facts of

running the Tennessee Medical Association.

I believe that every doctor in the Tennessee

Medical Association should know that the Asso-

ciation has a bank balance of $57,000.00, on which
they earned $8,640.00 last year. I think the doc-

tors should know that the deficit which has been

budgeted is $20,000.00 and that the increase in

dues will amount to some $43,500.00. I would like

to know what the Tennessee Medical Association

plans to do with this extra money. I think that

every doctor should know that approximately 12%
of the funds that go into the Tennessee Medical

Association go for political purposes and to im-
prove the doctor’s public image. Furthermore,

over 50% of the TMA budget goes to support its

own home office and operation. This does not in-

clude moneys for the Journal or the delegates to

the AMA or the Tennessee Medical Association

meeting.

One of the arguments advanced is that the

Tennessee Medical Association Journal, with its

“good scientific material”, is using money and it

is quite valued by the physician. Nevertheless,

by count, there were only 36 original articles in
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the Journal last year and 6 of these were not re-

lated to medical subjects. This is an average of

2i/
2 scientific articles per Journal. The Journal is

budgeted to run a deficit of $7,000.00 in the year

of 1966. This works out to $2.41 per paying phy-

sician in the Tennessee Medical Association. I

feel that we should seriously question the worth

of our Journal. Is it a sacred cow that should be

supported no matter what the cost? I, for one, do

not get this much value from the Journal.

Finally, it should not matter to us what our

neighboring states spend on their Medical Asso-

ciation. The main point is that we get adequate

value for the money we spend. I am certain that

those who make a living by working for the Ten-

nessee Medical Association will find some way to

spend the increased income from the dues raise.

This is their business. I believe the doctors of

Tennessee should have more interest in the finan-

cial matters of the Tennessee Medical Association

on a dollars and cents basis.

If you would like to consider this as a letter to

the Editor and print it in the Journal, you have
my permission. I trust that you will not use

more than equal space in rebutting my letter. I

have tried to be reasonable and unemotional in

my criticisms and I trust that anything said

against my feelings will be on the same level.

Sincerely yours,

Jack M. Batson, M.D.
JMB: mj

Answer. In a way it is unfortunate that the

above letter arrived after the deadline for the

March issue of the Journal, since it might have
been of greater interest before the Annual Ses-

sion of the House of Delegates of TMA.
With respect to the “sacred cow”—the Journal

—it seems needless to recapitulate the “pros and
cons” for a state journal, since these were quite

thoroughly aired on the editorial page only sever-

al months ago (Nov., 1965). The “scientific” lim-

its of the journal were well delineated and bal-

anced against certain positive advantages of a

state journal. I might add only a thought I have
had for many years and which did not seem pert-

inent to that discussion. It seems probable to me
that the circumstances in future years will force

state journals to amalgamate into regional jour-

nals for reasons which I have presented to the

officers of the TMA upon occasion, but the time

is not ripe for this. Disadvantages of such a

move would be quite similar to those which Dr.

Batson, the writer of the above letter, might en-

counter if his family and the family on each side

of his home collaborated in a common family car.

All of us who patriotically shared cars because of

gasoline rationing during the War heaved a sigh

of relief when the time arrived when each could

go his own way even if more costly!

The correspondent indicates that the need for

increased expenditures by TMA in coming years

are presented flimsily, saying that “these argu-

ments do not get to the facts of running the Ten-
nessee Medical Association.” Since the writer of

the letter hopes that I “will not use more than

equal space in rebutting (his) letter,” I suggest to

him and others that the several papers, as well as

my introductory squib to this series of papers,

which appear in this issue of the Journal be read

thoroughly and reflectively. It somehow or other

does not permeate the minds of many physicians

that organized medicine has a quasi-official status

recognized by local, state, and national govern-

ment. To date and for more than a century the

segments of our government have dealt with or-

ganized medicine as a means of solving problems
of health and medical care, even after heated bat-

tles over ideology. Cooperation and compromise
have been the characteristics of political science

as applied in the United States. (There are Eu-
ropean countries in which government has no or-

ganized medical opinion which may be sampled
and in which medical practice is individually con-

tractual with government.) The burdens which
Medicare and subsequently Title 19 will place on
the TMA office is no figment of the imagination.

This is known from past experience with other

and much smaller aspects of federalized medicine.

(The President’s page (Dec. 1964) briefly reviews
the amazing expansion of TMA in 15 years under
the pressure of present day circumstances.)

Relative to Dr. Batson’s comments on finances,

quite obviously some clarification is needed. In

the first place, it is recognized by no lesser agen-

cy than the Internal Revenue Service that any
membership association, irrespective of its kind,

needs to have a minimum of one year’s fluid re-

serves on hand to meet unforeseen exigencies,

well illustrated by the remission of dues to those

in the Armed Forces as between the years 1941-

1946. The necessity for fluid reserves has been es-

tablished by custom and experience for more
than a generation. Quite obviously the $8,640 re-

ferred to in Dr. Batson’s letter as interest on the

bank balance would be a remarkable 15% inter-

est! This income of course refers to income from
total reserves. The necessary cash on hand at the

beginning of any year must be a minimum of $60,-

000 to carry on the functions of the State Organi-

zation for the number of months early in the

year, during which the dues dribble in from the

members, to continue the running expenses of the

headquarters. I do not believe it necessary to go

into the financial balance sheet of TMA in detail.

Rather I would refer Dr. Batson and others inter-

ested to page 181 of the June issue (1965) for

this information. (A balance sheet will be pub-

lished in the June issue of the Journal this year

after actions of the House of Delegates are ab-

stracted.)

As is common to all organizations of profes-

sional or personal interrelationships, the major

source of income is through dues and a higher

percentage of income is devoted to the activities

of such an organization, whereas in a manufac-



In Fractures: B and C vitamins are therapy
Stress formula vitamins are a key factor in bone and tissue regeneration. To meet the

increased metabolic demands, STRESSCAPS offers therapeutic amounts of B and C
vitamins as an aid to smoother convalescence and earlier rehabilitation. In fractures,

as in many other conditions of physiologic stress, STRESSCAPS vitamins are therapy.

Stress Formula Vitamins Lederle

Each capsule contains:
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turing business the costs are balanced against the

returns on invested monies. The writer of the

above letter is not convinced that anticipated bur-

dens on TMA by the federal programs will de-

mand more attention by the staff of TMA (though

we predict another person may need to be added
to the staff), nor that inflation, which is met
every day in the grocery store, is a reason for

raising dues. Having already reached “deficit

spending” (in terms of cutting into reserves) no
far-seeing organization or business can afford to

await the certainties of increased expenditures

and then make the necessary moves to increase

dues as through action of the House of Delegates.

Because of certain misstatements as to the use

or implied misuse of the membership’s dues, I

have asked the Executive Director to prepare the

“dollar income” as well as the “dollar expense”

as a visual aid to income and expenditures.

TENNESSEE MEDICAL ASSOCIATION

Distribution of the income dollar for 1965

INCOME

From each income dollar received in 1965, the chart
reveals the amount and the source:

Distribution of the expense dollar for 1965

EXPENSES

For each dollar expended in 1965, the chart reveals
the amount of distribution and the purpose for which
it was spent:

I hope this will be helpful, along with the re-

port of the Treasurer which will appear in the
June issue, in clarifying doubts as to income
and outgo. In looking at these figures it should
be recalled that certain duties assigned to TMA
by the state and federal governments, which are
of a quasi-official nature, will require assembling
of committees at Nashville, with attendant ex-
pense, to meet requirements set by law for the
bodies of organized medicine. Dr. Jack Batson
possibly, and other members certainly will turn

to TMA repeatedly for interpretation of various

aspects of the upcoming laws.

Finally, if anyone is dissatisfied, he must hark
back to the American bases of government—we
abide by the decisions of the majority. By the

same token everyone has the right to express op-

position, a right recognized in the publication of

the above letter.

Signed,

Sditor

Calendar of Meetings, 1966

May 19

Sept. 26-27

Nov. 9-11

May 1-5

May 7-8

May 9-13

May 22-25

May 22-26

May 26-28

May 30-June 1

May 30-June 2

June 2-4

June 13-15

State

Middle Tennessee Medical Asso-
ciation, 143 rd Semi-Annual
Meeting, Shelbyville

Tennessee Valley Medical As-
sembly, Tivoli Theater, Chatta-

nooga

Tennessee Academy of General
Practice, 18th Annual Scientific

Assembly and Congress of Dele-

gates, Gatlinburg Auditorium,

Gatlinburg

National

American College of Obstetri-

cians and Gynecologists, Palmer
House, Chicago

American Academy of General
Practice—State Officers Confer-

ence, Muehlebach Hotel, Kansas
City

A merica n Psychiatric Associa-

tion, The Traymore, Atlantic
City, New Jersey

American Thoracic Society, Hil-

ton Hotel, San Francisco

American Orthopaedic Associa-

tion, Broadmoor Hotel, Colorado
Springs, Colo.

American Gastroenterological

Association, Drake Hotel, Chi-

cago

American Ophthalmological So-

ciety (members only), The
Greenbrier, White Sulphur
Springs, West Va.

American Urological Association,

Palmer House, Chicago
American Gynecological Society,

The Homestead, Hot Springs, Va.

American Neurological Associa-

tion, Sheraton-Park Hotel, Wash-
ington, D. C.
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Rewarding Opportunity

in a new

Medical Center

THE MEDICAL CENTER OF NASHVILLE
Located directly across the street from the new Nashville

Memorial Hospital, The Medical Center of Nashville has been

carefully designed and built to make it one of the most modern,

functional and attractive medical centers in America. It is the

major medical facility in Nashville’s most rapidly expanding area.

It serves some 240,000 people.

There is space for a total of twenty-five doctors in the Center.

Comfortable suites accommodating one to four doctors can be

provided. Also within the building is an apothecary, an optical

dispensary and a modern laboratory complete with X-Ray and

X-Ray treatment facilities. All doctors’ private offices will be

paneled and carpeted at no extra cost. Central zoned heating

and cooling insures each individual room will maintain the desired

temperature. A centralized IBM bookkeeping, billing and collec-

tion service is available. There is more than ample off-the-street

parking.

For free brochure and more complete information, write or

call Drew Maddux, Maddux Realty Company, Inc., 4705 Gallatin

;, Tennessee. Telephone: 615 — 262-5745.

Realty Company
,
Incorporated

leasing agent for The Medical Center of Nashville.
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June 20-23 American Proctologic Society,

Sheraton-Cleveland Hotel, Cleve-

land

June 23-27 American College of Chest Phy-
sicians, Sheraton-Chicago Hotel,

Chicago

June 25-26 American Diabetes Association,

LaSalle Hotel, Chicago

June 26-30 American Medical Association,

Palmer House, Chicago

Sept. 8-10 American Association of Obste-

tricians and Gynecologists, The
Homestead, Hot Springs, Va.

Sept. 16-24 American Society of Clinical Pa-

thologists, Washington Hilton
Hotel, Washington, D. C.

Sept. 17-23 College of American Pathologists,

Washington Hilton Hotel, Wash-
ington, D. C.

Oct. 1-5 American Society of Anesthesi-

ologists, Sheraton Hotel, Phila-

delphia

Oct. 2-8 American Society of Plastic and

Reconstructive Surgeons, Inc.,

Flamingo Hotel, Las Vegas, Nev.

Oct. 10-14 American College of Surgeons,

Fairmont Hotel, San Francisco

Oct. 10-13 American Academy of General

Practice, War Memorial Audito-

rium, Boston

Oct. 15-16 American Association of Oph-
thalmology, Palmer House, Chi-

cago

Oct. 22-27 American Academy of Pediatrics,

Palmer House, Chicago

Oct. 23-26 American College of Gastroen-

terology, Bellevue-Stratford Ho-
tel, Philadelphia

Cardiology

Nine Month Tutorial Program

A nine month tutorial program in cardiology,

September 15, 1966 to June 15, 1967, will be of-

fered by the Institute for Cardiopulmonary Dis-

eases, Scripps Clinic and Research Foundation, La
Jolla, California. This will be an intensive aca-

demic effort covering the field of cardiovascular
diseases and is especially designed for the physi-
cian, U.S.A. or abroad, who wants an intensive

orientation in cardiology. The objective will be
to offer training in the broad discipline of aca-
demic cardiology: the techniques of teaching, the

use of the literature, the preparation of a Manu-
script, the art of consultation, history taking, the

methods of the specialty (auscultation, x-ray,

fluoroscopy, electro and vectorcardiography, pho-
nocardiography, cardiac catheterization, angiog-
raphy, pulmonary function studies), the care and
use of experimental animals, an introduction to

biophysics and statistics, the selection and main-
tenance of equipment, maintenance of files and
records. For information write: Executive Secre-
tary, Institute for Cardio Pulmonary Diseases,

Scripps Clinic and Research Foundation, La Jolla,

California.

Guides to the Evaluation of Permanent
Impairment—The Respiratory System

This guide, like all the others in the series, has
been designed primarily for use by physicians.

It is, however, of interest and use to all con-
cerned with the medical, administrative, or ju-

dicial aspects of programs for the disabled. The
previously published guides in the series deal

with the extremities and back; the visual system;

the cardiovascular system; ear, nose, throat, and
related structures; the central nervous system;

the digestive system; and the peripheral spinal

nerves.

This guide was published recently in JAMA.
A limited number of copies of this guide may

be obtained, without charge, upon written request

to the Committee on Rating of Mental and Physi-

cal Impairment, 535 North Dearborn Street, Chi-

cago.

* * *

HOMOGENIZED
VITAMIN D MILK

PRODUCES SOFT CURD
(400 U.S.P. Units Vitamin D

Per Quart)

"A"
Grade

111 ILK
Phone

AL 5-6451

Fortified Fat Free Milk

(2000 Units Vitamin A—400 Units Vitamin D)

NASHVILLE PURE MILK CO.

PSYCHIATRIC RESIDENCIES

Available July, 1966

Approved three-year program in Lexington and

Louisville metropolitan area affiliated with the

medical schools of the University of Kentucky

and the University of Louisville. Stipends

$ I 1,976 to $13,200.

Residents are employees of the state and re-

ceive full civil service benefits. Contact Dale

H. Farabee, M.D., Commissioner, Department of

Mental Health, Box 678, Frankfort, Kentucky or

call collect 502-564-3740.
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Doctor, you com take

it with you!

THE BURDICK EK-III DUAL-SPEED
ELECTROCARDIOGRAPH

• 26Y2 pounds light, including all acces-

sories and carrying case! Ideal for

office or bedside use

• 25 or 50 mm, speed — an accurate

record for an accurate diagnosis

• frequency response greatly in excess

of minimum A.M.A. standards

• top-loading paper drive eliminates

tedious paper-threading adjustments

THE BURDICK CORPORATION
MILTON, WISCONSIN

Branch Offices: New York • Chicago • Atlanta • Los Angeles

Dealers in all principal cities

KAY SURGICAL, INC.

1144 Madison Ave.

Life Insurance

—

AND HOW TO PLAN

FOR THE FUTURE

Mutual Benefit Life has an unusual method of

projecting your future financial needs.

We call it the "Analagraph." With remarkable

thoroughness and accuracy, our electronic com-

puter predicts in simple graphic terms how much

money will be needed to meet your family's liv-

ing expenses, to pay for your children's educa-

tion, and to provide a comfortable retirement

income.

The "Analagraph" service, along with our famous

"Seven Significant Benefits," reflects a philoso-

phy of policyholder service and protection that

has made Mutual Benefit Life the preferred

choice of professional men throughout the

United States.

MUTUAL BENEFIT LIFE

Insurance Company of Newark, New Jersey

Carrier of the

TENNESSEE MEDICAL ASSOCIATION'S

GROUP LIFE INSURANCE

Three offices to serve you:

Edward C. Dunn, CLU Theron M. Lemly

1104 Sudekum Building 1309 Poplar Avenue

Nashville, Tennessee Memphis, Tennessee

Jack Henson

500 Pioneer Building

Chattanooga, TennesseeMemphis, Tenn.
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ine activity, LUTREXIN, the

non-steroid “uterine relaxing
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the drug of choice by many
clinicians.
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No side effects have been

reported, even when massive

doses (25 tablets per day) were

administered.

Literature on indications and

dosage available on request.

Supplied in bottles of

twenty-five 3,000 unit tablets.
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/

in vivo measurement of LUTREXIN (Lututrin) on contracting uterine muscle

Si

.



430 May, 1966

The Journal of the

TENNESSEE
MEDICAL ASSOCIATION

Published Monthly

By Tennessee Medical Association

OFFICE OF PUBLICATION, 112 LOUISE AVENUE, NASHVILLE, TENNESSEE 37203

Second Class Postage Paid at Nashville, Tennessee

Volume 59

No. 5
MAY, 1966

Per Year, $5.00

Single Copy, 50 Cents

Published Monthly

Contents

The Response of Acute Asthmatics to a Single

Drug, Louis G. Britt, M.D., Memphis, Tenn 459

Complications of Nasal Fractures, James B. Cox,

M.D., Knoxville, Tenn 462

Staff Conference 465, 480

President’s Letter 487

Editorial 488

Deaths 489

Programs and News of Medical Societies 489

National News 491

Medical News in Tennessee 495

Personal News 497

Book Review 499

Announcements 499

Officers of TMA 1966-67 507

Instructions to

Contributors

Manuscripts submitted for con-

sideration for publication in the

Journal of the Tennessee Medi-

cal Association should be addressed

to the Editor, Dr. R. H. Kamp-

meier, Vanderbilt University Hos-

pital, Nashville 12, Tennessee.

Manuscripts must be typewritten

on one side of letter-weight paper.

Either double or triple spacing and

wide margins must be provided to

facilitate editing which will be

legible for the printer.

Bibliographic references should

not exceed ten or twelve in number

documenting key publications. They

should appear at the end of the

paper. The bibliographic references

must conform to the style used in

the American Medical Association

publications, as,—Alais, F. G. : What
Is Known About It, J. Tennessee

M. A., 35:132, 1950.

Illustrations must be mounted on

white cardboard and be numbered.

The editor will determine the num-

ber, if any, of illustrations to be

used. Additional illustrations will

be charged to the author. The

author’s name should appear on the

back of each illustration.

If reprints are desired, the re-

quested number should be indicated

in the letter accompanying the

manuscript. The author will be

billed by the publisher.

DEVOTED TO THE INTERESTS OF THE MEDICAL PROFESSION OF TENNESSEE
R. H. KAMPMEIER, M.D., Editor

This Association Does Not Officially Indorse Opinions Presented in Different Papers Published herein

Copyright 1966, by the Tennessee Medical Journal



Journal of the Tennessee Medical Association

OWNED AND PUBLISHED BY THE ASSOCIATION

VOLUME 59 MAY, 1966 No. 5

The author suggests that a recording of timed vital capacity offers a good index of assessing the
patient’s state during an asthmatic attack. Furthermore, it offers a tool in evaluating the efficacy of

drug therapy.

The Response of Acute Asthmatics To A
Single Drug

LOUIS G. BRITT, M.D.,* Memphis, Tennessee

Introduction

In most acute asthmatic attacks, several

agents and modes of management are used

concomitantly. The psychic factor in this

disease suggests that clinical impressions

are difficult to quantitate and thus the sev-

erity of attack and response to treatment is

haphazard and inaccurate. Because of

these difficulties, a study was instituted

comparing our clinical impression with

quantitative determinations of impaired

function. Hydroxyzine provides an atarac-

tic, antispasmodic, antihistaminic, and an-

tiserotonin effect. 1 Previous studies dem-
onstrated excellent potentiating effects of

hydroxyzine in combination with ephe-

drine and theophylline.2 It was decided to

use one agent to test both the accuracy of

our clinical estimates as compared to a

quantitative examination, and the efficacy

of the drug.

Methods of Study

The patients selected for this study were
admitted to the Emergency Room with an

acute asthmatic attack. A brief history and
physical examination, including vital signs,

examination of the chest, and a clinical esti-

mate of the severity of attack was recorded.

A timed vital capacity (1 sec.) was then re-

corded using a Vitalor.f The patients were
given hydroxyzine, 50 to 100 mg. parenter-

ally, according to their weight. A clinical

assessment of their status, including pulse,

*From the Department of Surgery, University

of Tennessee College of Medicine, Memphis, Ten-
nessee.

tVitalor—The McKesson Vitalor. Hydroxyzine
was kindly supplied as Vistaril by Mr. Jim Hud-
dleston of the Charles Pfizer Company.

blood pressure, respiration, and general

signs of improvement were recorded every

15 minutes for one hour. At the end of this

time, the timed vital capacity was repeated.

Material and Results

Sixty-one patients with typical history

and physical findings of an acute asthmatic

attack were studied. Records of timed vital

capacity suitable for analysis were obtained

in 40 patients. The remainder (21) were
either unable to perform the test, because

of extreme agitation and dyspnea, or could

not produce a satisfactory record for tech-

nical reasons. The two groups afforded us

an opportunity to assess our ability to

evaluate the patients subjectively and ob-

jectively in an acute asthmatic attack and
their response to hydroxyzine.

Table 1 compares our clinical impressions

as to severity of the attack on admission

with the clinical response of these patients

one hour after treatment. Seventy-four

per cent of the patients with mild or moder-
ate attacks were classed as having excellent

to fair relief. Fifty per cent of the pa-

tients, who were classed clinically as severe

asthmatics had a good or fair response. The
clinical response was excellent to fair in

two-thirds of the patients, no matter what
the severity of attack.

Table I

Clinical Response Compared With Severity of
Attack (61 Patients)

Clinical Response
Severity of
Attack

Excel-
lent Good Fair Poor Totals

Mild 3 11 2 1 17
Moderate 1 3 12 10 26
Severe RgSj'A; 4 5 9 18
Totals 4 18 19 20 61
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Thirty-two patients had an increased

time vital capacity. Seventy-eight per cent

of these had an excellent to fair result as

determined clinically one hour after hy-

droxyzine was given. As would be expect-

ed the best response was recorded in the

mild group. Considering that at least a

20% increase in timed vital capacity is sig-

nificant, 64% of the patients were objective-

ly improved (Fig. 1) . This entire group of

patients were judged clinically as improved

(Table 2) . The moderately severe group

also demonstrated significant improvement
in timed vital capacity in 64 per cent (Fig.

2). The clinical impressions recorded indi-

cate that only 57% of this group showed im-

provement.

I

Fig. 1. Clinically mild asthmatic attack (one sec-

ond vital capacity before and after Vistaril).

Table 2

Clinical Response in 32 Patients With Increased
Timed Vital Capacity

Severity of
Attack

Mild
Moderate
Severe
Totals

Clinical Response
Excel-
lent Good Fair Poor Totals

2 7 2 11
— 2 6 6 14
— 2 4 1 7

2 11 12 7 32

The patients demonstrating a severe at-

tack by clinical criteria showed good or fair

results from treatment in 85 per cent.

Timed vital capacity was increased sig-

nificantly in 71% of these patients (Fig. 3).

Fig. 2. Clinically moderate asthmatic attack (one

second vital capacity before and after Vistaril).

Fig. Clinically severe asthmatic attack (one

second vital capacity before and after Vistaril).

These data seem to indicate that satisfac-

tory results can be obtained in all three

groups of patients. In addition, there

seems to be fairly good correlation between

clinical estimates and quantitative measure-

ments in the moderately severe and severe

groups of patients.

A decreased timed vital capacity after

hydroxyzine therapy was recorded in 8 pa-

tients (Fig. 4) . The clinical impressions re-

corded in table 3 show a good or fair re-
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sponse in 7 of these patients. None of the

patients in this particular group were
classed as severe asthmatics. We are una-

ble to explain this decrease in timed vital

capacity, since these patients responded

clinically as well as any other group.

Table 3

Clinical Response in 8 Patients With Decreased

Severity of

Timed

Excel-

Vital Capacity

Clinical Response

Attack lent Good Fair Poor Totals

Mild —V 3 — — 3

Moderate — 4 1 5

Severe - - - - -

Totals 3 4 1 8

Twenty-one asthmatics were evaluated

on a clinical basis only due to their inabili-

ty to perform the vital capacity test (Table

4) . The severity of attack in these patients

Table 4

Acute Asthma
(No Vital Capacity—21 Patients)

Severity of
Attack

Excel-
lent

Clinical Response

Good Fair Poor Totals

Mild 1 1 — l 3

Moderate 1 1 2 3 7

Severe — 2 1 8 11

Totals 2 4 3 12 21

is inferred by the fact that quantitative

studies could not be carried out. Only 43%
of these patients showed a good response to

hydroxyzine at the end of one hour. These

results imply that patients unable to per-

form a simple vital capacity test should be

generally classified as severe asthmatics

and that their response to therapy will be

limited.

Summary

(1) Two-thirds of the patients with an

acute asthmatic attack respond clinically in

a satisfactory fashion to hydroxyzine.

(2) A significant increase in timed vital

capacity can be demonstrated in 64% of pa-

tients with hydroxyzine parenterally.

(3) An unexplained decrease in timed

vital capacity in 8 patients does not corre-

late well with clinical impression of re-

sponse to therapy.

(4) The use of timed vital capacity pro-

vides a semiquantitative method of assess-

ing patients with acute asthmatic attacks

and would seem to be useful in studying

this disease and the effects of drugs.
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Much of reconstructive surgery upon the nose is made necessary by inadequate management of the
original injury. The author considers the indications and treatment of the more common deformities.

Complications of Nasal Fractures

JAMES B. COX, M.D., Knoxville, Tennessee

Because of its position and prominence on

the face, the nose is highly susceptible to

injury and as a result fractures of the nose

are very common. The incidence of frac-

tures of the nose is said to be higher than

that of other fractures, except possibly

those of the clavical and the wrist. 1 By
virtue of the location of the nose these frac-

tures: may produce serious physiologic and

esthetic abnormalities, and it is not surpris-

ing that complications resulting either from

the primary injury or its inadequate treat-

ment are likewise quite commonly seen. It

has been estimated that as much as 30% of

the corrective rhinoplasties done are neces-

sary because of some inadequacy in the pri-

mary treatment. 1 Therefore, it seems war-

ranted to discuss further the problem of

complications of nasal fractures.

Most of the complications with which the

specialist is concerned are related to residu-

al structural abnormalities. These fall pri-

marily into the general categories of:

(1) Deformities of the nasal bones and

cartilage in which there is some degree of

depression of the dorsum of the nose,

caused by a frontal force.

(2) Deformities in which there is lateral

deviation of the nose, caused by lateral

force.

(3) Deformities in which there is a com-
bination of depression and lateral deviation.

One can anticipate a comparable degree

of associated septal deformity which may
seriously affect the physiology of the nose

because of chronic obstruction and possible

infection in the nose and paranasal sinuses

which may contribute to the external de-

formity.

Other complications which are occasion-

ally seen are: (1) Associated soft tissue de-

formities such as scars, contractures of soft

*Read before the Section on Plastic and Recon-
structive Surgery, Southern Medical Association,

Fifty-Ninth Annual Meeting, Houston, Tex., Nov.
1 -4

,
1965 .

tissue, or soft tissue losses. These may be

prevented by appropriate care of the asso-

ciated soft tissue injury. (2) Widening of

the interorbital space due to fractures ex-

tending into the lacrimal bones and orbital

plates of the ethmoid bones—this is best

prevented by recognition at the time of the

original injury, and adequate reduction and

medial compression. Compression may be

maintained if necessary, as in unstable com-

minuted fractures, by a horizontal mattress

suture tied over small lead plates. (3) Inju-

ry to the nasolacrimal apparatus—this usu-

ally can be corrected by repairing the lac-

erated duct over a small polyethylene
tube. The most important thing here is to

recognize this injury when it occurs; treat-

ment at the time is relatively simple. (4)

Septal hematoma—this is no doubt quite

common and may result in severe scarring

and distortion of the septal cartilage similar

in effect to the perichondritis of the exter-

nal ear resulting in the cauliflower deformi-

ty. It is quite easily corrected by adequate

evacuation of the hematoma and appropri-

ate compression by nasal pack and splint

after reduction of the fractures. (5) Septal

abscess—this condition is much less fre-

quently seen and fortunately so, as it may
result in complete dissolution of the septal

cartilage. It usually occurs in an unevacu-

ated hematoma, and the proper treatment of

the latter is the best method of prevention,

along with general care appropriate to the

situation. (6) Septal perforation—this may
occasionally occur, because of severe con-

centrated trauma to the composite struc-

ture, though, it is often made more likely

by hematoma and infection, or by over-zeal-

ous blunt manipulation at a point of dis-

placement of the septal cartilage. Repair of

a septal perforation, although usually

difficult, may be accomplished by use of

various local or regional flaps. 2
(7) Cere-

brospinal fluid rhinorrhea—this condition

may occur as a result of extension of the
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fractures through the cribriform plate and

is more frequently seen in composite middle

third facial fractures. Fortunately, this is

usually temporary and ordinarily the men-
ingeal tear will close spontaneously. In

some cases this will not occur and repair of

the fistula will be necessary. In the pres-

ence of cerebrospinal rhinorrhea reduction

of the fractures should be delayed to permit

an opportunity for spontaneous cessation

and the patient should be on appropriate

antibiotic medication to prevent meningeal

infection. 3
(8) Meningitis—this is a rare

complication and may or may not follow

cerebrospinal fluid rhinorrhea. 4
(9) Aspi-

ration of a bone fragment and subsequent

lung abscess—another very rare complica-

tion, but one which is possible in any ex-

tensive, comminuted facial fractures. 5
(10)

Delayed post-reduction hemorrhage—this
will occasionally occur 7 to 10 days after

injury and may sometimes be difficult to

control.

Treatment of Recent Nasal Fractures

Adequate primary treatment of the re-

cent nasal fracture and associated injuries

is the best approach to the overall problem

of complications. This is the opportunity

for the physician to realize the maximal
yield from his efforts.

Nasal fractures should be reduced as ear-

ly as is reasonable, though when delay is

necessary, because of associated injuries,

reduction can be achieved with little

difficulty within the first week after injury.

A good understanding of the basic anato-

my and surgical pathology is important.

The deformity varies with the mass and
shape of the traumatizing object and with
the force and site of the impact. With this

in mind one can proceed to prompt and ac-

curate diagnosis by careful inspection and
palpation most often, though, lateral and
Waters x-ray views can be most helpful

and should be employed.

Anesthesia required varies with the de-

formity from none to oral endotracheal, but

it is most important that it be adequate for

the situation at hand. Sufficient hemostasis

to permit careful and accurate reduction is

necessary.

Treatment varies with the type of injury

sustained. Unilateral or bilateral depres-

sions may be easily reduced by inserting

any one of several available and acceptable

instruments under the fragments and lifting

them back into anatomic position while

molding them externally with the fingers of

the free hand. The septum can then be

manipulated into position if necessary. It is

most important that adequate mobilization

of the displaced fragments be accomplished.

Then and only then can anatomic reduction

be brought about. Judicious use of open

reduction technics may be necessary for im-

pacted bone fragments or stubborn septal

displacements.

Proper protection of soft tissues during

manipulation is important and when reduc-

tion is accomplished, evacuation of hemato-

mas should be done. When the displaced

fragments have been restored to normal po-

sition, they are immobilized with nasal

packing and external splinting. Packing

should not be used as a method of reduc-

tion, but strictly as a method of internal

splinting and compression to prevent recur-

rent displacement and postoperative bleed-

ing and hematoma formation. Nasal pack-

ing is left in 3 to 4 days and the splint 7 to

10 days.

Treatment of Late Deformities

Nasal fractures which have not been ade-

quately treated initially often result in a

number of unpleasant deformities including

varying degrees of depression and saddle

nose, lateral deviations of the nose, and as-

sociated septal deformity which may cause

not only difficulty in breathing but also

sinusitis with all its symptoms. Treatment

of these late deformities consists of septal

reconstruction, which may include submu-
cous resection and any one of several pro-

cedures which may be necessary to restore

the septum to the midline and maintain it

there, rhinoplasty for the deviated nose,

and implants, usually bone or cartilage

grafts, to elevate the dorsum of a depressed

bridge or saddle nose. Various local carti-

lage flaps or grafts from the upper or lower

lateral cartilages, or from the septum may
be used in conjunction with usual rhino-

plasty to correct less severe depressions.6
-
7

Summary

The more common complications of nasal

fractures are related to residual structural
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deformities in which the features of dorsal

depression, lateral deviation, and septal ab-

normalities are predominant. A number of

other complications may occur, though,

they will be quite rare if appropriate pre-

ventive measures are taken. Early and ade-

quate treatment of the nasal fractures will

prevent a large percentage of complica-

tions. Reconstructive procedures can be

used successfully to correct late deformi-

ties.
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University of Tennessee Hospital*
Hermaphroditism

DR. G. H. AIVAZIAN: Today we will

discuss a rare psychiatric problem charac-

terized in this patient, a hermaphrodite, by

a strong desire to approximate the female

anatomic structures by surgical means, to

be like other girls and to be socially accept-

ed as a female.

DR. KARL S. MIHALOVITS: The patient to be

presented today is a 19 year old white female,

born a hermaphrodite, who was admitted to the

OB-GYN Service for a vaginoplasty. Psychiatric

consultation was requested to evaluate the pa-

tient’s psychosexual orientation, self-concept and

any psychiatric contraindication to proposed sur-

gery. The operation was performed before this

presentation but the case is presented in retros-

pect for evaluation and future reference.

The patient apparently had no difficulty until

1958 (at which time she was 12 years of age)

when she fell off a truck receiving a concussion

and scalp laceration. She was taken to a hospital

where physical examination revealed the patient

to be a hermaphrodite with male external geni-

talia. Patient apparently had no sequelae from

head injury.

Physical examination revealed a normal left

testicle in the inguinal canal, hypospadiac penis

and no female internal pelvic organs. A bilateral

orchectomy was performed and patient was start-

ed on equine conjugated estrogens, which she has

taken until the present time. Further surgical

repair was not attempted at that time. The pa-

tient decided to have vaginoplasty in order to

lead a female heterosexual life, as she is contem-

plating marriage. Intellectually she realizes and
accepts that she will not be able to have children.

The patient was first seen in psychiatric consul-

tation in September, 1965, by Dr. Hancock. Psy-

chiatric consultation was recommended by The
Division of Vocational Rehabilitation to deter-

mine if there was any psychiatric indication for

rehabilitation, as there was no physical limitation

of function. Dr. Hancock’s evaluation showed
that she had difficulty in calculation, immediate
recall and abstract thinking as well as periods of

depression which she described as “blue spells”

caused by being isolated in rural area, but no
other significant psychopathology.

We first saw the patient on Nov. 10, 1965 in

consultation after she had been admitted to OB-
GYN Service for vaginoplasty. Our evaluation

*From the Department of Psychiatry, The Uni-

versity of Tennessee College of Medicine, Mem-
phis, Tennessee.

revealed neurotic traits, personality disorder and
signs of organicity. However, we felt that the

patient was quite well adjusted emotionally, had
satisfactory and realistic self-concepts and found

only minor evidence of psychosexual confusion.

In conclusion, we thought that there was no con-

traindication to surgery for psychiatric reasons.

Social History

Informant: The 35 year old mother of the pa-

tient was well composed, dressed neatly, and
seemed of average intelligence. The informant

lives in Chicago with her husband and two
younger children.

Family Background and Personal History: The
patient is the oldest of the mother’s four children.

The patient was illegitimate. The putative father

left the informant’s home before knowing the in-

formant was pregnant. The informant was mar-
ried a few months after the patient’s birth. There
is one child of this marriage, an 18 year old son.

The informant was divorced in 1948, and remar-
ried in 1950, when the patient was 4. There are 2

children from this marriage, a son 14 and a

daughter 12. The patient gets along well with
her step-father. The patient has lived with her

maternal grandparents since birth. The informant
moved to Chicago in 1953; the patient preferred

to remain with her grandparents. The mother
and daughter have visited often.

The patient, at the age of 11, inquired about
her real father and, according to her mother, was
told the truth.

Cultural and Economic Background: The pa-
tient’s grandparents are in their seventies. The
grandfather has been retired because of poor eye-

sight since the age of 60; he had been a carpen-

ter. The grandmother has never worked. The
grandparents are not poor, but never had much
in the way of material goods. The patient’s

mother is one of 9 children. One sister, widowed
and divorced, age 45, lives in the grandparents’

home, as does her 20 year old daughter with
whom the patient shares a room. They are Bap-
tist; not regular attenders, not “strict believers.”

Patient’s Personal History: The patient was a

nine-months’ baby. The informant was sick

throughout her pregnancy, gaining 70 pounds.

The informant had convulsions prior to and dur-
ing delivery; a cesarean delivery was done. The
mother also suffered from a kidney infection. The
patient weighed 7 pounds and needed oxygen aft-

er delivery. The patient was considered a “nor-

mal baby” in all respects. She was a good eater,

“spoiled” because of all the attention given her

by her relatives. She was difficult to toilet train

until 4 years of age.

Medical History: Patient had asthma as a

young child but no other significant history until

she received a concussion from a fall from a

truck in 1957. She was hospitalized and for the

first time there was consultation for the gyneco-
logic problems. Her doctor explained that her or-

gans were not developed fully and never would be,
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therefore, she would never have menstrual peri-

ods. He explained to the patient and the infor-

mant that an operation could be performed. Until

the present time the patient would not agree to

the operation.

Childhood and Youth: The patient was shel-

tered, protected, and pampered by her grandpar-

ents. The informant feels the patient is shy, easy-

going and affectionate. The patient thinks of her

mother as an older sister and confides freely with

her. Following the patient’s accident in 1957, she

was able to remember little that she had learned

in school. She stopped going to school in the

seventh grade. She is still unable to spell, and

her reading skills are quite limited. She moved to

Chicago when 15 and her mother enrolled her in

a clinic for exceptional children where she

seemed “to learn by leaps and bounds.” She re-

turned to her grandparents and has worked as a

waitress and dishwasher. She enjoys dancing

and movies. The patient was afraid of the dark

and of injections. She has always had friends,

but still is somewhat shy; always felt inferior and

has never been particular about her personal ap-

pearance. The patient has been dating for three

years and is considering marriage. The patient

apparently now has a good attitude regarding her

operation, understands she will be able to have

intercourse but no children. She has said she

would adopt children.

Psychological Report

This patient demonstrated an unusually high

degree of motivation to comply with the examin-

er’s requests. Her best efforts to accomplish this

end were not successful. Throughout the evalua-

tion she encountered very great difficulty in mak-
ing free associations to the Rorschach and even

greater difficulty in verbalizing them. She demon-
strated a consistent habit of repeating herself

verbatim in entire sentences. For example, “It

looks like a butterfly, butterfly—it looks like a

butterfly.” The patient encountered difficulty in

explaining herself and her responses, in justifying

them and even questioned herself as to the accu-

racy of her perceptions.

One of the most outstanding facets of her per-

sonality is to be found in the pervasive dysphoria

which permeates the record. Her general emo-
tional tone, then, is not one of pleasant, accepting

and egosyntonic feelings but contains much which
is ego alien and disequilibrating.

There is a very notable deficiency in this girl’s

capacity to form symbols. Many aspects of her

record are very suggestive of organic brain dam-
age effects'.

As to the question of psychosexual identi-

fication, it is possible to report a much more fa-

vorable situation. The girl appears very

definitely to be identified as a female and to have
little if any ambiguity in that sphere. She tends

to draw conclusions about the sexuality of an in-

dividual on the basis of the most superficial and
accidental characteristics. For example, the usu-

ally perceived human figures on Card III, she in-

terprets as young girls for no other reason than

the fact that they are holding bags and she is

quite convinced that a boy would not be holding

a bag. The reasoning behind her conclusions as

to sexuality makes as much sense as to conclude

that a particular organism is Homo sapiens be-

cause it is wearing a hat. One would easily ex-

pect a greater amount of confusion than she dem-
onstrates on depth examination, given the phys-

ical situation in which she has found herself

throughout her life.

In summary and conclusion, this is the psy-

chologic examination of a young pseudoherma-

phrodite who seems to have primary iden-

tification as a female, who is functioning at a bor-

der-line level intellectually, who manifests

marked difficulty in symbol formation and who
has a very dysphoric view of reality. As to the

problem of psychosexual confusion, in relation to

the operation which is being contemplated, how-
ever, this examiner finds no reason to expect that

the patient will encounter any difficulty in ego

which she will not be able to handle well.

The patient was interviewed by Dr. Aivazian.

She was cooperative and calm. Her answers

and remarks were short but to the point, and

reflected low average intelligence. Emotional re-

sponses were appropriate. Thought content was
within normal limits. Excerpts from the inter-

view:

The patient was brought for the interview on a

stretcher. (The patient’s comments are in quota-

tions.) The questions are asked by Dr. Aivazian.

Can you tell us why you came to the hospital?

“To get that operation done.” What will the op-

eration do for you? “Well, I mean I’ll be normal,

normal.” Normal? “Like any other female girl.”

When did you first wish to have this operation?

“Well, I’ve always wanted it done.” Always?
“Well, when I had my first operation, I got

scared, I was just twelve years old. I’ve always

wanted it done.” Tell us a little about yourself

when you were a little girl. “You mean what I

did? Well, I was pretty mean. I’d dress up and

wear my mother’s heels and stuff like any other

little girl.” How did your parents dress you?

“Like a little girl.” When was the first time you
noticed something different about yourself? “I

was pretty small, I thought that everybody was
in my condition.” When did you find out this

wasn’t so? “I couldn’t tell you.” At school? “I

didn’t pay no attention.” How many years of

schooling have you had? “I went through the

eighth and I just quit. I didn’t like the teachers,

the pupils or school, period.” What kind of

grades did you make? “Not too bad, but they

were pretty bad, but I like art.” Who did you
play with mostly? “With girls and boys. Well, I

was a tomboy. I’d stay most of the time with the

boys. I mean, I could climb a tree as good as my
brother.” Do you still like to be like a boy? “I

grew older.” When? “I’d say about fourteen."

When did you have your first operation? “When I
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was twelve years old.” Did you know what they

were planning for you? “The doctor talked to

me and I misunderstood him or something. I was
scared. What bothered me was I thought they

were going to do this kind of operation on me
but they didn’t.” How did you decide on this op-

eration? “I was talking to this woman and she

explained everything to me.” Do you feel that

you are like other girls? “No, that was one of

the reasons I wanted to have that operation, so I

could be something like other girls.” Do you

think you will have menstrual periods after this

operation? “I don’t think so.” Now, tell me
about some of your interests. “I like to work
and that’s about it.” Do you like to date? “Yes.”

And dance? “Well, sometimes me and my sis-

ter, we try to do the ‘jerk’ and other kinds of

dances.” Do you prefer to dance with girls or

boys? “With boys.” How do boys like you?

“Well, I ain’t heard none of them say they didn’t

like me.” That’s very good. Do boys run after

you? “No-oo! Oh, well, I don’t know, I know
quite a few boys.” What do you want to be in

the future? “Sometimes I’d like to get married

and settle down.” You said sometimes ... “I get

to thinking, just work and enjoy life.” When did

you know your mother? “I couldn’t tell you.”

What do you call your mother? “I call her

Mary.” Is she like a mother to you? “She’s like

my sister to me.” What do you call your grand-

father? “I call him pop. I’ve always asked my
mother about my father, you know, and she’d tell

me that he got killed after I was born.” What
kind of a man was he? “I don’t know.” Tell me
a little about your step-father. “Well, he works
all the time. Him and my mother both, they

work all the time.” Is there any one person you
like best? “Well, my grandmother and my
grandfather, I care more about them than I do
my mother, I mean I love her too. . .

.” Could
you describe the man you would like to marry?
“Just as long as he’s nice and everything and he
treats me nice.”

DR. AIVAZIAN: This patient presents

two areas for exploration, the accident with
head injury and its possible sequelae; and
the problem of her physical abnormality

which has been a source of concern to her,

and she has been seeking help in order to

find her identity as an individual. Dr.

Mihalovits, how would you evaluate her

case?

DR. MIHALOVITS: I can’t see anything

in this girl that seems to be abnormal ex-

cept some questionable organicity that

showed up in the psychological and Dr.

Hancock’s evaluation. The neurosurgeon

did not recommend any follow-up studies

regarding brain damage. They must have

thought at the time that there was no sig-

nificant damage. I would recommend an

EEG. I would say her I.Q. is low average,

based on our evaluations. I wouldn’t think

it’s primarily due to organic brain damage.

DR. JAMES C. HANCOCK: She is a wai-

tress and I asked her questions about how
you make change and she couldn’t give me
an intelligent answer. I would guess she

does not make change or collect bills in the

restaurant. Her memory for retaining or-

ders was good to four digits. She was una-

ble to remember a name and address. Later

I saw her and I don’t think she remembered
seeing me previously.

DR. AIVAZIAN: She has, however been
holding the same job as a waitress for al-

most three years.

DR. H. L. SMITH: This patient demon-
strates a psychologic adjustment to func-

tioning as a female. The psychiatric diag-

nosis which should be entertained is possi-

ble mental deficiency, mild, etiology un-

known. The interview today does not dem-
onstrate psychosis. It is fortunate that

from birth the patient was reared as a

female since the surgical procedure changed
the external genitalia to that of a female.

Some individuals develop severe psycho-

logic disturbances as a result of psycho-

sexual confusion and physical inadequacies.

Findings should not over-ride morphologic

considerations in sex determination. It is

important that in the early days of life fe-

male hermaphroditism, associated with ab-

normal hyperplasia, be ruled out; since cort-

isone therapy may allow normal sexual

maturation. From the information heard, I

would agree that we are most likely deal-

ing with a case of male pseudohermaphro-

ditism. True hermaphroditism was not

ruled out, however, since serial sectioning

of the excised gonads was not done. Now
that the surgical procedures have been car-

ried out, the patient’s present and future

problem is adjustment to the increasing de-

mands of heterosexual life and relation-

ships as an adult female. To assist in this

adjustment, psychiatric counseling is indi-

cated.

DR. W. C. HIATT: It is a unique exper-

ience to discuss a case like this. The central

theme is the question of psychosexual con-

fusion, how it was modified and how in
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some areas it was prevented. In her case

we should consider the psychobiologic as-

pects of her sexuality. Let us consider this

physical peculiarity which she seems to

have noticed since going to school and per-

haps sooner. She did not know her father.

There was always a question of her legiti-

macy. Her mother seems never to have ac-

cepted that she has subnormal intelligence,

which I assume was present before she re-

ceived the blow on the head. I would sus-

pect that the trauma to the head did no

more than exaggerate the existing condi-

tion. Testosterone given the girl was
stopped when she was 12 years old. Follow-

ing this estrogen was given for 2 to 3 years.

It is possible that we would have seen a

different result had these hormones not

been given. I feel we are also seeing reno-

vating factors of cultural acceptance in

view of the fact that this girl was reared

and accepted as a girl in an accepting envi-

ronment. I think we’re seeing a personality

within the broad limits of the average, and

the prognosis for making a working adjust-

ment seems to be fair.

DR. AIVAZIAN: How did it happen that

this individual, born a hermaphrodite and

who lived under adverse circumstances,

from the very beginning identified with the

feminine role?

DR. GILBERT KATZ: I think from the

interview that she is feminine in every

way. We are working, I believe, with a sta-

ble personality; a girl whose mother told

her she was illegitimate and it didn’t seem
to upset her a great deal. She has assumed
the feminine role as a waitress and dish-

washer; she said she liked dancing, dating

and is considering marriage. I would be

interested to know her I.Q. She seems dull

to some extent as far as her schoolwork is

concerned prior to the accident, and re-

mains so following the accident. One inter-

esting thing she said was about premarital

sex being like animals, being wrong, and

she may have said this because her mother
told her she was illegitimate. She may
have a normal libidinal drive that’s blocked

to some extent by her physical limitations

as well as her views on sex, but I think she

has accepted herself as she is. I would im-

agine that dropping out of school might

possibly be related to the embarrassment of

her physical condition.

MRS. BETTY RUTHERFORD (psychi-

atric social worker) : She hasn’t gotten her-

self into a real upheaval about her condi-

tion because she has learned to accept life.

She isn’t one of our little geniuses who
worries about everything. I think if you
grow up with brothers and in open places,

you’re more apt to be tomboyish until ap-

proximately 14 years of age. I think she’s

made a very good adjustment from the

standpoint of a girl.

DR. JOHN McCUTCHEN: I think that

the best help she can be given is with sup-

portive psychotherapy as she begins to

have less artificial block to libidinal drive

and starts to think about marriage. She’s

got some rather practical problems to sur-

mount in her personal relationships and I

think if support with a therapist could be

established now, this might assist her to

successfully overcome the future trials

which are probably going to be present and

may allow her to become stronger and a

better adjusted person.

DR. HANCOCK: I agree with everyone

in respect to her psychosexual development

and personality. The patient is female

identified and female oriented with hetero-

sexual libidinal drives. Everyone seems to

have played down the organic findings and

the depression that both the psychological

and clinical findings have demonstrated. On
clinical interview this girl puts up a pretty

good front, but if you look behind some of

this, you find out that she will answer

questions superficially with yes or no. You
ask, “Is everything alright?” She says,

yes, but you go a little deeper and you find

this is not so. She cries a good deal. She

says she stays at home a lot by herself. She

lives out in the country, gets blue and cries

about it. She talks of having a pretty vio-

lent temper. Some of her symptoms are oc-

casional frontal headaches and she has fre-

quent dizzy spells. She sees herself as a

very sensitive person. She doesn’t like to

see people get hurt. She has extreme

difficulty in immediate recall. She had

difficulty in handling calculations. Her han-

dling of proverbs is rather concrete. She

just doesn’t seem to have much imagination.
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On projective investigation she was asked

what she would do with a million dollars,

and she said she didn’t know what she

would do, she’d just put it in the bank. She

also said that one of her secret wishes

would be to live back in the wilderness and

own a ranch and not be around anybody. I

think we can look at some of the drawings

she made for us and learn more about her

inner self. Superficially, she perceives men
and women but that’s as far as she goes.

She has difficulty in depicting human
figures in detail. Her drawing of a person

in the rain indicates she is hit pretty much
by stress. One thing that struck me as

symbolically significant is the pockets, in

one drawing, fit anatomically the same
place that the testes were removed when
she was 12 years old. I agree that this girl

has a heterosexual drive and little person-

ality difficulty but I think she is impaired

organically. The cause could be from birth

trauma; it could be from the accident that

she had. A basic medical tenet is that

when a congenital defect occurs, other de-

fects should be considered. In this case a

CNS congenital defect might be present.

Her most unpleasant concept is that of a

coffin. That indicates presence of dysphoric

elements. She could consciously accept

that she would be unable to have children,

but her dreams were centered around hav-

ing children, not the actual birth, but the

fact that she could be a mother. (Figs. 1

and 2.)

DR. ALDO R. BEVILACQUA: I’m glad

to see that someone who has been through

so many stressful situations was able to

adapt psychologically. We could think

about some things that happened to her at

age 12 when she had the accident, and be-

fore her mother had the cesarean operation.

She had some difficulty during birth but I

didn’t see any real difficulty in her person-

ality development and I would probably

discharge her and follow her for scientific

interest without emphasizing psychiatric

abnormalities.

DR. AIVAZIAN: She seems to have cer-

tain expectations, should we forget these

and leave her on her own?

DR. BEVILACQUA: It seems that she is

aware of her limitations. She cannot have

children. She has been dating and she

states she enjoys this relationship.

DR. MIHALOVITS: She accepts this in-

tellectually, but not emotionally.

DR. AIVAZIAN: She wanted surgery for

a specific purpose and was told that she

cannot have children. Does she not have

other expectations from surgery?

DR. BEVILACQUA: To fulfill her role as

a female.

DR. AIVAZIAN: If she fails in attaining

her goal, is it not likely that she may be

severely frustrated? She definitely needs

help to understand and accept more realis-

tically her limitations and potentialites as a
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female. Where and what kind of help

should be offered? Mrs. Chambers, may
we have your opinion on this matter?

MRS. JEAN C. CHAMBERS (psychiatric

social worker) : I wonder if this, at least

under ideal circumstances, shouldn’t be left

in the hands of the persons treating her for

her physical condition, rather than in psy-

chiatry. I feel that there are people who
can be helped by a good many other modal-

ities and I think this girl might be one ex-

ample. It’s quite remarkable that the exper-

iences she has been through with physi-

cians and others haven’t produced more
stress than evidently they have and I am
very happy about that.

DR. AIVAZIAN: The case has been very

well managed so far but there is definite

need for follow-up. The consensus is that

no psychopathology of serious importance

was uncovered by clinical examination or

by psychologic tests, and this individual, in

spite of her physical make-up, has remained
free of significant overlay of anxiety. She

should remain in the care of her own doc-

tors for follow-up. We still have to decide

what recommendations to make.

DR. MARK IVIE: I think there’s going to

be a good deal more sexual threat to this

girl than there has been in the past. In the

past she could go out with boys and dance

with limited physical contact. Now the pos-

sibility of intercourse exists. How is she

going to adjust, accept or defend herself?

DR. AIVAZIAN: One of the things she

pointed out was she would like to get mar-

ried. How would you handle that?

DR. IVIE: What was her motive in tell-

ing us that she is engaged, and why did she

protest that premarital sexual intercourse

was a nasty, animalistic thing? I think the

motive behind these remarks is an attempt

to devaluate and reject that which is not

attainable.

DR. MIHALOVITS: Consider her rela-

tions with boys to the present. It has been

stated that with artificial vaginas there is

no sexual stimulation.

DR. AIVAZIAN: The patient surely ex-

presses much “wishful thinking.” She

wants to be a girl, live like a girl and do

everything that girls do. This is very im-

portant for her. As always in wishful

thinking, there is exaggeration and distor-

tion of reality.

DR. HANCOCK: If I were to predict

what would happen to her if she should

have a psychiatric problem after surgery, I

would predict that it would be depression.

We know that in gynecologic operations,

particularly mutilating procedures, about

40% of the patients do have some sort of

psychiatric problems following operation,

ranging from simple anxiety all the way to

an acute psychotic reaction. In plastic sur-

gery we know that the reparative and re-

molding techniques such as rebuilding the

nose are often fraught with unsatisfactory

results. I would like to see this girl fol-

lowed from this aspect to see what does

happen. I hope she will be quite happy
with the results. I would also like to see

the organic findings followed up to see if

we can’t find the etiology.

DR. DAVID F. MOORE: I wonder what
will happen to this girl without support.

Certainly she has had a certain amount of

stability—but if she succeeds in marriage,

or relations with men, then she may be

threatened. I would recommend to the doc-

tors working with her that if any depres-

sive features show up or stressful situations

appear, they provide outpatient psychother-

apy. All she wishes for, according to her

history, probably cannot be fulfilled. If she

can be satisfied with companionship, then

we must consider the possibility of whether

her husband will be satisfied with the same

situation. Now on this basis, I agree with

Dr. Hancock; i.e., about proneness to de-

pressive episodes. I think she will need sup-

portive psychotherapy. I don’t feel organi-

city is of major significance since she has

functioned well for several years; however,

I think she may be threatened in the fu-

ture. If she thinks she is a complete female

she will need some explanations to under-

stand, since she will probably discuss these

things with other women. For instance,

why should she have to adopt children?

Whether or not she is able to enjoy sexual

relations, she should receive understanding

and supportive therapy from the doctors. In



May 1966 STAFF CONFERENCE 471

other words the stress which she may be

exposed to, should be anticipated by her

physician. If she can be prepared in this

respect, then I would consider the progno-

sis fair. Whether or not she can accept

love and companionship, we must consider

the understanding of her husband. Will he

be able to understand and accept the mari-

tal situation and support her, thus reducing

the stress factor?

DR. AIVAZIAN: The biologic phenome-
non of hermaphroditism, or bisexuality,

presents interesting and challenging prob-

lems. This case brings into focus the sig-

nificance of multiple etiologic factors, gene-

tic, environmental and psychologic, which

influence psychosexual development, role

identification and social adjustment. Al-

though from early childhood this patient

wished to be a girl, until age 12 years she

was a tomboy. The wishful thinking to be

a girl established in her mind in early

childhood was further reinforced by surgi-

cal removal of male sex organs, estrogen

therapy, development of certain secondary

female characteristics and further iden-

tification with girls during the sensitive

years of early puberty. She seems to have
escaped many of the commonly seen symp-
toms and personality traits in hermaphro-
dites, such as unhappiness, isolation, with-

drawal, schizoid and inadequate personality

traits, and acting out quite often in a ho-

mosexual sense. Satisfactory adjustment

on the one hand and the absence of sig-

nificant personality deficits on the other,

suggest that the patient has a well integrat-

ed personality and a fair prognosis in re-

spect to maintaining a workable social ad-

justment.

The patient unquestionably needs contin-

ued help at least for some time in order to

help her cope with difficulties in adjusting

to the “fuller female role” she expects to

acquire following surgery and the disap-

pointments in this respect that await her.

She also needs help to find reasonable

goals and a style of life within her reach.

These therapeutic aims may be pursued by
her treating physicians and with the co-

operation of the psychiatric consultant.

11:47 pm 11:53 pm 12:06 am
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The Meeting
That Was!

Medicare Facts
Of Life

Beware of Some
Medicare Handbooks

Utilization Review

Title XIX Program
Important

• This was the Meeting that was

!

It was the 131st Annual Meeting of the Tennessee Medical
Association at which:

Dr. G. Baker Hubbard, Jackson, assumed the presidency
from Dr. John H. Burkhart of Knoxville.

Actions of the House of Delegates revealed the necessity
of all members of the Association to take an active interest
in the complexities of Medicare.

News of Annual Meeting activities was flashed across the
State on radio and in the pages of newspapers.

Outstanding scientific papers were presented, resolutions
were passed, awards were made, old friends renewed acquain-
tances and new friends were made, and your Association
passed another era in its continuing march of progress.

Activities covered big and little events, many of which
go to make up your Association's day by day activities. THE
JUNE ISSUE OF THE JOURNAL WILL CONTAIN COMPLETE DETAILS AND
REPORTS OF THE ANNUAL MEETING.
• Physicians must learn all they can about Medicare because
it will become a vital part of their daily lives. That is
what Dr. James Z. Appel, AMA President, recently stated.
The AMA President emphasized the importance of physicians
working to make Medicare efficient in order to uphold the
quality of medical care. He stated that Medicare should be
recognized as a fact of life, but a program to watch closely
in the months ahead.
• Physicians are warned against buying so-called "Medicare
handbooks" now being offered in direct mail selling cam-
paigns. Publications contain only basic information about
the Law itself and will be worthless in preparing claims.
Part I-B, regulations on supplementary medical insurance
have not yet been issued and when available, distribution
will be made to physicians.
• It is contemplated that each hospital in the State will
be required to prepare a written description of its utiliza-
tion review plan in order to be approved to receive Medicare
payments. The establishing and the mechanism of utilization
review is a responsibility of the hospital staff. Here are
some of the items to consider in preparation:

(1) The organization and composition of the committee.

(2) The frequency with which the committee meets.

(3) The type of records it should maintain.
(4) The criteria used by the committee in selecting cases

on a sample or other basis.

(5) The committee's working definition of what consti-
tutes a "period of extended duration".

(6) The relationship of the utilization review plan to
the claims administration by a third party.

(7) The responsibilities of the hospital's administrative
staff in relation to the performance of utilization
reviews

.

• Title XIX, often overlooked section of Medicare, merits
physicians' attention. It provides for consolidation of



Hospitals and
Medicare

Dispensing by
Physicians

Health Spending
Increases

AMA Annual Meeting
In Chicago

all welfare health care programs into one state program.
To participate in what is now called the medical assistance
program (and thus qualify for matching funds), a state
must show HEW how it plans to proceed toward the ultimate
goal of full and comprehensive health care coverage for all
Medicare indigent citizens. The states must make such
coverage available by July 1, 1975.
• The Secretary of Health, Education and Welfare has an-
nounced the conditions for participation by hospitals under
the Medicare program. These conditions are based on recom-
mendations of the Health Insurance Benefits Advisory Com-
mittee - a sixteen member, non-federal group appointed by
the President last year. The conditions for the most part
were modeled after the requirements of the joint committee
on accreditation of hospitals, and will permit a hospital
accredited by the commission to qualify automatically
for Medicare participation providing it has an arrangement
for reviewing the use of its facilities.

The appropriate state agency may recommend that a hospi-
tal be declared eligible for participation if:

(1) It is accredited by the joint commission and has, or
will have, in effect by July 1, a utilization review
plan ; or

(2) It is operated in accordance with the conditions of
participation with no significant deficiencies ; or

(3) It is found to have deficiencies but is making reason-
able plans and efforts to correct them and is rendering
adequate care without hazard to the health and safety
of patients.

• High on the Congressional agenda of the 89th Congress,
is S. 2568, by Senator Hart, which forbids dispensing
by physicians. This bill is very discriminatory. While the
measure is aimed at some of the specialists, the measure
also forbids any physician from realizing a profit in the
dispensing of any drug or device to a patient. The bill
only applies to medical practice.

In a recent trip to Washington by representatives of the
Tennessee Medical Association, this bill was discussed at
length with Senator Ross Bass. The Association clearly
stated its opposition to this bill.

• Hospitals received a larger share of health-care
spending about thirty cents of every dollar. The total
spent for hospital care in 1964 was 7.6 billion dollars.
This compares with 7.8 billion dollars spent on tobacco
products. Other portions of the health care dollar are
divided among drugs - seventeen cents ; dentists - ten cents

;

health insurance - seven cents ; appliances - four cents ;

and miscellaneous expenses - five cents. The remaining
twenty-seven cents goes to physicians. This percentage has
declined slightly over the years. Twenty years ago,
physicians received about twenty-eight cents of every dollar
spent on health care. Expenditures for physicians services
totaled 6.8 billion dollars in 1964, compared to 7 billion
dollars spent on personal items such as cosmetics, hair
cuts, and toiletries.
• June 26-30 are the dates of the AMA Annual Convention
to be held in Chicago. The scientific program will be at
McCormick Place, and the House of Delegates will convene at
the Palmer House.

Six topics will be presented in the general scientific
sessions at this year’s annual convention including
population expansion, emphysema, burns, mysterious fevers,
community hospital coronary care units and headache. The
general scientific meeting is open to all physicians
attending the annual convention. In addition to the general
sessions, each of twenty-three scientific sections will
present scientific programs. Many of the section programs
will, as in the past years, be joint meetings of two or more
sections and, in some instances, a specialty society.



Hadley Williams, Public Service Director

Regional Medicare • The Tennessee Medical Association will co-sponsor a
i
Conferences Set series of four regional conferences on Medicare implementa-

tion with the Tennessee Hospital Association and the
Tennessee Nursing Home Association.

Plans call for the meetings to be presented in Chat-
tanooga at the Interstate Life and Accident Insurance
Company auditorium on Wednesday, May 18 ;

in Knoxville at the
University of Tennessee Memorial Research Hospital audi-
torium on Thursday, May 19 ; in Nashville at Underwood
Auditorium of the Vanderbilt University Law School on
Wednesday, May 25 ; and in Memphis at the Tennessee Depart-
ment of Public Health auditorium on Thursday, May 26.

A presentation on utilization committee concept,
functions and operations will be made by Dr. Willard A.

Wright of Williston, North Dakota in Chattanooga and Knox-
ville. Dr. Wright is a member of the AMA Council on Medical
Service and is past chairman of the Council. The presenta-
tion on the same subject in Nashville and Memphis will be

made by Mr. William H. Schofield, associate director of the

Hospital Utilization Project, Pittsburgh, Pennsylvania. The

project is co-sponsored by the Allegheny County Medical
Society and the Western Pennsylvania Hospital Council and is

nationally recognized for its work in this field.

Mr. Reyna Williamson, assistant regional representative
for the Department of Health, Education and Welfare,
Atlanta, Georgia will participate in all four conferences
as will Mr. Richard E. Johnson, field director of Medicare
administration for Equitable Life Assurance Society, the

Part "B" insurance carrier for Tennessee.

The purpose of the meetings is to explain the portions of

Medicare involving physicians the most — utilization and

Part M B" . Ample time for questions and answers has been
arranged and each physician is urged to attend and become

fully informed on these important phases of Medicare.

Two 2-hour question and answer periods will be allotted

to each meeting. Participating on a panel to answer

questions from those in attendance in addition to the above

names will be Mr. Whalen Strobhar, AMA Field Representative,

and Mr. James H. Littlejohn, Director of Medicare Services,

Tennessee Department of Public Health, as well as

knowledgeable member physicians of TMA.

The complete program follows:

i



4 Medicare Regional Conferences

9:30 - 9:45 A.M.

9:45 - 10: 15

10:15 - 10:45

10:45 - 11:00

WELCOME: President of Local County Medical Society
Representative of Tennessee Hospital Association
Representative of Tennessee Nursing Home

Association
PRESIDING: President of Local Medical Society

UTILIZATION COMMITTEE CONCEPT, FUNCTIONS AND OPERATIONS
Chattanooga & Knoxville: Willard A. Wright, M.D. , Member

AMA Council on Medical Service
Williston, North Dakota

Nashville & Memphis: William H. Schofield
Associate Director
Hospital Utilization Project
Pittsburgh, Pennsylvania

UTILIZATION REGULATIONS AND REQUIREMENTS UNDER P. L. 89-97

Reyna Williamson, Assistant Regional Representative
Department of HEW, Atlanta, Georgia

COFFEE BREAK

11:00 - 11:30 PART "B" REGULATIONS UNDER P. L. 89-97
Reyna Williamson, Assistant Regional Representative
Department of HEW, Atlanta, Georgia

11:30 - 12:00 noon PART "B" CARRIER ADMINISTRATION AND OPERATION IN TENNESSEE
Richard E. Johnson, Field Director, Medicare Administration
Equitable Life Assurance Society, Nashville, Tenn.

12:00 - 1:30 P.M. ADJOURN FOR LUNCH

AFTERNOON SESSION

1:30 - 2:30 QUESTION AND ANSWER PERIOD RELATIVE TO UTILIZATION
Moderator: Ira M. Lane, Jr., Executive Director

Tennessee Hospital Association, Nashville, Tenn.

Panelists: Willard A. Wright, M.D.
(Chattanooga & Knoxville)

William H. Schofield (Nashville & Memphis)
Reyna Williamson, HEW, Atlanta
Representative Tennessee Department of Public

Health
Physician Representative from County Medical

Society

2:30 - 2:45 COFFEE BREAK

2:45 - 3.45 QUESTION AND ANSWER PERIOD RELATIVE TO PART "B"

Moderator: Jack E. Ballentine, Executive Director
Tennessee Medical Association

(Chattanooga and Nashville)
L. Hadley Williams, Assistant Executive Directoi
Tennessee Medical Association

(Knoxville and Memphis)
Panelists: Reyna Williamson, HEW, Atlanta

Richard Johnson, Equitable Life Assurance
Society

Whalen Strobhar, Field Representative, AMA,
Chicago

TMA Physician Representative

3:45 ADJOURN
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An antibiotic
of choice
is one that works

TAO works
- — v '

Susceptibility Results

Staphylococci 2,3,1

# OF CULTURES YEAR % EFFECTIVE

6,725 1962 88.6%

5,440 1963 88.0%

10,384 1964 88.5%

y(?-Hemolytic Streptococci 2,3,1

2,448 1962 89.5%

1,5*9 1963 95.2%

2,49)2 1964 96.7%

The Product

In a world study of antibiotics in vitro 1
,
TAO had an over -

all effectiveness of 87.3%, higher than chloramphenicol

and erythromycin, and significantly higher than tetracy-

cline and penicillin.

The Plus. ..Consistent Performance

Yet antibiotics must not only work. They must work con-

sistently. Here are the results from the largest study of

microbial susceptibility ever undertaken. In 29,048 cul-
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Boeck's Sarcoidosis With Multiple System

Involvement

DR. ROBERT W. NEWMAN: We have a

very interesting case to present. The pa-

tient was referred by Dr. John Crews of

Oak Ridge, Tennessee, for diagnostic eval-

uation and treatment. We think that it

presents many interesting pathologic enti-

ties combined in the disease-complex

known as Boeck’s sarcoidosis. Dr. Borth-

wick, surgical interne, participated in the

work-up of this patient and will give us the

clinical history and physical findings and

some of the pertinent laboratory data.

DR. RICHARD BORTHWICK: This is a 50

year old lady who was admitted to the University

Hospital because of a chief complaint of increas-

ing dyspnea with orthopnea which had been pres-

ent for a number of years.

Her past history revealed no allergy to any

form of medication. The medical history was a

little confusing because she had been examined

and treated in various medical centers in the

South and it was not clear whether she actually

knew for what she had been treated. At the age

of 21 she had an acute illness with swelling of

the knees and ankles and at this time a diagnosis

of rheumatic fever was made. She states that

since then she has known that she has had a

heart murmur. After she recovered from the

acute phase she was not incapacitated. In the

past 10 years she had pneumonia 5 times, the

most recent in February, 1965. At this time she

was told she had heart trouble and was given digi-

talis. However, when she was discharged from

the hospital the digitalis was discontinued and

she was told to take quinidine which she did for

a short time and then stopped of her own initia-

tive. She has been told for about 7 years that she

occasionally has hypertension, and has taken var-

ious medications for this during this time. Also,

in February 1965, she was told she had diabetes

mellitus. Later she had a glucose tolerance test

which did not show that she had diabetes melli-

tus. Her only surgical procedure was a tonsillec-

tomy while she was small. She is still menstruat-

ing at the present time. She is married, gravida

13, para 5, with 8 miscarriages.

Family history: There is a background of heart

trouble in the family. One brother died of a

*From the Section of Thoracic Surgery in col-

laboration with the Departments of Medicine,

Pathology and Radiology.

heart attack and 3 other brothers have heart

trouble. Her grandfather had chronic heart fail-

ure and she has a nephew who has heart trouble.

Her mother died of cancer. The patient is a total

abstainer from alcohol, but since the age of about

5 she has smoked cigarettes. She now smokes 20

a day and has done so for many years.

Present history: For many years she has been

coughing and wheezing without any seasonal re-

lationship. However, in the past 12 years she has

become more short of breath, and at time of ad-

mission she becomes dyspneic on climbing one

flight of stairs. In the past 5 to 6 years she has

had several episodes of becoming dyspneic when
lying in bed and has to get up and sit up, or

stand up to relieve her dyspnea. She also says

she has had intermittent dependent edema, and
also edema of her hands and face, and this has

required oral diuretics at times with good results.

She has never had hemoptysis or chest pain and
does not have a productive cough. At the time of

admission she was not on any medication and
had not been on medication for the past two
months, although in the past year she has taken

digitalis, quinidine and diuretics.

The physical examination revealed a 50 year

old white woman, slightly overweight, but in no
distress. She was alert and cooperative. The skin

had good turgor and was not otherwise remarka-
ble. The head, eyes, and fundoscopic examination

were normal. She had a small 2 mm. long mass
on the upper eyelid of the left eye just adjacent

to the inner canthus. This was incidental, non-
tender, but was seen by an ophthalmologist. Ears,

mouth, teeth and throat and neck were not re-

markable. The carotid pulses palpable and equal.

The thyroid gland was enlarged to about twice

normal size; mainly in the right lobe, and was ir-

regular. Breasts were pendulous but negative.

Rales were present in both lungs which cleared

up on coughing. An expiratory wheeze was pres-

ent in the right mid-lung field which did not

clear when she coughed. Breath sounds were
good throughout the lung fields. The heart had a

rate of 84, with normal rhythm and without mur-
murs. Heart size could not be determined because

of obesity. The abdominal and pelvic examina-
tions were negative. There was no dependent
edema nor lymphoadenopathy. Neurologic exam-
ination was negative.

On admission the venous pressure was 120 mm.
saline with 5 mm. excursion on inspiration; circu-

lation time from antecubital fossa to tongue was
21 seconds. This was repeated later with circula-

tion time of 19 seconds. The WBC. was 10,100

with 52% P.M.N., 4% Stabs, 38% Lymphs., 1%
monocytes and 5% P.M.E. The Hgb. was 14 Gm.
and RBC. 4.8 million. E.S.R. was 46 mm. per

hour. Urinalysis revealed 10 to 12 WBC. and rare

RBC., but was otherwise not remarkable. Blood

VDRL was nonreactive. ASO titer was 50 Todd

units, and a 2 hour post-prandial blood glucose

was 88 Folin-Wu units. The PBI. was greater
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than 25 mcg.%, but this was thought to be an

artificial elevation.

DR. NEWMAN: In the evaluation she

had intradermal skin testing. These were

negative to all strengths of the P.P.D. and

to 1:100 old tuberculin. The chest films

which were sent with the patient revealed

marked changes in both lungs, particularly

on the right side. Bronchoscopic findings

were those of subacute bronchitis with

some edema of the mucosa bilaterally, but

no localized findings. She did have some

evidence of either thickened pleura and/or

fluid on the right side and two attempts at

aspirtion of the right pleural space were
made but no fluid was obtained. A right

scalene node biopsy was performed and ac-

tually was the procedure that established

the diagnosis of Boeck’s sarcoidosis. As Dr.

Borthwick mentioned she had no palpable

lymph nodes. She was extremely obese

and as we frequently do for diagnostic pur-

poses, this was a “blind” operation in an at-

tempt to get some material that would help

in the diagnosis in diffuse pulmonary dis-

ease. It is in Boeck’s sarcoidosis that the

so-called Daniel’s scalene node biopsy is

most helpful. We had some other x-ray

studies which Dr. Tompkinson will com-
ment on in a moment. In view of the

diffuse nature of her pulmonary disease, Dr.

Bradsher is going to comment about the

findings and pathology from the clinical

standpoint as relates to the Boeck’s sarcoid-

osis involvement of the lung parenchyma.
(Figs. 1 and 2.)

DR. JACOB BRADSHER: Boeck report-

ed his cases of sarcoid in the Journal of Cu-
taneous and Genito-Urinary Diseases in

1899. For a long time this disease fell in the

realm of the dermatologist, and it was not

until the 1930’s that it came to the attention

of the chest men. In 1937, Dr. Max Pinner

wrote an article published in the American
Review of Tuberculosis describing Boeck’s

sarcoid involving the lung. We now know
that Boeck’s sarcoid involves the skin rela-

tively infrequently. From 10 to 15% of the

cases of Boeck’s sarcoid have skin lesions.

On the other hand, pulmonary changes are

fairly characteristic. The number of the

cases of Boeck’s sarcoid having pulmonary
lesions is estimated to be from 65 to 70%,

Fig. 1.

though it may not be exact because many
pulmonary lesions are asymptomatic and

x-ray films may not be made.

Fig. 2.

Unlike this particular patient who came
with cough and shortness of breath, most

patients we see in office practice are asymp-

tomatic but with a report of an abnormal x-

ray. Though there may be symptoms as in

this patient of dyspnea, depending upon the

degree of involvement of the lungs, the

usual patient and certainly one with mini-

mal involvement, has no symptoms other

than possibly fatigue and weight loss. One
is often amazed to see the patient and then
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to see the x-rays of the chest; often on the

basis of this one would expect more symp-

toms than are present. Usually Boeck’s

sarcoid produces x-ray changes in both

lungs. The radiographic characteristics fall

into 3 patterns of cases: One is involvement

with large hilar nodes which is seen usual-

ly in the younger patients. Another and

probably the most common form, is hilar in-

volvement with diffuse parenchymal

changes; these are either nodular or small

densities scattered through both lungs in

more or less symmetrical fashion. A less

common form is that of diffuse changes

throughout both lungs with little hilar

lymph node involvement.

Endoscopic changes, it used to be

thought, were insignificant. However,

since middle 1940’s there has been consid-

erable interest in the endoscopic findings.

Positive biopsies of the bronchial mucosa
have been reported even though often the

bronchial endoscopic findings were grossly

negative. Our patient today had findings of

diffuse bronchitis. Findings may be only

some thickening in areas of the bronchial

mucosa, though endobronchial sarcoidosis

has been reported as cause for obstruction

and atelectasis. Biopsies of the thickened

areas and even of normal areas may be re-

warding. As high as 50% positive biopsies

have been reported in patients whose bron-

choscopic findings were negligible. Biopsies

show the typical changes of Boeck’s sar-

coid, collections of epitheloid cells and

giant cells, and the granulomatous lesion

without caseation.

Biopsy of the scalene nodes often

confirms the diagnosis as in this case. Biop-

sies of muscle and of the liver may be help-

ful, though the needle biopsy may be

difficult to differentiate from other liver dis-

eases. A lymphnode biopsy is usually the

most rewarding examination.

The Kveim test, an intradermal injection

of saline suspension of ground up lymph
node, spleen or other tissue of a patient

with sarcoidosis, causes a reaction after

varying lengths of time in patients with ac-

tive sarcoidosis. A biopsy taken from this

area shows the typical Boeck’s-type reac-

tion. Although it has been 80 to 90% relia-

ble it is so prolonged that it is impractical

for ready diagnosis. Reactions have been as

late as 5 years occurring after the injection.

The negative tuberculin test is character-

istic of this disease, occurring in about 80%
of the cases, in the remaining cases, if posi-

tive, it is usually weakly so.

Though many things have been proposed

as a possible cause of the disease, this is

still unknown. Sarcoidosis is most prev-

alent in the Southeastern part of the U. S.,

but it has been reported more recently in

New England and North Central States. In

Europe it is more common in the Northern

portion. It is much more common among the

Negroes than whites, with a ratio of about

18 or 22 to 1, and is more prevalent in the

female than the male. Because of the geo-

graphic distribution of the disease, pine

pollen and soil have been implicated as pos-

sible causes though not proven to the satis-

faction of most observers. Because of path-

ologic similarity, it has been thought of as

an unusual form of tuberculosis, though the

clinical characteristics are unlike tubercu-

losis. The involvement of the eyes, heart,

and parotid gland; and the absence of pleu-

ral involvement, and the x-ray character-

istics are most unusual for tuberculosis.

Patients who do develop tuberculosis fre-

quently have been exposed to tuberculosis

either in sanitoria or otherwise, and in re-

cent years, during which exposure to tuber-

culosis has lessened, the late incidence of

tuberculosis in Boeck’s sarcoid has been in-

frequent.

DR. NEWMAN: After we had seen these

x-ray studies and examined the patient to

find that she had diffuse parenchymal dis-

ease and also probably some myocardial

disease, arterial blood-gas studies were

done. The p02 was 73.5 mm. Hq., pC02 39.3

mm. Hq., pH 7.46, and percent oxygen sat-

uration 94.9. As you see the p02 was mod-

erately reduced. The normal here should

be 95 to 100. The other two values were

essentially within normal range. The com-

ments by Dr. Obenour, who interpreted this

data test was that of respiratory failure for

oxygenation. A pulmonary ventilatory

function test indicated restrictive lung dis-

ease. Dr. Rawson saw the patient in con-

sultation because of the past history of
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treatment for myocardial disease and will

discuss this aspect of this lady’s illness.

DR. FREEMAN RAWSON: This woman
had enlargement of the cardiac shadow by

x-ray and a history compatible with pre-

vious cardiac decompensation. Circulation

time was found to be prolonged. The
EKG. showed no specific abnormalities.

Sarcoidosis may affect the heart in two

ways. Probably the most common is devel-

opment of cor pulmonale due to chronic

pulmonary hypertension. It is easy to im-

agine how a patient with severe chronic

pulmonary disease might eventually have

severe pulmonary hypertension, right ven-

tricular hypertrophy, and heart failure

from this cause. Quite apart from this, au-

topsy studies have shown that 20% of per-

sons with systemic sarcoidosis have myocar-

dial implants. The pericardium may be in-

volved as well, but apparently pericardial

constriction is rare or unknown. Myocardial

involvement tends to be more dense in the

interventricular septum. The rest of the

myocardium is usually involved, either

sparsely or densely with the same micro-

scopic features as the disease elsewhere.

From a clinical point of view the myocardi-

al involvement manifests itself in two
different ways, the most common being

rhythm and conduction disturbances. Ap-
proximately two-thirds of patients show
either some form of A-V block, complete or

incomplete, or bundle branch block; rhythm
disturbances such as episodes of ventricular

tachycardia are common. A large number
die suddenly and death is usually complete-

ly unexpected. About one-third of patients

who have myocardial involvement manifest

this by chronic heart failure over a period

of days, weeks, months, or years. It is usu-

ally fairly resistant to treatment and may
be the cause of death in this group.

As far as management is concerned, a

rhythm disturbance often, but not uniform-

ly, responds to the drugs ordinarily used

such as digitalis, quinidine or procaine am-
ide. The individuals in failure will usually

respond to some extent to conventional

treatment. It has been suggested that pred-

nisone is the treatment of choice when
myocardial involvement is proven. Unfortu-

nately there are only about 50 cases of

proved myocardial involvement available in

the literature. Since there is no large ac-

cumulation of patients with myocardial dis-

ease who have been treated with predni-

sone we don’t really know what the results

would be. From the small number of pa-

tients who have been treated, it does ap-

pear that dramatic improvement with re-

versal of conduction defects, reversal of

rhythm disturbances, and improvements in

the heart failure at least fairly often oc-

curs. At the present time this is probably

the treatment of choice.

DR. NEWMAN: In the administration of

steroids, Dr. Rawson, do you think it ap-

propriate that this be covered with antitu-

berculous drugs in view of the fact that the

tuberculous organism has been incriminated

as a possible etiologic agent?

DR. RAWSON: In the old days at least a

quarter of these people eventually devel-

oped tuberculosis. I should think that

isoniazide in prophylactic doses is indicated

as you elected to do in this patient.

DR. NEWMAN: To continue the discus-

sion, Dr. Tompkinson is here from the de-

partment of radiology and this patient pre-

sented in addition to her abnormal chest x-

rays, some lesions of the small bones of her

hands which are suggestive of the possible

diagnosis of Boeck’s sarcoidosis because a

certain small percentage of patients with

systemic Boeck’s will have these small cys-

tic bone lesions.

DR. ELSIE TOMPKINSON: This par-

ticular patient, to go back to what Dr.

Bradsher covered, manifests both the hilar

and parenchymal elements of the disease

and I think for the benefit of the House
Staff perhaps a word about the type of hi-

lar adenopathy is in order, for to

differentiate Boeck’s from other things that

cause adenopathy is not something the ra-

diologist can do without further clinical in-

formation. There is something characteristic

in most cases of Boeck’s sarcoid that is

helpful, namely that other than the bilater-

al nature of the hilar adenopathy, a large

percentage of the cases have a parenchymal
involvement on the right and this is very

rarely found on the left. Also, in lympho-

matous diseases which might give a similar

hilar picture, involved nodes are very often
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anterior, whereas in Boeck’s one can see

what we call the silhouette sign, not pres-

ent here, meaning that the heart border

and nodes are two at different levels and

characteristically in Boeck’s the nodes in-

volved are the ones around the hilar roots,

not being anterior, so this is somewhat

helpful. Dr. Bradsher covered the paren-

chymal involvement and I’ll just mention

briefly what we use as a descriptive phrase

for the reticular granular pattern is a

ground glass pattern, much as you see in

this patient, examining only the lower part

where the soft breast shadow is overlying

the chest. It does not hold for the upper

lung field, so therefore is probably not a

true ground glass appearance, but that is

somewhat the picture we associate with

ground glass reticular granular infiltrates.

Very often parenchymal involvement can

be manifested as a miliary nodular type of

involvement, much as you see with miliary

tuberculosis, with the nodules larger it is

usually defined as nodular infiltrate. There

is an interesting type where the nodules

become larger and actually coalesce and

give the cannonball lesion you see in metas-

tatic disease, with sort of a fluffy appear-

ance, not discrete. One large series of 250

cases were followed for some time and at-

tempted to tie in the prognosis with the

chest findings. The authors concluded that

where hilar disease was present alone and

regressed, the patient’s prognosis was good.

Where there was parenchymal involvement

alone or with hilar adenopathy it might

go on to the predominantly parenchymal

fibrotic picture which is non-specific and

one would not be able to diagnose Boeck’s

from other things causing fibrosis in the

lung fields.

Before we go on to the skeletal changes,

one should mention that about 10% of pa-

tients have documented Boeck’s gastrointes-

tinal involvement, usually limited to the

stomach and to the proximal small bowel.

These manifestations are not specific and

can be anything from antral distortion, pep-

tic ulcer disease, to linitis plastica of the an-

trum (rigid appearing) stomach. You might

be surprised upon seeing a malignant ap-

pearing stomach and getting a scalene biop-

sy and find that this was Boeck’s rather

than carcinoma.

It should be noted that the skeletal

changes are predominantly in the pha-

langes. Next in order of frequency would

be the metacarpals and metatarsals, and the

carpal and tarsal bones. Rarely other sites

have been described such as the vertebra,

and the ribs. The nonspecific findings that

alert one’s suspicion particularly in a pa-

tient that has had other things found is an

osteoporosis which is not generalized but

tends to be irregular in location, very often

juxta-articular as you see in rheumatoid ar-

thritis. However, this is not alone sufficient

to say you have skeletal involvement. More
characteristically there is distortion of the

trabecular pattern, particularly in the mid-

dle phalanges of the fingers. These changes

show radiolucencies within the medullary

cavity which make the trabecular pattern

stand out a little more definitely. As far as

the more definite lesions that one sees in

the skeletal system, and this patient has

one, I am sure you can’t see it, because I

can’t see it standing this close, and the

punched-out lesions; perhaps the easiest

thing to do is just to pass this film around.

By holding it up I am sure you can see

where the arrow is pointing. The punched

out lesion is a little clear area which is lo-

cated in the epiphyseal portion of the bone

involved and differs from the rheumatoid

changes seen in arthritis disease, in that

there is cortex around this area. Many of

the cystic areas in rheumatoid arthritis are

subperiosteal where there is a notching

effect of the involved area. Another type of

lesion is really a further disturbance of the

trabecular pattern, a honeycombed appear-

ance or lattice work appearance in the in-

volved phalanges where the trabeculae

stand out and the supporting structure is

almost gone. There can be coalescence of

these two types of lesions so there is actual-

ly bone destruction and loss of bone sub-

stance with fragmentation of the involved

bone. I should mention in closing, that in a

patient with pleural effusion such as this

patient has, and probably some parenchym-

al involvement, it is a little unusual to have

pleural effusion since it is not characteristic

of Boeck’s sarcoid and when found makes
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one stop to consider whether the diagnosis

was wrong or whether there was some oth-

er system involved as reason for the pleural

effusion. This particular parenchymal

infiltrate, if indeed it is, with a narrowing

of the fissure, suggests loss of lung volume.

In Boeck’s sarcoid the large lymph nodes do

not seem usually to encroach upon the

bronchial tree to a significant degree to

cause atelectasis. Certainly this lateral film

suggests loss of lung volume which is a lit-

tle unusual.

DR. BRADSHER: Dr. Tompkinson, some

cases have been reported of right middle

lobe atelectasis due to large lymph nodes

and compression of the bronchus. I believe

Dr. Graham has reported such cases.

DR. TOMPKINSON: Yes, I know they

have been reported but they are unusual.

One thing about the hilar adenopathy, when
calcification is seen it usually indicates

there has been underlying granulomatous

infection from some other cause that cal-

cified because characteristically those of

Boeck’s do not calcify.

DR. NEWMAN: To continue the discus-

sion, Dr. Jones is here to tell us the diag-

nostic characteristics of the findings as far

as the gross and microscopic findings are

concerned and also to tell us a bit about the

pathologic changes one sees in the body or-

gans in the various stages of the disease.

DR. FRANCIS S. JONES: The nodes re-

ceived were not very large. None measured

as much as a centimeter in its greatest di-

ameter. I think you can see that this node is

largely replaced by miliary granulomas.

(Fig. 3.) The granuloma is composed of

histiocytes (formerly called “epitheloid”

cells) somewhat radially arranged around a

central area which usually lacks necrosis.

Occasionally one sees, as we have here, a

little bit of fibrinoid material in the middle

of the nodule. We stained slides for acid-

fast bacilli and a prolonged search failed to

reveal any acid fast bacilli and we also

stained the material with Gomori’s methe-

namine silver nitrate and these failed to re-

veal any fungus forms. So we are left then

with a diagnosis of granulomatous lym-

phadenitis which has the features of

Boeck’s sarcoid. The histologic appearance

of the lesion is much the same in all the or-

Fig. 3.

gans that one finds this lesion. The reason

for the lack of calcification as Dr. Tompkin-
son mentioned, is the fact that we do not

have large areas of necrosis as in tuberculo-

sis. The healing, of course, is by fibrosis and

hylinazation. I wonder, after Dr. Rawson’s

comments, if the myocardial healing doesn’t

result in myocardial scarring.

So in summary, the diagnosis of Boeck’s

sarcoid is essentially one of exclusion. Tu-

berculosis must be ruled out as well as fun-

gus diseases producing a granulomatous le-

sion. I have always felt that the cases re-

ported in the literature as Boeck’s sarcoid

terminating in tuberculosis were cases of

tuberculosis from the onset and were mis-

takenly diagnosed as Boeck’s sarcoid.

DR. NEWMAN: In summary, we have a

disease of unknown etiology and I suppose

at this point we should begin to discuss

what happens to these patients. No one has

a large series of cases so we need to go to

the literature. Sones, in 1954, reported a

series of 211 cases that had been followed

for a period of 3 months to 20 years. He
came up with the following results in prov-

en cases of Boeck’s: 35% recovered, 32%
improved, 16% became worse, 10% died. So,

you can see that approximately two-thirds

of the patients are going to get well or

going to improve, and the other third are

probably going to have a steady downhill

course. It has been mentioned that so many
of these people in the past, when they came

to autopsy, in addition to having Boeck’s



486 STAFF CONFERENCE May, 1966

sarcoidosis, also had associated tuberculosis.

Whether this is cause and effect, or more
likely the association with economic cir-

cumstances and the poor general health of

these people which made them susceptible

to tuberculosis. In all probability the lat-

ter association is the case.

Perhaps there are some questions. We
have a minute or two remaining if a mem-
ber of the audience would like to ask a

question of a member of the panel.

Question from the audience: Were these

statistics you gave with steroids, without,

or what?

DR. NEWMAN: This was reported in

1954 and steroids were not used as much
then as they are now, so I would assume

not, and certainly cases diagnosed 20 years

prior had not received steroids, but perhaps

some cases in the more recent years had

been treated. I would suspect this is a

retrospective study in which they were
trying to find out actually what happened

to these people over the long haul. In this

series steroids were not mentioned.

Question from the audience: Do these pa-

tients have bone symptoms?

DR. NEWMAN: Well, in the history of

this patient, if you will recall what Dr.

Borthwick said, she had some form of ar-

thritis or rheumatic fever, or something

wrong with her joints, so presumably she

did have symptoms. But, did she have

Boeck’s sarcoidosis 20 years ago? I don’t

know. Do you know if they have symp-

toms?

Answer from audience: Skeletal lesions

are usually asymptomatic except those

which have been picked up as vertebral le-

sions.

Question from audience: Dr. Newman,
you don’t recommend use of steroids on all

patients, do you?

DR. NEWMAN: In the cases of Boeck’s

sarcoidosis that I have seen, we have not

always used steroids. The reason for using

steroids here is that, as Dr. Rawson pointed

out, the sometimes rapid onset of fibrillation

or some sort of arrhythmia which termi-

nates fatally in these people with myocardi-

al involvement and for that reason we are

giving steroids to her. Occasionally these

people have uveitis. We had this patient

seen by Dr. Walter Benedict, ophthalmolo-

gist. She did not have uveitis. Sometimes

the patients will have involvement of the

uveal tract, lacrimal gland, and parotid

gland, and these seem to be the chief focus

in some people. Some elderly people will

come in with the complaint of slowly going

blind. The ophthalmologists can diagnosis

this and they do treat these patients with

ATCH or Cortisone, and with remarkable

results. This lady did have a hard lesion

just at the inner canthus of the right eye

which may have been an involvement of

the lacrimal gland. Dr. Benedict thought

that it might be a manifestation of involve-

ment in this area with a Boeck’s lesion.

Dollars Today—
—Doctors Tomorrow

American Medical Association

Education and Research Foundation
535 North Dearborn Street, Chicago 10, Illinois
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"PwAidettZ & Paye
IN APPRECIATION

Humbly, I accept the presidency of this outstanding organiza-

tion. Knowing that no one is adequate, I hope that my inade-

quacies will be tolerated and you will help me in our combined
effort.

Our headquarters staff is headed by men who are not only

capable of running their respective offices, but are devoted to the

service of TMA. They cannot be sufficiently remunerated finan-

cially to pay them for the amount of effort that they make; only

through the success of TMA are they adequately repaid for their

personal activities.

The Presidents who have served TMA before me have set an example that will be

hard to equal. If you will think with me of our outstanding past Presidents, you will

see why I enter this job humbly.

To all of the members of our efficient official family, and I am referring to our out-

standing representatives, to the American Medical Association, to our Board of Trustees,

our Council, all our Committee Chairmen and their members, and to the House of Dele-

gates: Thank you for running this Society and giving of your valuable time for others.

Your compensation comes only by your personal gratification in helping others.

We could not maintain TMA Headquarters if we did not have the officers and com-

mittees of the state component societies. They are the so-called grass roots of organized

medicine. They are the ones who furnish us with the thinking of the individual prac-

titioner, who after all is the one we want to represent. To you practitioners, please give

us the value of your thinking that we so badly need. We would like your individual

opinions and thoughts. May I solicit your help this coming year?

The Tennessee Medical Association Headquarters is planned to serve you. Mr. Jack

Ballentine and his staff are not only knowledgeable but they have material that they

can give you on any related medical subject and if they do not have it, we can probably

get it for you. The subjects foremost now, of course, are related to socio-economic por-

tions of medicine, including Title XVIII, Title XIX of Medicare, review committees,

heart, cancer and stroke, ethics and professionalism and many others. If you desire a

speaker for an occasion in addition to material, we probably can provide a well-informed

speaker on almost any needed subject. If you do not ask, then we do not know your

needs.

This year that I am President, we are going to have a motto of one word, Service.

Please call on us for it.

Dr. Hubbard

President
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EDITORIAL

CLINICAL USE OF CORTICOSTEROIDS

A sufficient time has now elapsed to eval-

uate the clinical aspects of adrenal steroid

therapy and it is fortunate indeed, that one

of the pioneers of such treatment, George
Thorn

,

1 has presented his ideas on this sub-

ject in a recent issue of the New England

Journal of Medicine.

There are, at least, three systems in the

chain of events that normally regulate

pituitary-adrenal function. The first con-

cerns itself with the release from the hy-

pothalamic centers of corticoreleasing factor

which stimulates the secretion and release

of adrenocorticotropin by responsive ante-

rior pituitary cells. It appears that these

hypothalamic centers are suppressed by
high levels of circulating steroids, possibly

being responsible for the inhibition induced

by long-term, large-dosage steroid therapy.

The intermediate link in this integrated

system is the secretion of ACTH by ante-

rior pituitary cells responding to the release

of corticoreleasing factor. A lowering of

plasma-corticoid level is thought to provide

the stimulus for increased corticoreleasing

factor release, whereas a high, sustained

steroid level inhibits its secretion. Two
modifications of this simplified scheme must

be acknowledged. In the first place, there

appears to be an inherent rhythmicity in

the release of ACTH which persists de-

spite the maintenance of a constant plasma-

corticoid level. This acounts for high ACTH
and steroid values in the early morning

hours and a gradual decrease during the

latter part of the day. Secondarily, under

circumstances of severe stress, such as oc-

curs with surgery or burns, products re-

leased from tissue breakdown appear to be

able to stimulate the release of ACTH di-

rectly, thus bypassing the hypothalmic-

pituitary link.

The final link is the adrenal gland which

when stimulated by ACTH increases the

synthesis of four categories of steroid sub-

stances, glucocorticoids, mineralocorticoids,

androgens and estrogens.

Before instituting long-term, high-dosage

therapy with steroids, the levels of endo-

genous adrenal-steroid function should be

measured. Patients with spontaneous ad-

renocortical hypofunction are predisposed

to such disorders as asthma, severe allergic

reactions and intestinal difficulties for which

steroids are often administered. Such pa-

tients may need only physiologic rather

than pharmacologic doses as replacement

therapy and total withdrawal of therapy

may never be justified. On the other hand,

if pre-treatment steroid levels are present,

large pharmacologic doses may be neces-

sary to achieve the desired results and fu-

ture withdrawal of the steroids will prob-

ably be necessary.

Unless the disease process is life-threaten-

ing, restraint should be exercised by the

physician, despite patient prodding, before

instituting long-term, high-dosage therapy.

To be avoided is the use of cortisone for

early rheumatoid arthritis before a coordi-

nated program of rest, physical therapy

and simpler therapeutic agents are employ-

ed. Also caution must be exercised in start-

ing treatment if it is expected that long-

term, high-dosage therapy is anticipated
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unless the seriousness of the underlying

disease justifies such action.

There are, of course, certain patients pre-

disposed to additional hazards from steroids.

These are persons with diabetes mellitus

or a family history of this disorder, osteo-

porosis, peptic ulcer, gastritis or esoph-

agitis, tuberculosis, hypertension and cardio-

vascular disease and psychological difficul-

ties. Careful evaluation of the history of the

patient being considered for steroid therapy,

therefore, is mandatory.

Once it is decided to initiate therapy, the

choice of ACTH or adrenal steroid must

be made. Next, the possibility of utilizing

an “alternate day” schedule must be con-

sidered. Hartner et al2 studied patients with

severe, intractable, chronic asthma who
were receiving long-term steroid therapy

as a life saving measure. He demonstrated

that these patients could be maintained on

twice the daily steroid dose given as a

single dose every other day. On such a

schedule the hypothalamic-pituitary-adrenal

reserve function is much better maintained.

Furthermore, there is a suggestive evidence

that the undesirable effects of long-term,

high-dosage steroids on supporting tissues

such as bone, skin and connective tissue

are appreciably mitigated.

Certain adjuvants designed to minimize

undersirable side effects of prolonged steroid

therapy are as follows: provision of sup-

plementary potassium; restriction of so-

dium intake; protection of the upper gas-

trointestinal tract; minimization of osteo-

porotic changes; and amelioration of the

diabetogenic action of steroids.

Finally, in selected individuals, repeated

attempts should be made to reduce the

maintenance dose of steroids or effect their

complete withdrawal in an appropriate

manner.

It is refreshing to have such a summary
appear under the authorship of George
Thorn. Adherence to his criteria for selec-

tion of cases and attention to his admoni-
tions will provide our patients greater bene-

fit and fewer risks when it is necessary to

employ corticosteroids in long-term, high-

dosage form for therapy.

A.B.S.
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DEATHS

Dr. Joseph Tyree Gordon, Sr., 53, died March
19th at his home in Lewisburg from a heart at-

tack.

Dr. C. Brickey LeQuire, 58, Maryville, former
chief of staff at Blount Memorial Hospital, died

March 6th at Vanderbilt University Hospital in

Nashville.

Dr. Herschel Penn, 59, Knoxville, died March
19th in a local hospital.

Dr. George Conner Lyons, 77, Surgoinsville,

died March 21st at Holston Valley Community
Hospital in Kingsport following an illness of sev-

eral months.

Dr. W. F. Kimmell, 51, Memphis, died February
22nd.

PROGRAMS AND NEWS OF
MEDICAL SOCIETIES

Roane-Anderson County Medical Society

Dr. Thomas Cardillo, Cardiologist, Direc-

tor NASA Division of Occupational Medi-

cine, George Marshall Space Flight Center,

Huntsville, Alabama, was guest speaker at

the dinner meeting of the Society on March
29th. His presentation was entitled “ECG
Response to Work Stress and Responsibili-

ty.” Dr. David Stoddard, Director of Divi-

sion of Occupational Medicine at NASA
headquarters in Washington, D. C. was also

a guest at the meeting, which was held in

the dining room of the Oak Ridge Hospital.

Memphis-Shelby County Medical Society

The Society met in regular session in the

auditorium of the Institute of Pathology on

April 6th. The scientific program, entitled

“Skin Cancer and Cutaneous Manifestations

of Internal Cancer” was presented by Dr.

Richard Henry Jesse, Associate Surgeon,

The University of Texas, M. D. Anderson

Hospital and Tumor Institute.

Following a session of the House of Dele-

gates at 8:00 P.M., the Society’s delegation

to the Tennessee Medical Association held a

caucus to discuss matters to be presented in
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the Association’s House of Delegates, April

17-19, in Gatlinburg.

Nashville Academy of Medicine

Davidson County Medical Society

Dr. William Frye, Chancellor of the Loui-

siana State University Medical Center, dis-

cussed “International Medical Education”

in the light of a far-reaching study nearing

completion, at the meeting of the Academy
on May 10th. The meeting, held in the au-

ditorium of the Veterans Administration

Hospital, was preceded with a dinner and

business session of the Academy members.

Chattanooga-Hamilton County
Medical Society

A symposium on Medicare, moderated by

Dr. Edward G. Johnson, was presented at

the meeting of the Society on May 3rd.

Panelists included: Mr. Harold L. Peterson,

Administrator, Erlanger Hospital; Mr. Had-

ley Williams, Public Service Director, Ten-

nessee Medical Association; Mr. James M.

Waters, Tennessee Hospital Service Asso-

ciation; and Mr. W. V. Miller, Social Se-

curity Administration. The program was
designed to bring up-to-date information to

members of the Society on Public Law 89-

97.

Knoxville Academy of Medicine

The scientific program entitled “Cardiac

Intensive Care Units” was presented by Dr.

Freeman L. Rawson at the meeting of the

Knoxville Academy of Medicine on April

12th. A special meeting of the delegates and
alternate delegates to the Tennessee Medi-

cal Association immediately followed the

regular Academy meeting.

NATIONAL NEWS

The Month in Washington

(From the Washington Office, AMA)

The Johnson administration wishes to

prohibit manufacturers from mailing physi-

cians free prescription drug samples except

when specifically requested. The adminis-

tration also has proposed that “door-to-

door” distribution of samples of over-the-

counter drugs also would be banned. The

proposals are included in new drug legisla-

tion that would expand the authority and

responsibilities of the Food and Drug Ad-

ministration in policing drugs. The legisla-

tion would have Congress find that:

“(1) the mass of unsolicited samples of

prescription drugs supplied to licensed

practitioners by manufacturers and distri-

butors through the mails and otherwise has

led to large-scale discarding and other

disposal of unwanted samples which are

finding their way into the hands of persons

who scavenge and repack such drugs and

sell them to pharmacists for dispensing on

prescription in the same manner as regular

stock of drugs; (2) children have obtained

carelessly discarded samples; (3) the dis-

pensing or sale of a prescription drug sam-

ple to a patient for a fee without iden-

tification of the drug as a sample is a decep-

tive practice; and (4) the unsolicited distri-

bution of nonprescription sample drugs di-

rectly to householders lacks minimum safe-

guards which would be involved in the sale

of the drug in a pharmacy or other place of

business. Labels would have to read:

SAMPLE DRUG. FEDERAL LAW PRO-
HIBITS ANY CHARGE OR FEE FOR
THIS DRUG.”
Under the legislation, the FDA would be

authorized to require records and reports of

adverse reactions and efficacy on all drugs

now being marketed. Dr. James L. God-
dard, Food and Drug Administration com-
missioner, already had ordered a review of

drugs cleared before 1962.

Another provision of the legislation

would “require certification of all drugs

whose potency and purity can mean life or

death to a patient,” thus extending the law
which now applies to insulin and antibiot-

ics.

The Pharmaceutical Manufacturers Asso-

ciation expressed doubt that the FDA could

carry out such an additional responsibility.

PMA president, C. Joseph Stetler, said it

seems “unwise to propose new areas of re-

sponsibility for an agency which has not yet

proven its ability to administer” its pres-

ent programs. Stetler added: “The indus-

try has said before that no amount of label-

ing can protect an individual who refuses
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to protect himself by ignoring his doctor’s

orders or the directions on the label of his

medicine. Even when manufacturer and pa-

tient do everything right, an adverse reac-

tion still is possible and medical science

probably never will find a way to make it

otherwise.”

“There is no such thing as ‘miracle leg-

islation’ which automatically produces a

drug utopia.” In a speech highly critical of

the ethical drug industry at the annual

meeting of the PMA, Goddard talked of ir-

responsibility. He said “too many drug

manufacturers may well have obscured the

prime mission of their industry: to help

people get well.” He said he had been

shocked by the quality of some of the data

on new drugs submitted to the FDA. There

also “is the problem of dishonesty in the in-

vestigational drug stage,” he said.

Goddard further charged that some drug

advertisements “have trumpeted results of

favorable research and have not mentioned

unfavorable research; they have puffed up

what was insignificant clinical evidence;

they have substituted emotional appeals for

scientific ones.”

Stetler said after the speech that he and

his colleagues feared the talk “might, un-

fortunately, be interpreted as an indictment

of the entire drug industry, because of its

overemphasis on isolated instances, without

acknowledging the integrity and responsi-

bility which our industry has consistently

demonstrated.”

“It is an unassailable fact,” Stetler said,

“that the scientific attainments and stan-

dards of performance of the American pre-

scription drug industry have provided an

immeasurable benefit to the improvement of

health and the prolongation of life.”

*
Officials estimate that the hospitalization

part of medicare will cost about $2.3 billion

in the first year of the program which

starts July 1. Benefit payments under Plan

B, the medical part of medicare, are esti-

mated at $765 million for the first year.

Premium collections—$3 per person per

month—are estimated at $550 million, which

will be matched by the federal government.

Persons 65 years or older have until May
31 to sign up for Plan B. The original dead-

line for signing up was March 31. On that

date, 1.3 million of the 19.1 million persons

65 or older had not indicated whether they

wanted Plan B coverage. About 16.8 mil-

lion, or 88%, had signed up and one million,

or about 5%, had said they did not want the

coverage.

President Johnson signed the deadline

extension into law at a ceremony at a fed-

erally-financed apartment project for the

elderly at San Antonio, Texas, while he

was spending the Easter holidays at his

Texas ranch.

Rep. Durward Hall, M.D., (R., Mo.) re-

ported that a poll of his constituents

showed them overwhelming against extend-

ing medicare to persons of all ages. Of 13,-

760 persons replying to a questionnaire, 86.3

percent said “no” to the question: “Do you
favor increasing social security taxes to

finance a compulsory medical program for

the entire population?” “Yes” answers to-

taled 11.2 percent and 2.5 percent did not

answer the question.

*
The federal government received segre-

gation complaints against about 320 hospi-

tals after a special policing agency was set

up in the Department of Health, Education

and Welfare.

Dr. Philip R. Lee, HEW Assistant Secre-

tary for Health and Scientific Affairs, said

about 100 of the complaints were settled by

negotiation with the hospitals.

“This leaves us with pending complaints

against approximately 220 facilities, most of

which have been investigated and found to

be out of compliance and therefore ineligi-

ble for new federal funds,” he said.

President Johnson has ordered that steps

be taken to give rehabilitation aid to more
of the disabled persons on public welfare.

In a letter to HEW Secretary John Gard-

ner, President Johnson noted that the fed-

eral budget for fiscal 1967 would provide

for vocational rehabilitation training for

215,000 handicapped persons, a 25 percent

increase over the present year, and added:

“As we plan for the larger program I be-

lieve we should do better than we have in

rehabilitating persons who are now on our

public welfare rolls. In the last several
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years, although the absolute numbers have

increased the proportion of welfare recipi-

ents receiving training has declined from

15% to 13 percent. I think this trend should

be reversed. . . .

“I would like you to review the possibili-

ties in this area and report to me with rec-

ommendations for federal and state action

by June 1.”

MEDICAL NEWS
IN TENNESSEE

Fourth Annual Symposium of Chronic

Pulmonary Diseases

The annual symposium of Chronic Pulmo-

nary Diseases, sponsored by the Hamilton

County Tuberculosis Society, the Chatta-

nooga-Hamilton County Medical Society,

Inc., and the Chattanooga Area Chapter of

the American Academy of General Prac-

tice, was held May 11-12 at the Holiday Inn

in Chattanooga. Speakers and their sub-

jects included: Dr. Thomas L. Petty, Assist-

ant Professor of Medicine, University of

Colorado School of Medicine—“BCG Versus

Chemophrophylaxis in Tuberculosis” and

“Imposters of Tuberculosis & Vice Versa”;

Dr. Hurley L. Motley, Professor of Medi-

cine and Director of the Cardio-Respiratory

Laboratory, University of Southern Califor-

nia School of Medicine—“Intermittent Posi-

tive Pressure Breathing Therapy” and

“Pulmonary Function Following Recovery

from Tuberculosis”; Dr. John B. Grow, Sr.,

Denver, Thoracic and Cardiovascular Sur-

geon; Consultant, Thoracic Surgery, Na-

tional Jewish Hospital; and Area Consul-

tant, Thoracic Surgery, U. S. Veterans Ad-

ministration
—

“Indications for Surgery in

Rheumatic Heart Disease” and “Surgery for

Tuberculosis.” Drs. Petty, Motley and

Grow also participated in two round table

discussions entitled, “Air Pollution” and

“Management of Common Pulmonary Emer-
gencies,”

Dr. Robert Samuel Lancaster, Dean of the

College of Arts and Sciences and Acting Di-

rector of Development, The University of

the South, Sewanee, was guest speaker at

the banquet held on the evening of May

11th. Dr. Lancaster’s subject was “Our
Commitment in Southeastern Asia.”

The annual symposium is approved for

five hours of Category I credit by the

American Academy of General Practice.

University of Tennessee

College of Medicine

One hundred and twenty-one degrees and

certificates were awarded to graduates from

the University of Tennessee Medical Units

on March 20th. The commencement ad-

dress, entitled “As Others See Us,” was de-

livered by Dr. Benjamin Felson, professor

and director of radiology at the University

of Cincinnati College of Medicine. Dr. Fel-

son is the author of several articles and

books, including “Fundamentals of Chest

Roentgenology,” a textbook widely used in

the teaching of radiology. The Charles C.

Verstandig award for overcoming the most

obstacles toward obtaining a degree was
presented to Dr. John Wofford.

*
Dr. Gene Stollerman, professor and head

of the Department of Medicine has received

an unrestricted grant for medical research

from Wyeth Laboratories, Philadelphia

(Pa.) . A limited number of unrestricted

grants are presented each year by Wyeth
Laboratories to leading U. S. medical

schools and hospitals to further medical re-

search.

*
Dr. David H. Knott, assistant professor of

Clinical Physiology, has been appointed a

Markle Scholar in Academic Medicine by
the John and Mary R. Markle Foundation

of New York.

*
A $10,000 grant has been announced for

Dr. Alvro M. Camacho, assistant professor

of pediatrics at the medical units. The
grant, the Lederle Medical Faculty Award,
is given annually “to encourage academic
careers in medicine,” and is for living ex-

penses of the recipient and to support re-

search in the problems of endocrinology

and metabolism in children. The award is

made by Lederle Laboratories, Division of

American Cyanamid Company.
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brings
peace to the
hyperactive
colon

CANTIL
(mepenzolate bromide)

helps restore normal motility and tone

"In 40 of 44 cases of irritable or spastic

colon, Cantil [mepenzolate bromide] or

Cantil with Phenobarbital reduced or

abolished abdominal pain, diarrhea and

distention and promoted restoration

of normal bowel function ... Cantil

[mepenzolate bromide] proved to be
singularly free of anticholinergic side-

effects . . . Urinary retention, noted in

two cases was eliminated in one by re-

ducing dosage.” 1

IN BRIEF : One or two tablets three times a day and one or

two at bedtime usually provide prompt relief. Cantil with Phe-
nobarbital may be prescribed if sedation is required.

Dryness of the mouth or blurring of vision may occur but it is

usually mild and transitory. Urinary retention is rare. Caution
should be observed in prostatic hypertrophy—withhold in glau-

coma. Cantil with Phenobarbital is contraindicated in patients

sensitive to phenobarbital.

Supplied: CANTIL (mepenzolate bromide)—25 mg. per scored
tablet. Bottles of 100 and 250, CANTIL with PHENOBARBITAL
—containing in each scored tablet 16 mg. phenobarbital (warn-

ing: may be habit forming) and 25 mg. mepenzolate bromide.

Bottles of 100 and 250.

1. Riese, J. A.: Amer. J. Gastroent. 28:541 (Nov.) 1957
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Dr. Phil C. Schreier has announced plans

to retire as chairman of the Department of

Obstetrics and Gynecology in June, a posi-

tion he has held for twelve years. Dr.

Schreier will continue to teach at the Uni-

versity and continue in the practice of med-

icine. He will be succeeded, effective July

I, by Dr. Stewart A. Fish, currently on the

medical faculty of the University of Arkan-

sas Medical Center at Little Rock.

*
Collected papers from faculty of the Med-

ical Units were featured in the February

and March editions of The American Sur-

geon. The two editions contained 218 pages

in a discussion of surgical clinical exper-

iences or research conducted by full-time or

voluntary faculty. The foreword was by
Dr. Harwell Wilson, professor and chair-

man of the Department of Surgery, who
also contributed to one of the discussions.

*
Four members of the faculty presented

an open public forum on latest develop-

ments in treatment of arthritis on March
5th. The forum, held in the Sheraton-Pea-

body Hotel, was sponsored by the Arthritis

Foundation and moderated by Dr. Glenn M.
Clark, Chief of UT’s rheumatology section.

The other panel members were Dr. Gene
Stollerman, Dr. Jason Starr and Dr. Lewis

Anderson.

St. Jude Children's Research Hospital

Four Memphis physicians have been ap-

pointed to the voluntary consulting staff of

St. Jude Children’s Research Hospital.

They are Dr. E. William Rosenberg, derma-

tology; Dr. J. T. Jabbour, pediatric neurolo-

gy; Dr. Blaise E. Favara, pathology; and Dr.

J. D. Pigott, surgery.

Meharry Medical College

Meharry observed its 11th annual Stu-

dent Research Day on March 22nd. The
program is designed to provide an oppor-

tunity for students who have undertaken

investigative problems to report and discuss

their results with other students and facul-

ty members. Guest speaker was Dr. Walter

F. Lever, chairman of the department of

dermatology at Tufts University and lectur-

er on dermatology at Harvard University.

Southeastern Section

American Urological Association

More than 600 urologists from throughout

the United States and Canada attended the

30th annual meeting of the Southeastern

Section of the American Urological Associa-

tion, April 3-7 in Memphis. A symposium
on kidney stone disease was a highlight of

the program, with a panel of top authorities

in the fields of urology and internal medi-

cine, including Dr. A. Timmerman of Hol-

stein, Germany. Other speakers were Dr.

Hugh J. Jewett of Baltimore, Md., president

of the American Urological Association, and
Dr. Louis G. Welt, chairman of the depart-

ment of medicine at the University of

North Carolina School of Medicine in Chap-
el Hill.

Vanderbilt University

School of Medicine

Dr. Maurice H. Seevers, Professor and
Chairman of the Department of Pharmacol-

ogy at the University of Michigan since

1942, gave the second of the annual Lamson
Memorial Lecture series in memory of Dr.

Paul Dudley Lamson, Professor of Phar-

macology and Head of the Department of

Pharmacology from 1925 to his retirement

in 1952.

PERSONAL NEWS

Dr. Harrison H. Shoulders, Jr., Nashville, has

been named director of medical education at Bap-

tist Hospital.

Dr. John Lay, Savannah, presented a film pro-

duced by the American Cancer Society, “The Mil-

lion Club” at a recent dinner meeting of the Med-
ical Assistants of West Tennessee.

Dr. David H. Waterman, Knoxville, arrived in

Corinto, Nicaragua on March 13th to begin a vol-

unteer tour of service on the S. S. Hope. He is

among 32 volunteer U. S. physicians beginning a

teaching-treatment tour. The Hope will remain

in Nicaragua until November.
Dr. Joseph F. Von Almen, Jr., Lewisburg, has

been elected to active membership in the Ameri-
can Academy of General Practice.

Dr. Rufus Clifford, Columbia, was guest speak-
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DACTILASE®

Each tablet contains:

Dactil® (piperidolate hydrochloride), 50 mg.;

Standardized cellulolytic* enzyme, 2 mg.;

Standardized amylolytic enzyme, 15 mg.;

Standardized proteolytic enzyme, 10 mg.;

Pancreatin 3X** (source of lipolytic activity),

100 mg.; Taurocholic acid, 15 mg.

•Need in human nutrition not established.

•*As acid resistant granules equivalent in activity to 300 mg. Pancreatin N.F.

In chronic or acute indigestion, fluttery,

gassy stomachs obtain prompt, gratifying

relief through the antispasmodic, surface

anesthetic and enzymatic activity of

Dactilase. Dactilase decreases hypermotility

and pain and reduces the production of

gas. Dactilase does not induce stasis, but

helps restore normal tone. It has little or no

effect on enzyme secretions, but adds

enzymes, thus contributing to the digestive

efficiency of the patient.

Side Effects and Contraindications:

Dactilase is almost entirely free of side

effects. However, it should be withheld

in glaucoma and in jaundice due to

complete biliary obstruction.

Administration and Dosage: One tablet

with, or immediately following, each meal.

Tablets should be swallowed whole.

Supplied: Bottles of 60 and 250.

LAKESIDE LABORATORIES, INC., Milwaukee, Wisconsin 53201
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er at a recent meeting of District 16 of the Ten-

nessee Nurses Association.

Dr. George M. Cameron has retired as Director

of Laboratories, Tennessee Department of Public

Health, after 25 years of service. He received

gifts of appreciation in recognition of long and

efficient service to the State of Tennessee. Dr. J.

H. Barrick of Springfield will succeed Dr. Camer-
on as director of the division.

Governor Frank Clement has reappointed four

members of the State Board of Medical Examin-

ers to four-year terms. Those reappointed were:

Dr. William J. Owens, Pulaski; Dr. E. L. Caudill,

Elizabethton; Dr. Alfred D. Mason, Memphis; and

Dr. Spencer Y. Bell of Knoxville.

Dr. Crampton H. Helms, Morristown, was guest

speaker at a recent meeting of the Rotary Club.

Dr. Helms discussed the duties and aims of the

American Medical Association.

Dr. Thomas G. Proctor, Maryville, will leave in

August for Bethlehem, Jordan, where he will be a

medical missionary. Dr. Proctor will serve on

the staff of Baraka Sanatorium in Bethlehem,

where he is going under sponsorship of the Inde-

pendent Board of Presbyterian Foreign Missions.

Dr. Ramon S. Vinas, Crossville, has been in-

stalled as a Fellow of the American College of

Obstetricians and Gynecologists.

Dr. Clarence Shaw, Chattanooga, is the first

dermatologist to offer his services to CARE-Medi-
co as a volunteer in his specialty. Dr. Shaw and

his wife were scheduled to arrive in Afghanistan

on May 1st and will spend a month in the medi-

cal schools of Kabul, Jalalabad and Bost. They
will return June 3rd.

Dr. William J. Darby, Nashville, has been reap-

pointed a member of the Council on Foods and
Nutrition and Dr. Allan D. Bass, Nashville, has

been reappointed a member of the Council on

Drugs of the American Medical Association.

BOOK REVIEW

methods of anesthesia and the important aspects

of postoperative observation and care.

The second chapter is devoted to a detailed

commentary on angiography. The surgical treat-

ment of aneurysms and of arterial occlusive dis-

ease are covered in Chapters 3, 4, 5, 8 and 9.

Other chapters deal with embolic disease, arterial

injuries, portal hypertension, thrombophlebitis

and surgery of the veins and sympathectomy.
Chapter 14 is devoted to the principles and tech-

niques of amputations and the management of

certain infections.

The book is very well organized. The text is

written in a clear and concise way, parts of it in

outline form. The many illustrations are execut-

ed clearly and with just enough detail to be
quickly understood.

The volume is useful in the accurate portrayal

of the current diagnostic and surgical techniques

used in the management of peripheral vascular

disorders.

Calendar of Meetings, 1966

May 19

Sept. 26-27

Oct. 12-13

Nov. 9-11

State

Middle Tennessee Medical As-
sociation, 143rd Semi-Annual
Meeting, Shelbyville

Tennessee Valley Medical As-

sembly, Tivoli Theater, Chatta-

nooga
Second Annual Tennessee

Mental Illness & Health Con-
gress, Hotel Hermitage, Nash-
ville

Tennessee Academy of General

Practice, 18th Annual Scientific

Assembly and Congress of

Delegates, Gatlinburg Audito-

rium, Gatlinburg

ATLAS OF VASCULAR SURGERY. Edited by
Falls B. Hershey, M.D. and Carl H. Caiman,

M.D. Illustrated by Katherine Murphy and
William R. Schwarz. 307 pages. The C. V.

Mosby Company, St. Louis, 1963.

The volume contains 14 chapters, beginning

with an introduction which defines basic surgical

principles and technics and their application to

vascular surgery and includes a discussion of the

laws of fluid flow and their application to vascu-

lar diseases and surgical techniques. The remain-

ing chapters are concerned primarily with surgi-

cal procedures but include short descriptions of

disease patterns and outlines of various diagnostic

procedures to be employed, as well as comments
on the preoperative preparation of the patient,

May 26-28

May 30-June 1

May 30-June 2

June 2-4

June 13-15

National

American - Gastroenterological

Association, Drake Hotel, Chi-

cago

American Ophthalmological

Society (members only), The
Greenbrier, White Sulphur

Springs, West Va.

American Urological Associa-

tion, Palmer House, Chicago

American Gynecological So-

ciety, The Homestead, Hot
Springs, Va.

American Neurological Asso-

ciation, Sheraton-Park Hotel,

Washington, D. C.
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For cold hands and feet, nothing

beats hot stoves—but they are

awkward to carry around. Now
Gerilid, in good-tasting take-along

chewable tablets can provide

rapid vasodilation of peripheral

circulation, bringing real warmth

to the extremities and decreasing

sensitivity to sudden temperature

change. Patients like Gerilid and

know they are getting relief.

GERILID

Each chewable tablet contains:

nicotinic acid (niacin) 75 mg. and

aminoacetic acid (glycine) 750 mg.

Administration and Dosage: One or two

chewable tablets 3 times a day before

meals. If flushing is objectionable, dosage

may be lowered. However, tolerance to

flushing usually develops without loss of

efficacy in regard to vasodilation. The
recommended dosage should not

be exceeded.

Side effects: Occasional lightheadedness

or transient itching which may disappear

with continued use. There are no known

contraindications: however, caution is

advised when there is a concomitant

administration of a coronary vasodilator.

Supplied : Packages of 50 chewable tablets.

Also available in liquid form as

Geriliquid®, in bottles of 8 and 16 ounces.

LAKESIDE LABORATORIES, INC., Milwaukee, Wisconsin 53201
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June 20-23

June 23-27

June 25-26

June 26-30

Sept. 8-10

Sept. 16-24

Sept. 17-23

Oct. 1-5

Oct. 1-7

Oct. 2-8

Oct. 10-14

Oct. 10-13

Oct. 15-16

Oct. 22-27

Oct. 23-26

American Proctologic Society,

Sheraton-Cleveland Hotel,
Cleveland

American College of Chest

Physicians, Sheraton-Chicago

Hotel, Chicago

American Diabetes Association

LaSalle Hotel, Chicago

American Medical Association,

Palmer House, Chicago

American Association of Ob-
stetricians and Gynecologists,

The Homestead, Hot Springs,

Va.

American Society of Clinical

Pathologists, Washington Hil-

ton Hotel, Washington, D. C.

College of American Patholo-

gists, Washington Hilton Hotel,

Washington, D. C.

American Society of Anesthe-

siologists, Sheraton Hotel, Phil-

adelphia

Annual Otolaryngologic Assem-
bly of 1966, New Illinois Eye
and Ear Infirmary at the Medi-

cal Center, Chicago

American Society of Plastic

and Reconstructive Surgeons,

Inc., Flamingo Hotel, Las Ve-
gas, Nev.

American College of Surgeons,

Fairmont Hotel, San Francisco

American Academy of General

Practice, War Memorial Audi-
torium, Boston

American Association of

Ophthalmology, Palmer House,

Chicago

American Academy of Pedia-

trics, Palmer House, Chicago

American College of Gastroen-

terology, Bellevue-Stratford

Hotel, Philadelphia

1966 Medical Journalism Awards

The American Medical Association has an-

nounced its third annual $5,000 medical journal-

ism awards program “to recognize journalism

that contributes to a better public understanding

of medicine and health in the United States.”

Awards of $1,000 each will be presented for out-

standing reporting on health and medicine in five

categories—newspapers, magazines, radio, televi-

sion, and in newspaper and broadcast editorial

writing. The awards are intended for recognition

of outstanding reporting of the scientific and clin-

ical aspects of medicine and will be presented in

1967, based on work published or broadcast dur-

ing the calendar year of 1966.

Entries may be sent to the 1966 Medical Jour-

nalism Awards Committee, American Medical As-
sociation, 535 N. Dearborn Street, Chicago, Illi-

nois. Deadline is February 1, 1967 although en-

tries may be submitted at any time prior to that

date. General rules and additional information

may be obtained from the Awards Committee.

1966 Medical Economics Award

A ten-day expenses-paid luxury vacation for

two at an exclusive resort in the Bahamas awaits

the doctor who wins the top 1966 Medical Eco-

nomics Award for “the best original article by a

physician.” Two runners-up will receive cash

awards of $500 each. Since 1956, Medical Eco-

nomics has annually encouraged physicians to

share their experiences with their colleagues

through the pages of the magazine. This is the

second year that a top award other than cash has

been offered in addition to regular payment for

accepted manuscripts. All entries from doctors

postmarked by August 31 will be considered.

Manuscripts or requests for more information

should be addressed to the Awards Editor, Medi-
cal Economics, Oradell, New Jersey 07649.

Space Medicine a Program Highlight

At Chest Physicians Meeting

A panel discussion on “Cardiopulmonary As-

pects of Space Travel” will highlight the 32nd

Annual Meeting of the American College of Chest

Physicians in Chicago this June. Charles A. Ber-

ry, M.D., Chief of Center Medical Programs,

NASA Manned Spacecraft Center, will moderate

the panel which will feature astronauts Frank
Borman, Col., USAF, MC; James Lovell, Capt.,

MC, USN; Lt. Col. John Ord, USAF, MC, Direc-

tor of Crew Test and Evaluation, Headquarters

AMD, Brooks AFB, Texas and Stuart Bondurant,

M.D., Associate Professor of Medicine, Indiana

University Medical Center, Indianapolis, will also

participate on the panel. The five day meeting

will include other panel discussions, seminars,

round table luncheon discussions, scientific motion

pictures and formal papers. All physicians are

invited to attend. For information please contact

Mr. Murray Kornfeld, Executive Director, Ameri-

can College of Chest Physicians, 112 East Chest-

nut Street, Chicago, Illinois 60611.
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Obstetrical or post— surgical patients

requiring a dependable increase in

hemoglobin will receive as much iron

(250 mg. in a 5 cc. ampul) as in one

pint of blood. Imferon (iron dextran

injection) is less expensive and it avoids

the well-recognized hazards of whole

blood transfusion. When patients

cannot—or cannot be relied upon to—
take oral iron, Imferon ('iron dextran

injection) will rapidly supply needed
iron for reserve stores.

ONE PINT
OF BLOOD
PROVIDES
NO MORE
IRON

THAN ONE 5 CC.

AMPUL OF
IMFERON 0

(iron dextran injection)

IN BRIEF: ACTION AND USES: A single dose of Imferon

(iron dextran injection) will measurably begin to raise hemo-
globin and a complete course of therapy will effectively rebuild

iron reserves. The drug is indicated only for specifically-

diagnosed cases of iron deficiency anemia and then only when
oral administration of iron is ineffective or impractical. Such
iron deficiency may include: patients in the last trimester of

pregnancy; patients with gastrointestinal disease or those re-

covering from gastrointestinal surgery; patients with chronic

bleeding with continual and extensive iron losses not rapidly

replenishable with oral iron; patients intolerant of blood trans-

fusion as a source of iron; infants with hypochromic anemia;
patients who cannot be relied upon to take oral iron.

COMPOSITION: Imferon (iron dextran injection) is a v. ell-

tolerated solution of iron dextran complex providing an equiva-

lent of 50 mg. in each cc. The solution contains 0.9% sodium
chloride and has a pH of 5. 2-6.0. The 10 cc. vial contains 0.5%
phenol as a preservative.

ADMINISTRATION AND DOSAGE: Dosage, based upon
body weight and Gm. Hb./lOO cc. of blood, ranges from 0.5 cc.

in infants to 5.0 cc. in adults, daily, every other day, or weekly.

The total iron requirement for the individual patient is readily

obtainable from the dosage chart in the package insert. Deep
intramuscular injection in the upper outer quadrant of the

buttock, using a Z-track technique, (with displacement of the

skin laterally prior to injection), insures absorption and will

help avoid staining of the skin. A 2-inch needle is recommended
for the adult of average size.

SIDE EFFECTS: Local and systemic side effects are few.

Staining of the skin may occur. Excessive dosage, beyond the

calculated need, may cause hemosiderosis. Although allergic

or anaphylactoid reactions are not common, occasional severe
reactions have been observed, including three fatal reactions

which may have been due to Imferon (iron dextran injection).

Urticaria, arthralgia, lymphadenopathy, nausea, headache and
fever have occasionally been reported. Initial test doses of

0.5 cc. are advisable,

PRECAUTIONS: If sensitivity to test doses is manifested, the

drug should not be given. Imferon (iron dextran injection) must
be administered by deep intramuscular injection only. Inject

only in the upper outer quadrant of the buttock, not in the arm
or other exposed area.

CONTRAINDICATIONS: Imferon (iron dextran injection) is

contraindicated in patients sensitive to iron dextran complex.
Since its use is intended for the treatment of iron deficiency
anemia only it is contraindicated in other anemias.

CARCINOGENICITY POTENTIAL: Using relatively massive
doses, Imferon (iron dextran injection) has been shown to

produce sarcoma in rats, mice and rabbits and possibly in

hamsters, but not in guinea pigs. The risk of carcinogenesis,
if any in man, following recommended therapy with Imferon
(iron dextran injection) appears to be extremely small.

SUPPLIED: 2 cc. ampuls, boxes of 10; 5 cc. ampuls, boxes
of 4; 10 cc. multiple dose vials.

LAKESIDE LABORATORIES, INC., Milwaukee, Wisconsin 53201
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LACTINEX contains a standardized viable

mixed culture of Lactobacillus acidophilus

and L. bulgaricus with the naturally

occurring metabolic products produced

by these organisms.

LACTINEX was introduced to help

restore the flora of the intestinal tract

in infants and adults .

1,2 ’3,4

LACTINEX has also been shown to be

useful in the treatment of fever

blisters and canker sores of

herpetic origin .

5,6,7,8

No untoward side effects have been

reported to date.

Literature on indications and dosage

available on request.

HYNSON, WESTCOTT
& DUNNING, INC.

(LX03)

BALTIMORE, MARYLAND 21201

References: (1) Siver, R. H.: CMD, 27:109, September

1954. (2) Frykman, H. H.: Minn. Med., 38: 19-27,

January 1955. (3) McGivney, J.: Tex. State Jour. Med.,

57:16-18, January 1955. (4) Quehl, T. M.: Jour, of

Florida Acad. Gen. Prac., 75:15-16, October 1965. (5)
Weekes, D. J.: N.Y. State Jour. Med., 58: 2672-2673,

August 1958. (6) Weekes, D. J.: EENT Digest,

25:47-59, December 1963. (7) Abbott, P. L.: Jour. Oral

Surg., Anes., & Hosp. Dental Serv., 310-312, July 1961.

(8) Rapoport, L. and Levine, W. I.: Oral Surg., Oral

Med. & Oral Path., 20:591-593, November 1965.
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Abstract of Minutes of Council Meetings

Tennessee Medical Association

Holiday Inn—Gatlinburg—April 18-19, 1966

The Council of the Tennessee Medical

Association convened April 18, 1966 in the

Holiday Inn, Gatlinburg with the Chair-

man, Dr. Kenneth L. Haile, presiding. The

following members of the Council were

present: Dr. J. J. Range, First District;

Dr. John H. Saffold, Second District; Dr.

M. F. Langston, Third District; Dr. John

Derryberry, Fifth District; Dr. Harry T.

Moore, Jr., Sixth District; Dr. Carson E.

Taylor, Seventh District; Dr. Charles Hick-

man, Eighth District; and Dr. Byron O.

Garner, Ninth District.

As directed by the Council in a previous

meeting, two members of the Council had

investigated ethical problems existing in

their districts. It was reported that one

matter in the second district had been

found to be ethical and legal; and recom-

mendations were made concerning the

problem in the eighth district.

Minutes of a joint meeting of the Council

with the Board of Trustees and representa-

tives of specialty societies, involved in the

corporate practice of medicine, were read

and approved. The Council discussed at

length particular arrangements by certain

hospital-based specialists which had been

proposed to the Council for consideration.

The refusal of the Tennessee Hospital

Service Association to agree to separate

payment for services rendered by hospital-

based specialists was discussed, as well as

the proposed meeting between TMA and

THSA representatives to discuss mutual
problems.

Meeting of the Council, April 19, 1966

The Council met on Tuesday, April 19,

1966, following the sessions of the House of

Delegates. Councilors present were: Dr. J.

J. Range, First District; Dr. John H.

Saffold, Second District; Dr. Kenneth L.

Haile, Fourth District; Dr. John Derryber-

ry, Fifth District; Dr. Harry T. Moore, Jr.,

Sixth District; Dr. Carson E. Taylor, Sev-

enth District; Dr. Charles Hickman, Eighth

District; Dr. Byron O. Garner, Ninth Dis-

trict; and Dr. B. G. Mitchell, Tenth District.

Dr. Kenneth Haile, Cookeville, was re-

elected Chairman of the Council, and Dr.

John H. Saffold, Knoxville, was re-elected

Secretary.

The Council received a report that the

ethical problem in the Eighth Councilor

District had been resolved by the State Li-

censing Board for the Healing Arts.

Subsequent to the last meeting of the

Council, Drs. Haile, Range and Saffold,

along with Dr. John Burch, Chairman of

the Board of Trustees, had met with a rep-

resentative of the Tennessee Hospital Serv-

ice Association. It was felt by the Council

that it was important that a meeting with

the THSA should be with representatives

who would be in position to make decisions

for each organization. It was reported by
Dr. Range that arrangements for such a

meeting would be carried out at an early

date.

The Dean of the Medical School of the

University of Tennessee, presented a formal

request to the Council that the Radiology

Department of the University be permitted

a period of deferment from direct billing

because of certain specific problems which
have arisen of a financial nature. Since his

reasons for the request seemed quite ade-

quate, a motion was made, seconded, and

adopted to acquiesce in the request provid-

ed the contracts now in effect are cancelled

and that reports will be made to the Coun-
cil of progress in arriving at a final solution

to their problem.
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The Council discussed Committee Report

No. 18, adopted by the House of Delegates,

relative to blood banks and medical labora-

tories. A motion was made, seconded and

adopted, to notify the President and Secre-

tary of each County Medical Society in the

state with instructions to pass the content

of Committee Report No. 18 along to the

membership of the respective county medi-

cal society, and also to the ethical relations

committee of each society.

John H. Saffold, M.D.

Secretary of The Council

Abstract of Minutes of the Meeting of the Board of

Trustees, Tennessee Medical Association—Riverside Hotel

Gatlinburg, Tennessee

Wednesday, April 20, 1966

The Board of Trustees of the Tennessee

Medical Association convened for the regu-

lar second quarterly meeting, following the

TMA Annual Meeting, on Wednesday, Ap-
ril 20, at 9: 00 A.M.

Members of the Board present were :

John C. Burch, Nashville

John H. Burkhart, Knoxville

Thomas J. Ellis, Johnson City

Robert M. Finks, Nashville

G. Baker Hubbard, Jackson

K. M. Kressenberg, Pulaski

O. M. McCallum, Henderson

Tom E. Nesbitt, Nashville

Edward T. Newell, Jr., Chattanooga

Chas. A. Trahern, Clarksville

The following officers were nominated

and elected by acclamation: Dr. John C.

Burch, Nashville, Chairman of the Board of

Trustees and Treasurer; and Dr. K. M.

Kressenberg, Pulaski, Vice-Chairman.

Members nominated and elected to com-

pose the committees of the Board of Trus-

tees were: Executive Committee—Drs.

John C. Burch, John H. Burkhart, G. Baker

Hubbard, K. M. Kressenberg, and Edward
T. Newell, Jr.; Finance Committee—Drs.

Burch, Newell and Hubbard; Long-Range
Planning Committee—Drs. Burkhart, Hub-
bard and Kressenberg; Liaison Committee

to Medical Schools in Tennessee—Dr. W. O.

Vaughan, Nashville; Dr. Bland W. Cannon,

Memphis; Dr. J. Malcolm Aste, Memphis;
Dr. Hubbard and Dr. Trahern; Advisory

Committee to OASI—Dr. James C. Gardner,

Nashville; Dr. Harmon L. Monroe, Erwin,

and Dr. R. B. Wood, Knoxville.

(1) Completed appointments to standing

and special committees of the Association

for 1966-67.

(2) As required under Public Law 89-97,

established a Utilization Committee and a

Claims Review Committee on the state lev-

el.

(3) Established a Committee on Govern-

mental Medical Services to deal with the

over-all facets of all state and federal

health care programs.

(4) Selected representatives of TMA to

meet with representatives of the Tennessee

Hospital Service Association to discuss ex-

isting problems between the two organiza-

tions.

(5) Approved the certified public accoun-

tant’s financial audit for 1965. Considered

and approved the first quarter financial

statement for 1966.

(6) Heard a progress report on regional

meetings to be held in May in the four

metropolitan cities, designed to present per-

tinent information to physicians on Medi-

care utilization and review. Approved an

allocation of $500 for expenses in present-

ing the programs.

(7) Adopted a motion that the expenses

be paid to the alternate delegates for the

two regular sessions of the AMA House of

Delegates in 1966.

(8) Considered Amendment No. 8 to the

By-laws relating to the management of the

funds of the Association and directed the
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Finance Committee to study the matter, ob-

taining legal opinion where necessary, and

report to the Board of Trustees. Amend-

ment No. 8 as presented to the House of

Delegates was not adopted, since it was be-

lieved that such a departure from the pres-

ent procedure should be more carefully

considered.

(9) Directed that the Department of De-

fense and the Office for Dependents’ Medi-

cal Care be informed of the policy of the

Tennessee Medical Association wherein

usual and customary fees should be paid to

physicians rendering medical care under

programs financed through governmental

funds; and also that TMA could not enter

into a contract using a fixed fee or maxi-

mum fee schedule.

(10) Directed the Long-Range Planning

Committee to study a feasibility and cost

estimate on possible expansions of the TMA
Headquarters Building.

(11) Directed that an appropriate letter

from the Chairman of the Board of Trustees

be written to the Chairman of the Council

requesting that the Council consider the ad-

visability of consolidating smaller societies.

(12) Designated the Committee on Gov-

ernmental Medical Services to meet with

the Governor to discuss Title XIX under

P.L. 89-97.

(13) Approved a loan of $17,000 to the

Tennessee Medical Association Student

Education Fund.

(14) Approved a recommendation that a

plaque of commendation be presented to Dr.

J. Malcolm Aste, former Speaker of the

House of Delegates for four years and a

member of the Board of Trustees.

John C. Burch, Chairman

J. E. Ballentine, Executive Director

STAFF PHYSICIAN — MEDICAL SERVICE

In 228 bed accredited GM&S hospital. Con-

genial atmosphere, excellent fringe benefits.

Applications or inquiries solicited from In-

ternists and General Practitioners. Contact

Director, VA Hospital, Poplar Bluff, Mo.

HOMOGENIZED
VITAMIN D MILK

PRODUCES SOFT CURD
(400 U.S.P. Units Vitamin D

Per Quart)

"A"
Grade

’hz&edfL
M I LK

Phone

AL 5-6451

Fortified Fat Free Milk

(2000 Units Vitamin A—400 Units Vitamin D)

NASHVILLE PURE MILK CO.

Now! Dictation by Phone

24 Hours a Day,

7 Days a Week
Dictate from any place that has a phone.

Call at your convenience, from office,

hospital, home, etc.

Admission Notes, Operative Reports,

Discharge Summaries, Histories and Phy-

sicals, Letters, Papers, etc.

—ALSO—
Transcription from Copy, Belts, Discs,

Tapes, or other dictation media.

CALL 269-3047 NOW

World Wide
Dictation Service
2402 12th Avenue So. Nashville, Tenn.
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Abstract of the Proceedings of the House of Delegates

Of the Tennessee Medical Association

Gatlinburg—April 17-19, 1966

The House of Delegates of the Tennessee

Medical Association, meeting at the Civic

Center Auditorium, Gatlinburg, Tennessee,

April 17-19, 1966, in conjunction with the

131st Annual Meeting of the Association,

convened at 1:00 P.M. with Dr. J. Malcolm
Aste, Speaker of the House, presiding.

The invocation was rendered by Dr. John
H. Burkhart of Knoxville.

DR. JOHN H. BURKHART: “Almighty

God, our Father, Thou who art the only

stable and certain force in a world divided

and confused by its own division, we thank

Thee for Thy loving care and concern for

us and for the charge that Thou has given

us to care for and to be concerned about

our fellow men. Help us to be capable,

kind, considerate, and diligent in the carry-

ing out of Thy purposes. Bless us as we
convene today to review our past, to con-

template our present, to plan our future,

and inspire us to greater initiation of Thy
patience, Thine impartiality, Thy quietness,

and Thy steadfastness as we seek to per-

form the functions Thou hast delegated to

our profession. Amen.”
Dr. Thomas K. Ballard, Jackson, Chair-

man of the Credentials Committee, report-

ed a quorum of registered delegates pres-

ent.

1965 Minutes Approved

The Speaker announced that the Minutes

of the last regular session were reproduced

in the June, 1965, issue of the Journal of

TMA and requested that a motion be pre-

sented to approve the proceedings as pub-

lished. It was moved and duly seconded

that the Minutes of the 1965 regular session

be approved as published in the June, 1965,

issue of the Journal. The motion was
adopted.

Reference Committees

The Speaker announced the personnel of

the Reference Committees to consider re-

ports, resolutions, amendments, and all

matters requiring action by the House of

Delegates.

Committee on Credentials

Thomas K. Ballard, Chairman, Jackson

Carl E. Adams, Murfreesboro

Perry M. Huggin, Knoxville

Committee on Amendments to the

Constitution and By-Laws

John H. Burkhart, Chairman, Knoxville

W. D. Dunavant, Memphis
H. H. Shoulders, Jr., Nashville

Committee on Resolutions

Wm. T. Satterfield, Chairman, Memphis
W. O. Vaughan, Nashville

Chas. C. Smeltzer, Knoxville

Committee on Reports of Officers

Robert M. Finks, Chairman, Nashville

Julian K. Welch, Brownsville

Durwood L. Kirk, Chattanooga

Committee on Reports of Standing Committees
George G. Young, Chairman, Chattanooga

John O. Williams, Mt. Pleasant

Tinnin Martin, Memphis
Committee on Reports of Special Committees

J. O. Hale, Chairman, Johnson City

D. Gordon Petty, Carthage

C. R. Webb, Ripley

Committee on Outstanding Physician

of the Year

Wm. J. Sheridan, Chairman, Chattanooga

Bland W. Cannon, Memphis
W. O. Vaughan, Nashville

Nominating Committee

As required in the By-Laws, the Board of

Trustees had appointed a Nominating Com-
mittee with representatives from each of

the three grand divisions of the state, with

no two members from the same county

medical society. The speaker announced

the personnel of the committee:

East Tennessee:

John H. Saffold, Knoxville

John M. Higgason, Chattanooga

Harmon L. Monroe, Erwin
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West Tennessee:

Harold B. Boyd, Memphis
Charles N. Hickman, Bells

Arthur C. Dunlap, Paris

Middle Tennessee:

Chas. C. Trabue, IV, Nashville

John O. Williams, Mt. Pleasant

Charles Petty, Clarksville

Introduction of Amendments

One amendment to the Constitution and

eight amendments to the By-Laws were in-

troduced in the first session of the 1966

House of Delegates. The proposed amend-
ments were referred to the Reference Com-
mittee on Amendments to the Constitution

and By-Laws for consideration and recom-

mendation. (See minutes of the second

session of the House of Delegates for text

of amendments and actions thereon.)

Introduction of Resolutions

Sixteen resolutions were introduced and

assigned to the Reference Committee on

Resolutions. The Speaker urged interested

persons to appear before the Reference

Committee to express their views and stat-

ed that an opportunity would be given in

the second session for debate and discus-

sion. (See minutes of the second session of

the House of Delegates for text of resolu-

tions and actions thereon.)

REPORTS OF OFFICERS

Report of the President

John H. Burkhart, M.D.

“To serve as the president of a state medical

association with a membership of just over 3,000

physicians in a state almost 500 miles long is a

great honor, a rare privilege, and a tremendous
responsibility. I was aware of all three of these

descriptive terms when I took office as President

of the Tennessee Medical Association a year ago;

I am even more aware of them now.”

Dr. Burkhart reported on his activities as

President, which included extensive travel

to attend state, regional and national meet-

ings, as well as many hours spent in com-
municating with the TMA headquarters

office and key physicians over the state by
telephone and through correspondence. To
reach the decisions required of the Presi-

dent, he pointed out that there must be

consultation, advice, counsel, encourage-

ment, support, cooperation, and perfor-

mance on the part of many members of the

society. He expressed appreciation to those

who thus assisted him in rendering the du-

ties of his office.

As President of the Association during

the year that the first major legislation to

socialize Medicine was passed by the Con-

gress, Dr. Burkhart stated that he would
always be proud of the fight which all of

Medicine, including the Tennessee Medical

Association, waged so diligently over the

years in an effort to prevent such an action;

but that he would be just as proud of the

way in which Medicine took this defeat of

its principles in stride and rallied to at-

tempt to bring something good and worka-

ble and acceptable out of what it considers

to be bad legislation.

“What Medicine must know and should know
already is that defeats occur every day and in the

long run are not what count as much as do the

victories. Death is a defeat, and the profession of

medicine has always used these defeats on which
to build stronger and better ways for overcoming
them. To lose a legislative battle is discouraging

and disheartening and so is losing a patient to dis-

ease and death; but neither of these are strong

enough to cause a profession like ours to sink to

the depths of despair and desolation, but only to

challenge us to continue our efforts to combat the

evil things in our world wherever we find them,

not limited only to those things which afflict the

bodies of men.

“There will always be a need for good doctors

whether or not in the future they are controlled

by federal bureaucracy or continued in the com-
plete freedom of a patient-physician relationship

as we have heretofore understood it, or with a

variation somewhere in between these two ex-

tremes. The dedicated, called, honest, true healer

of men will always find his services needed. This

is not to say that one system is as good as the

other, but only to maintain that the greater call

of the profession is a call to service under what-
ever circumstances, and the physician who will

not render this service simply because he deplores

or disagrees with the restrictions placed on it has

somehow missed the true purposes of his calling.

I would rather practice medicine in freedom than

to do any other thing I know. But if I cannot do

this, then my next choice is to practice medicine

with limited freedom.

“Since Cain and Abel were born to Adam and
Eve, each generation has been concerned about

the attitudes of the succeeding generation. The
next generation of healers will not be the same as

ours, but I have enough faith in the young people

of our community, in the leadership of the older
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members of our society, and in the principles

which have made our profession the highest call-

ing to which man can aspire to believe that no

amount of legislation, bureaucratic interference,

or misguided demand for economic subsidization

can thwart the purposes of a profession which

seeks only to administer to the lame, the halt, and

the blind, and to promote the good health and

general welfare of the people who need these

things.

“Let us not discourage those who come after us,

but let us rather encourage them to be what you
and I have hoped to be and have tried to be

—

good doctors, privileged to render aid, assistance,

sympathy, tenderness, loving care, concern, relief,

and even sometimes to change that which appears

to be inevitable. What higher calling could any
man have?”

Report of the Secretary

Charles A. Trahern, M.D.

The Office of Secretary is primarily a

constitutional office and its duties are com-

monly associated with the office of secre-

tary in similar organizations. Other than

signing and attesting to official documents,

the Secretary’s duties are mainly conducted

by the headquarters staff.

As a member of the Board of Trustees,

the Secretary met with the Board in its

four regular meetings. In 1966, the Board

directed the Secretary to serve as Chair-

man of the TMA Committee on Exhibits for

the purpose of trying to better coordinate

and serve the exhibitors showing at the an-

nual meeting. In addition, the Secretary

was designated to represent the TMA in

quarterly discussions with representatives

of the Tennessee Nurses’ Association, Ten-

nessee Hospital Association and the Tennes-

see Nursing Home Association. This is pri-

marily a meeting of the staff heads of these

organizations, however since many of the

discussions deal with medical subjects, it

was felt by the Board that a physician

would add greatly to the discussions.

Report of the Board of Trustees

John C. Burch, M.D., Chairman

In addition to telephone conferences and
mail ballots on matters requiring immediate

attention, the Board held four regular meet-

ings in April, July and October, 1965, and

January, 1966. The report of the Chairman

presented an outline of the major actions

taken during the year:

—Appointed the personnel of all standing and
special committees; members of the Board of Di-

rectors of IMPACT; representatives to the Board
of the Tennessee Hospital Association Education
and Research Foundation, and a representative on
the Health Careers Committee of the Foundation;
recommended appointments to the Board of Di-

rectors of TMA’s Student Education Fund; recom-
mended a replacement for an unexpired term on
the Public Health Council; selected five nominees
for the State Board of Nursing; appointed the

Nominating Committee; and directed that a mem-
ber of the Board attend each of the Reference
Committee meetings of the House of Delegates.

—Established and appointed a Study Committee
on Physician-Osteopathic Relations; appointed a

Planning Committee for the Second Congress on
Mental Illness and Health to be held in 1966, and
allocated funds not to exceed $3,000 for the pro-

gram.

—Considered the year’s financial audit and quart-

erly financial reports. Approved the budget for

1966. Approved increase in Journal advertising

rates. Approved a recommendation of the Long
Range Planning Committee to present a resolu-

tion in the House of Delegates to increase the

dues for membership in the TMA in the amount
of $15.

—Considered methods to improve the annual
meeting in an effort to increase interest and at-

tendance and approved a recommendation to pre-

sent an amendment to the By-Laws which would
authorize the Board to determine the dates of the

meeting each year.

—Studied and became informed on regulations

under Public Law 89-97 as they were established,

made recommendations where needed, and estab-

lished policy positions of the Board on important

phases of the program. Prior to a meeting of

TMA representatives with the Technical Policy

Committee of the State to consider questions re-

garding the 1965 Social Security Amendments,
the Board approved the following statement of

policy:

(1) That current practices and customary pro-

cedures with respect to certification of hospital

admission and care should be continued under

Public Law 89-97 and that hospital utilization

committees should be composed only of practicing

physicians. (2) That the charges for the services

of hospital-based specialists should be billed and

collected in the same manner as are the fees of

other physicians . . . and that the AMA position

to vigorously resist efforts to change this provi-

sion in the law be supported. (3) That all gov-

ernmental programs, federal and state, reimburse

physicians according to the usual and customary

fee within the community without reference to

any existing payment schedule as a basis . . . and

that the medical aspect of Title XIX and Title II

of P.L. 89-97 (grants to the states for public as-

sistance) be administered by the Department of
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Public Health. (4) That the Claims Review Com-
mittee be designated to meet with the fiscal inter-

mediary for Part B. (5) That an individual phy-

sician, acting independently and not in concert

with others, may lawfully and ethically elect to

treat or not to treat persons under the Medicare

program, and that medicine will oppose any pro-

gram which will interfere with the physician’s

freedom of choice with respect to participation or

the acceptance of financial arrangements under

which he shall provide care. (6) That the Leg-
islative Committee be assigned to conduct the

continuing study of all facets of the administra-

tion of P.L. 89-97 and its implementation and re-

port to the Board of Trustees at regular intervals.

—The Board endorsed AMA policy and approved
payment of the usual, reasonable and customary
fees to physicians for services rendered to

beneficiaries under federal health care programs.

Established a Utilization Committee and a Claims

Review Committee on the state level; and recom-

mended that the commercial insurance industry

be designated as the fiscal intermediary for pay-
ment of physicians under Part B of the Medicare
Act.

—Studied the matter of physician compliance

with the Civil Rights Act of 1964. Discussed AMA
and TMA policy re dispensing of eyeglasses by
ophthalmologists.

—Accepted reports from the Committee on
Health Insurance, Committee on Hospitals, Com-
mittee on Legislation and Public Policy. Heard
reports on AMA annual and clinical meetings.

Approved six recommendations of the Committee
on Blood Banks and Medical Laboratories.

—Endorsed the Automobile Crash Injury Re-
search Program by Cornell Aeronautical Labora-

tory, co-sponsored by TMA, the State Public

Health Department, the Highway Patrol and the

Tennessee Hospital Association. Endorsed in

principle a recommendation of the TMA Council

concerning hospital uniform billing and cost ac-

counting.

The report concluded with commendation
and an expression of appreciation to the

members of the Board of Trustees and Mr.

Charles L. Cornelius, Jr., TMA Attorney,

for their capable and conscientious service

during the year.

Report of Treasurer

John C. Burch, M.D.

The Treasurer’s report contained the

official audit conducted at the close of De-

cember, 1965, by Grannis, Jones & Bond,

certified public accountants of Nashville.

The Budget for 1965 was closely adhered to,

but in some instances, it was necessary to

approve additional expenditures. However,
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expenditures were held within the amount
approved by the Board.

The following is a condensed statement

of cash receipts and disbursements for the

calendar year, 1965, and a balance sheet of

the financial condition of the Association.

TENNESSEE MEDICAL ASSOCIATION
BALANCE SHEET—DECEMBER 31, 1965

ASSETS
Current Assets $ 91,456.66

Reserves 216,240.09

(Savings, Investments & Bonds)
Fixed Assets 72,762.82

(Land, Headquarters Building & Equipment)
Liabilities 886.59

(Accrued Payroll Taxes)

OPERATING STATEMENT
Year Ending December 31, 1965

(Consolidated Financial Statement—January 1

—

December 31, 1965)

INCOME
Exhibits and Annual Meeting Income $ 8,113.00

TMA Dues 114,720.00

Journal Advertising 23,129.03

Investment Income 9,155.65

Miscellaneous Income 5,017.93

TOTAL RECEIPTS $160,135.61

DISBURSEMENTS
AMA Delegation $ 4,324.68

Annual Meeting 12,150.96

Attorney & Auditing 5,150.00

Board of Trustees—Committees—Council 4,275.92

Headquarters Building 4,130.21

Journal—TMA 33,618.91

Journal Overhead Allocated (9,057.25)

Legislative Expense 9,193.03

Postage—Printing—Supplies 5,452.06

Payroll Tax & Property Tax 2,610.33

Telephone & Telegraph 3,413.70

Staff Salaries 51,985.02

Staff Travel 4,850.64

IMPACT 1,000.00

Education Campaign (Eldercare) 7,034.77

Miscellaneous and other expenses 7,214.43

Total Operating Expense $147,347.41

1966 BUDGET
Anticipated income from all sources $159,320.00

Appropriations for 1966 179,415.00

Budget Deficit for 1966 - - - $20,095.00 (To

be taken from reserves.)

Report of the Council

Kenneth L. Haile, M.D., Chairman

The corporate practice of medicine was
the major problem confronting the Council
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in 1965. As directed by the House of Dele-

gates, the Council requested that the physi-

cians involved, through their specialty socie-

ties, work out a solution to the problem

that would comply with the Code of Ethics

of the TMA and the AMA. The House also

established a deadline of April 1, 1966, for

the modification of any unethical or illegal

contracts between physicians and hospitals.

Following a meeting with representatives

of the specialty societies, the Council re-

ceived and approved statements or resolu-

tions of intent to comply, from the Tennes-

see Society of Pathologists, the Tennessee

Radiological Society and the Society of An-
esthesiologists.

Recognizing the need for time for an or-

derly progress to implementation of these

agreements, the Council suggested to the

House of Delegates that the deadline be ex-

tended to July 1, 1966. The Council also

recommended that the TMA arrange to aid

these physicians by financial assistance for

legal aid or whatever additional adminis-

trative support that may be required in or-

der to permit them to terminate the corpo-

rate practice of medicine and to practice

medicine in an ethical manner as defined

by the AMA Code of Ethics.

The report called attention to the policy

adopted by the Tennessee Hospital Associa-

tion regarding hospital-based specialists,

the ethics of physicians and the matter of

the corporate practice of medicine, and

stated that it was the opinion of the Coun-

cil that the TMA should take a firm stand

to abide by its principles, previous direc-

tives of the House of Delegates and the

Code of Ethics of the medical profession.

The Chairman reported relatively few in-

dividual breaches of medical ethics present-

ed to the Council and stated that the most
commonly occurring one was where a phy-

sician serves as an unauthorized intermedi-

ary in violation of state adoption laws. The
Council recommended that each physician

read the Adoption Laws of the State and
abide by them.

Report of Executive Director

J. E. Ballentine

The report of the Executive Director pre-

sented a brief review of the most important

operations of the Association in 1965-66.

The report pointed out that TMA is an ex-

panding organization with many complex

problems—showing the Association acting

and reacting to the great burst of medical

knowledge, socio-economic development,

rapidly changing laws, legislative issues

and changes in the environment of medi-

cine. The report stated that TMA has

grown in stature and influence and expand-

ed its scope of interest and service to the

public and the profession—it has necessari-

ly grown in size—in membership—in staff

—

in budget—and in its efficiency and its abili-

ty to perform the services for which it ex-

ists.

Accelerating demands for services have

required increased staff, better methods,

greater efficiency and adaptability. Prog-

ress has meant new methods, new system

and expansion. The report also outlined

the function of the Division System and the

activities of the TMA committees.

The responsibility of the TMA staff was
reported as requiring maximum effective-

ness in carrying out the programs inaugu-

rated by the House of Delegates, the Board,

Council and Committees of the Association.

The staff is responsible to generate imag-

inative—practical ideas for furthering the

objectives of the Association and to pro-

vide knowledgeable counsel to Officers, to

the Board and to the Council and Commit-
tees. The staff also is required to direct a

continuing flow of information to TMA
members, to local medical societies, to oth-

er organizations, to the communications

media, and to the public.

The Executive Director’s report revealed

the multitude of business, activities and
finance, correspondence, records and re-

search, planning and preparation of meet-

ings and programs and producing of ma-
terials that are lengthy in the requirement

of time and study. The Association, with

the staff are heavily involved with State

health and welfare programs, dependents

medical care programs, and health insur-

ance. Legislation on the state and national

level require many man-hours of committee

and executive time.

The membership report as of January 1,
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1966, showed TMA with 3,130 active mem-
bers. Ninety-four percent of TMA members
are also members of the American Medical

Association. It was stated in the report

that by 1967, TMA would have sufficient ac-

tive AMA members to qualify for a fourth

delegate in the House of Delegates of the

American Medical Association.

The Executive Director reported that the

presentation of monthly reports to the

Treasurer, quarterly reports to the Board
of Trustees of the financial status of the As-

sociation are regularly presented. The re-

port also outlined the work of the Field

Secretary and the announcement to the

House of the employment of a full-time

staff-man serving as Field Secretary to

county medical societies. TMA can and
should assist the local medical societies in

their important missions. The State Asso-

ciation must be responsive to their needs,

without over-shadowing or absorbing func-

tions which more properly and more
profitably can be done at the county society

level. The whole of TMA will gain strength

and vitality as the local societies become
stronger and more effective.

With the implementation of Medicare and
other federal programs, physicians will be

compelled to rely more and more upon
their medical associations. To represent

the profession effectively, medical societies

will need the participation of a greater

number of physicians. Medical societies

must exert intelligent and energetic leader-

ship in the months ahead. At this time

—

more than ever before—the need is for uni-

ty of purpose, freedom of thought, opti-

mism, and most of all—a high morale.

The federal government, the proposed
medical complexes, and the hospital-based

system is combining to “mold and shape the

pattern of health care in this country”. This

triumvirate of forces has enormous potenti-

al for drastically altering the pattern of

medical education, research and service.

The medical profession must be prepared to

seize the initiative and keep it on the vital

issues of medical education, rising health

care costs, quality controls, ethics and dis-

cipline, and strengthening the medical fed-

eration at the state and local levels.

The report stated that TMA is of such a

nature, and its commitment to medicine

and the public is so great that it cannot es-

cape new and larger responsibilities. No
one doubts that the federal government’s

new Medicare Program will have a stagger-

ing effect upon the practice of medicine and
on health care.

The report concluded by pointing out

that if the Association is to be effective, it

must be effective on the local level. The
Tennessee Medical Association and local so-

cieties are the critical foundation of the

federation. The county society should be

looked to by the people in a community as

a principal source of leadership in health

—

as a fountainhead of varied programs and
activities involving physicians and people

working together for the public good.

REPORT OF STANDING COMMITTEES

Report of Committee on Scientific Work
and Postgraduate Education

The report concerned itself with the

Journal and the scientific program of the

annual meeting, since the Committee had
not been presented with any item relating

to postgraduate education.

Journal—Volume 58 of the Journal (1965)

contained 134 pages of text, a further de-

crease from Volume 57. Advertising to-

taled 534 pages, an increase of 30 pages

over 1964. Though the ratio of text to ad-

vertising in 1964 stood at 50:50, in 1965 it

came closer to the more ideal of 60% ads to

40% text as a means of covering Journal

costs.

The Editor urged the membership to read

the Yellow Pages prepared by the head-

quarters staff, the President’s Page, the edi-

torial page and other sections of the Jour-

nal with content directed to education in

matters social, economic and political. He
pointed out that every effort had been

made to provide understanding of the prob-

lems which faced and continue to face or-

ganized medicine.

Scientific Program—Again in 1966, the

presentations of the specialty societies were
offered as the major portion of the scientific

program. Since the combined meeting of

the Obstetric, Pediatric and General Prac-

tice groups had been enthusiastically re-
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ceived in 1965, the combined effort was re-

peated this year. A special program on

“Immunizations” was arranged after con-

sultation with representatives of general

practitioners and pediatricians, and was ex-

pected to be informative and of interest to

many members.

The Chairman pointed out that it was the

feeling of those who had been involved in

the planning of the scientific program for

many years, that there is a need for a com-

pletely “new look” unbiased by past exper-

ience; and that a recommendation had been

made to the Board of Trustees that the

Committee on Scientific Work be reconsti-

tuted for the planning of the program for

future meetings.

Report of Committee on Hospitals

A. Roy Tyrer, Jr., M.D., Chairman

The Committee’s interest in 1965, to a sig-

nificant degree, had been dictated by the

passage of the Medicare Law. Since the im-

plementing regulations of the law have not

been completed, the Committee’s sphere of

activities, however, were somewhat limit-

ed.

The report of the Chairman presented an

outline of matters considered by the Com-
mittee and actions taken:

(1) Discussed the subject of hospital medical

staff obligations, privileges and responsibilities as

recommended by the Reference Committee on
Standing Committees in 1965. The problem ap-

peared to be principally one of communication
and implementation rather than definition, and a

request was made to the Board, with approval re-

ceived, to initiate plans for holding a statewide

institute sponsored jointly by TMA and THA de-

signed for medical staff officers, directors of nurs-

ing, and hospital administrators, for the purpose
of improved liaison and closer cooperation in

problems of mutual interest.

(2) Recommended that TMA appoint a Utiliza-

tion Review Committee in keeping with the re-

quirements of the Medicare Law.
(3) Approved the TMA Council sponsored reso-

lution, presented and adopted at the AMA Clini-

cal Session, relating to uniform accounting for

hospitals and the separation of physicians’

charges from hospital charges.

(4) Reviewed and approved TMA’s statement

to the Legislative Council regarding the Nurse
Practice Act.

(5) Approved the THA Guide for Hospital-

Nursing Home Affiliation, with modification to

identify doctors’ care as “physicians’ services”

rather than “professional services,” and to include

a clearer statement regarding patient billing for

services of hospital-based physicians in distinction

from regular hospital charges.

(6)

Established a three-member Executive

Committee of the Hospital Committee to meet at

regular intervals with THA’s Executive Commit-
tee for improved liaison between TMA and THA.

Report of Committee on Legislation

and Public Policy

A. Roy Tyrer, Jr., M.D., Chairman

The principal activities of the Committee
during the year were directed to prepara-

tions and decisions for the 1967 General As-

sembly. The following decisions were made
by the Committee and appropriate action

taken:

(1) Decision to reproduce a TMA Legislative

Manual for the 1967 Tennessee Legislature simi-

lar to that prepared in 1965.

(2) Approved continuation of the doctor-con-

tact system for the 1967 Legislative Session, in-

cluding pLns to establish personal liaison early

with the candidates wherever possible. Medical

society presidents in the metropolitan areas were
requested to appoint on their Legislative and
Public Policy Committees, physicians who will as-

sume responsibility in planning and supervising

the doctor-contact system in their area.

(3) Encourage improved liaison with other

groups and organizations which might provide

helpful influence in legislative matters of a medi-

cal interest, recognizing that reciprocal assistance

might be expected.

(4) Recommend that a Medical Society spon-

sored dinner be held within a few days following

the election in each of the metropolitan areas for

the Legislative delegation from that area. In the

smaller communities, it is thought that one or

more physicians may plan a dinner for the leg-

islator in their homes.

(5) Approved continuing effort directed toward

the establishment of a first-aid station in the

State Capitol during the period of the Legislative

Session, which has proved an effective public re-

lations method in some states where it has been

used. This would probably be a joint effort with

THA who has expressed an interest in it.

(6) Represented TMA before the Legislative

Council regarding its study of the Nurse Practice

Act.

(7) Planned the annual Washington Trip for

the purpose of maintaining close liaison with Ten-

nessee’s congressional representatives.

(8) Encourage and urge selected interested phy-

sicians to be candidates for the State Legislature.

(9) Encourage by all reasonable means contin-

ued annual support of IMPACT-AMPAC by all

physicians.

The Chairman expressed appreciation to



June, 1966 ABSTRACT OF THE PROCEEDINGS OF THE HOUSE OF DELEGATES 565

each member of the Committee and invited

suggestions, ideas and criticisms from mem-
bers of the House of Delegates.

Report of the Liaison Committee to

The Public Health Department

Wm. A. Hensley, M.D., Chairman

The Committee recommended to the De-

partment of Public Health that “Suggested

Guide Lines for the Care of Stroke Pa-

tients” be sent only to physicians instead of

hospitals and nursing homes. The Depart-

ment was cooperative in this matter to the

extent that this information was directed to

the physicians of the state rather than the

hospitals and nursing homes and a few

suggestions made by the Liaison Committee

were incorporated in the revised version.

The Crippled Childrens’ Service was dis-

cussed at length in the meeting of the Liai-

son Committee with the Public Health

Council on November 10, 1965. The Crip-

pled Childrens’ Service Advisory Commit-
tee had reviewed the system of payment to

physicians and had submitted a recommen-
dation that the Public Health Council adopt

policies for the payment of professional

physicians’ services under the programs

with which it is concerned, which are con-

sistent with the expressed policy of the

AMA and the Board of Trustees of the Ten-

nessee Medical Association, and further rec-

ommended that steps be taken to imple-

ment this policy as soon as possible and

practicable. No action was taken at the

meeting, and the Committee requested fur-

ther information and direction from the

House of Delegates.

The Committee on Blood Banks and Med-
ical Laboratories made a report to the

Board of Trustees on January 9, 1966 rela-

tive to the problem of regulating medical

laboratories and one item in the report had
been referred to the Liaison Committee:

“That the Board suggest to the Commis-
sioner of Public Health that the laborato-

ries properly supervised by physicians

should be the only laboratories certified as

a provider of services under P.L. 89-97, if

they meet the required criteria for cer-

tification”.

The Commissioner of Health had advised

that decisions concerning this would have
to await receipt of regulations from the De-
partment of HEW under which his Depart-

ment would be governed in inspecting lab-

oratories.

The Chairman reported that no matters

of importance had been referred to the

Committee for further consideration or ac-

tion by the House of Delegates.

Report of Committee on Insurance

Wm. T. Satterfield, M.D., Chairman

The Chairman reported that the seven

group insurance plans of TMA (Disability,

Major Hospital, Life, Medric, Business

Overhead, Investment Retirement Trust,

and Professional Liability) had progressed

satisfactorily and that there had been a

minimal number of complaints during the

year.

The major hospitalization plan (a prob-

lem for all insurance carriers) has had fre-

quent modifications and the Committee is

alert to obtaining for TMA the best obtain-

able in this important area.

The report called attention to the fact

that Tennessee and national experience had
revealed an alarming increase in profes-

sional liability claims and premium rates

and that it was possible that governmental

programs could also have an effect on this

type of insurance. The Chairman recom-

mended that efforts at the local society lev-

el toward education and advice should be

made promptly.

In summary, the chairman reported that

the TMA group insurance plans are being

administered efficiently and are of great

benefit to members who participate.

Report of the Committee on Cancer

B. F. Byrd, Jr., M.D., Chairman

There had been no occasion for a formal

meeting of the Committee during the year,

however, various members of the Commit-
tee had been active in the program of can-

cer education, both lay and professional, in

their respective communities. The Chair-

man expressed appreciation to members of

the Committee for their willingness and
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availability in connection with the Cancer

Control Program of the State of Tennessee.

Report of Memoirs Committee

Henry L. Douglass, M.D., Chairman

The Memoirs Committee reported that

forty-seven members of the Tennessee

Medical Association died during the calen-

dar year 1965. The names of the deceased

physicians were read by the Chairman.
“Most of these to whose memory this report is

dedicated were born in the closing years of the

19th century and began their medical careers in

the opening years of the 20th when life expectan-

cy for man was only 46 years. They belonged to a

generation that is fading out when life expectan-

cy is 66 years. Twenty years had been added to

the longevity of our race in the life span of their

generation. Surely there has been no other fifty

years and no other generation that has contribut-

ed more to humanity. Of course we must look to

the future and the complex problems that loom
ahead and even now weigh heavily upon us, but

we cannot forget the past. It is our heritage, our

challenge and our inspiration, to meet that chal-

lenge.”

Report of Committee on Health Insurance

B. K. Hibbett, III, M.D., Chairman

The Health Insurance Committee, after

being directed by the House of Delegates in

April, 1965, to organize a broad and more
comprehensive service plan, established a

relative value system using the 1964 Cali-

fornia Relative Value System, the Ameri-
can Radiological Relative Value System,

and the American Urological Relative Val-

ue System as guidelines, and set a $5.00 per

unit value. The relative value system and
the unit value had been submitted to ac-

tuaries to determine if it would be feasible

for insurance companies to sell the plan.

However, before actuarial experience

could be obtained, the AMA approved the

usual and customary fee concept as the ba-

sis for reimbursing physicians participating

in health programs financed with federal

monies; and urged the individual physician

to adopt the usual and customary fee con-

cept to all third parties. The report point-

ed out that the Board of Trustees, through
a resolution, had recommended to the

House of Delegates that physicians should

be reimbursed according to the usual and

customary fee within the community with-

out reference to any existing payment
schedule.

In view of this, and since a great many
physicians over the State had resigned

from the Tennessee Plan because they felt

it was outmoded, and it would be used as a

yardstick for a great number of the plans

that were destined for the future, it was
the decision of the Committee to remove

the service benefits from the Tennessee

Plan, to delete the name “Tennessee Plan”

and remove all riders.

The Committee submitted three resolu-

tions for consideration by the House of Del-

egates: (1) To discontinue service benefits

under the Tennessee Plan. (2) To authorize

the Committee to establish a relative value

system for Tennessee in order that it could

be used to help organize insurance plans in

the future. (3) That a broad comprehen-

sive non-service plan be developed, using

the relative value system the committee is

now working on, with reimbursements

being made to physicians according to their

usual and customary fees in their respec-

tive communities.

Report of Committee on The
Dependents' Medical Care Program

B. K. Hibbett, III, M.D., Chairman

The Executive Sub-Committee of the

Health Insurance Committee met on sever-

al occasions to consider changes in the De-

pendents’ Medical Care Program as pro-

posed by the Department of Defense, how-
ever no significant changes were made.

The Committee recommended that if the

resolutions before the House of Delegates

asking that payments to physicians in the

future be made on the usual and customary

fee concept are adopted, that any contracts

in the future with the Office of Dependents’

Medical Care be negotiated on a usual and

customary fee basis.

Report of Advisory Committee to the State

Department of Public Welfare

K. M. Kressenberg, M.D., Chairman

Following the annual meeting in 1965,

the Committee presented suggestions to the
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Commissioner of Public Welfare: (1) that a

medical review officer for each hospital in

the state be appointed; (2) that the amount
of hospitalization which a patient could ob-

tain without an additional extension re-

quest form being filled out, be increased to

fifteen days; (3) an additional ten days of

hospitalization for Medical Aid for the

Aged recipients; (4) increased payments to

hospitals and nursing homes; and (5) addi-

tions to the drug formulary. The Chair-

man reported that these suggestions were

accepted and now included in the MAA
program.

During the year, Mr. Roy Nicks was ap-

pointed Special Assistant to Governor Clem-

ent and Mr. Herman Yeatman, formerly

Deputy Commissioner of the Public Wel-

fare Department, replaced him as Commis-
sioner of Public Welfare. The Advisory

Committee met with Commissioner Yeat-

man on February 9th at which time the

drug formulary was reviewed and the Com-
mittee recommended numerous changes

and additions to the formulary. It was re-

ported that the drug program had grown
tremendously in the past three years and

during the first six months of fiscal year

1966, the total expenditure for drugs under

the OAA and MAA programs was approxi-

mately $950,000.

In the February meeting, a general dis-

cussion was held with Commissioner Yeat-

man and his staff relative to the future of

the MAA and OAA programs in conjunc-

tion with the new federal legislation. It is

uncertain as to what the role of the MAA
and OAA programs will be under the Medi-
care Law, both under Title XVIII and Title

XIX, however the Committee had discussed

the implications with Commissioner Yeat-

man and other members of his department

and, at present, the Welfare Department is

obligating themselves to pay the deducti-

bles and monthly premiums for recipients

of OAA for Part A and Part B of the Law.
It has not been officially decided what de-

partment of the State will administer Title

XIX of P.L. 89-97, and the future role of

this Committee will depend to some extent

on what decision is made relative to this by
the State Administration.

The Chairman of the Committee attended

several conferences in Chicago with the

AMA and officials of the Department of

HEW to discuss possible regulations and re-

quirements relative to the implementation

of Public Law 89-97 and also a special con-

ference relative to the implementation of

Title XIX.

Report of Communications and Public

Service Committee

O. Morse Kochtitzky, M.D., Chairman

The Committee met in October, 1965, and
the main item for consideration was the im-

plementation of a resolution adopted by the

Board of Trustees at the recommendation
of the Long-Range Planning Committee. It

was resolved that members of the Board of

Trustees, along with members of the House
of Delegates, should serve as part of the

TMA communications armamentarium and

the Communications and Public Service

Committee was charged with fully develop-

ing this concept. Efforts had been made by
members of the Board of Trustees to ac-

complish this purpose and the Chairman
urged members of the House of Delegates to

assist in the effort; to relay the proceedings

and information disseminated during the

annual meeting to his county society; and

to encourage members of his society to take

an active part in the activities of that socie-

ty since decisions of the TMA are principal-

ly formulated or implemented at the coun-

ty level.

The activities of the Committee during

the year had resulted in positive programs

to enlighten public opinion in regard to the

problems of health care. The report called

attention to the success of “Spotlight on

Medicine,” a 30-minute television program
currently being programmed over TV sta-

tions in Jackson, Nashville and Knoxville.

The programs utilize professionally pro-

duced and medically correct films for ap-

proximately fifteen minutes and a live

panel, composed of three local physicians

and a station moderator, for the remaining

fifteen minutes. A total of 117 different

members of the Association had given or

will be giving of their time to appear on

39 different programs.

The Chairman requested each county so-
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ciety represented in the House of Delegates

to participate in the annual observance of

Community Health Week in November,
since this activity offers an opportunity to

improve the “image” of physicians, while at

the same time calling attention to the fact

that protecting and improving public health

is largely a community effort.

The Physicians Placement Service, ad-

ministered through the Public Service

Office, performed a valuable service of aid-

ing physicians who wished to locate or relo-

cate their practices in Tennessee, as well as

helped physicians and communities in se-

curing the services of a physician.

It was reported that at the end of 1965,

TMA totaled 2,955 regular dues paying and
veteran members of the AMA. With the ad-

dition of only 46 members in 1966, Tennes-

see would be entitled to a fourth delegate

in the AMA House of Delegates in 1967. An
effort had been made by the Committee to

encourage AMA membership, and a person-

al letter had been written by the Chairman
to each TMA member who did not belong

to AMA, urging him to join in 1966. The del-

egates were requested to work toward this

goal by encouraging any member of his so-

ciety who has not paid AMA dues this year

to do so at the earliest possible time.

Report of Grievance Committee

Wm. J. Sheridan, M.D., Chairman

The Grievance Committee of the Tennes-

see Medical Association serves primarily as

an appeal committee, and in those cases

where they are presented directly to the

Association, they are forwarded to the

county medical society where the complaint

originates. There were no complaints or

grievances appealed to the State Committee
during the year. All such grievances were
settled at the county level and the function-

ing committees of the county medical socie-

ties were commended for their outstanding

service in this respect.

Report of Rural Health Committee

Julian C. Lentz, M.D., Chairman

The foremost activity of the Rural Health

Committee is to co-sponsor a Rural Health

Conference annually with the Tennessee

Farm Bureau Federation and the Universi-

ty of Tennessee Agricultural Extension

Service.

On October 5, 1965, the third Rural

Health Conference was held in Nashville. A
total of 209 persons registered for the meet-

ing which far exceeded the attendance at

either the first or second conference. Thir-

ty-eight counties were represented by mem-
bers of the medical profession, home dem-
onstration club members, county agents,

extension service personnel and farm bu-

reau members. An excellent program was
presented and was well received by those in

attendance. Plans are being formulated to

conduct the fourth conference in the Fall of

1966 in the Eastern grand division of the

state.

It was the opinion of the Chairman that

the work of the committee in conducting

the annual conference fulfilled its constitu-

tional obligation, “to promote the improve-

ment of health standards in rural areas of

Tennessee”. Delegates in the general area

of the conference each year were urged to

make every effort to attend and to encour-

age their colleagues in their respective so-

cieties to do so as well.

Report of Committee on

Tennessee Medical Foundation

Harrison J. Shull, M.D., Chairman

It was reported that the project at Pru-

den Valley which received the major efforts

of the Foundation for several years had
ended. This effort to supply medical facili-

ties to a needy community, for a time, paid

respectable dividends, until supporting

structure of the entire community economy
collapsed. The Consultative program
which carried specialty assistance to Onei-

da, Monterey and Palmer for a number of

years, was discontinued in the spring of

1965 when the United Mine Workers with-

drew financial support which had made this

program available. The pilot study aimed

at testing the possibility of assisting in the

maintenance of quality performance of clin-

ical laboratories in Community Hospitals

which felt the need of such special consul-

tative assistance, received attention at Har-
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riman and at Shelbyville but the utilization

of the program was not sufficient to justify

further efforts to pursue the original objec-

tives in this field.

No long range projects are planned at

present by the Tennessee Medical Founda-

tion, however the Chairman suggested that

liaison between the Tennessee Medical As-

sociation and the Foundation be main-

tained; and that the Committee remain al-

ert to avenues by which the facilities of the

Tennessee Medical Foundation may be used

in the rapidly changing medical scene.

The above reports were referred to Ref-

erence Committee (A) on Reports of Stand-

ing Committees.

REPORTS OF SPECIAL COMMITTEES

Report of

Committee on Occupational Health

Harmon L. Monroe, M.D., Chairman

The Committee on Occupational Health

presented a resolution to the House of Dele-

gates resolving that the Legislative and

Public Policy Committee of the Tennessee

Medical Association prepare and present to

the next General Assembly of the State of

Tennessee a resolution requesting that the

Legislative Council be directed to make a

complete and detailed study of our present

Workmen’s Compensation system and make
recommendations for new laws that would
enable the employee and employer to re-

ceive the maximum benefits and productivi-

ty possible under our free-enterprise sys-

tem.

It was the opinion of the Committee that

the present law should be updated, increas-

ing employee benefits with a minimal cost

to employers; and that the record in reha-

bilitation of the Workmen’s Compensation
system needs an overall strengthening since

the greater emphasis in compensation laws

had been placed upon indemnification of the

injured worker rather than on rehabilita-

tion.

Report of the Advisory
Committee to the Woman's Auxiliary

Roland H. Myers, M.D., Chairman

“The Woman’s Auxiliary to the Tennessee Med-
ical Association concentrated their energies this

year in two major fields, Education and Commu-
nity Service. For the past few years they have
kept Tennessee at the top of the American Medi-
cal Association Education and Research Founda-
tion in one or more categories and expect to ex-

ceed last year’s total of $19,925.25 to win again in

June at the AMA Meeting. Nurse recruitment

and all phases of Health Careers have been stim-

ulated through scholarships and instructive pro-

grams. Community service has ranged from train-

ing non-professional help to ‘baby-sit’ with han-

dicapped persons to a five-day-a-week volunteer

program at a metropolitan Juvenile Court.”

It was reported that one new Auxiliary

had been organized in Wilson County and
another is underway in Union City. Details

of the excellent work of TMA’s very capa-

ble Auxiliary will be included in the report

of the President of the Auxiliary.

Report of Committee on

Blood Banks and Medical Laboratories

Chas. C. Smeltzer, M.D., Chairman

The Board of Trustees instructed the

Committee on Blood Banks and Medical

Laboratories to study the problem of regu-

lating medical laboratories and to submit

recommendations. The Committee met in

December, 1965, and after thorough and
complete consideration of the problem made
the following recommendations to the Board
of Trustees.

1. No effort should be made in the immediate
future to amend the Medical Practice Act.

2. The committee feels that an educational pro-

gram for the TMA membership should be under-
taken and that consideration be given to the pub-
lication of a roster of physician supervised lab-

oratories in the state, similar to the Texas publi-

cation. The utilization of the TMA Journal for

dissemination of information to the membership
was also an area suggested.

3. The type of training of laboratory personnel

under physician supervision should be part of the

educational program to explain the three levels of

training—Medical Technologists, a four-year de-

gree program; Certified Laboratory Assistant, a

one-year program after graduation from high

school; and the Office Laboratory Assistant pro-

gram, designed to give proper training to person-

nel employed in physicians’ offices to qualify

them to perform a limited number of routine lab-

oratory tests.

4. The committee reaffirms the policy con-

tained in Resolution No. 7, adopted at the 1964

annual meeting of TMA, which states, in part,

that the performance of laboratory work consti-

tutes the practice of medicine and the licensure of

laboratories is opposed.
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5. Call to the attention of the Board of Trus-

tees that the Tennessee Department of Public

Health, as the state agency designated to aid in

implementing P.L. 89-97 (Medicare), will inspect

laboratories within the state, utilizing rules and
regulations passed down by the Department of

Health, Education and Welfare, prior to certifying

laboratories as qualified providers of services un-

der the law. The Committee feels the Board

should suggest to the Commissioner of Public

Health that laboratories properly supervised by
physicians should be the only laboratories cer-

tified as a provider of services under P.L. 89-97,

if they meet the required criteria for certification.

6. The committee feels that the TMA Council

should be the body designated to emphasize the

facts outlined in these recommendations to the

membership of the Tennessee Medical Associa-

tion, insomuch as the Council is the one body of

TMA charged with the maintenance of proper

ethical conduct of the membership.

Report of the Committee on Mental Health

Frank H. Luton, M.D., Chairman

The report contained four recommenda-

tions made by the Committee in the past

several years which it was felt needed re-

emphasis and further implementation: (1)

The development of programs with psychi-

atric content at the county medical society

level. (2) Stimulation of interest by all phy-

sicians in the problem of mental retarda-

tion. (3) More active participation in leg-

islation, community planning and member-
ship in local mental health organizations.

(4) Active involvement of the physician in

such problems as the emotionally disturbed

child, alcoholism and drug addiction, non-

narcotic dependence.

The House of Delegates in 1965, adopted a

resolution authorizing a Second Congress

on Mental Illness and Health, to be jointly

sponsored by the TMA, the Tennessee Men-
tal Health Association and the Woman’s
Auxiliary. A planning committee, appointed

by the President, met on two occasions and

its program committee is well underway in

developing an interesting and informative

program. The Congress will be held in

Nashville on October 12-13 at the Hermi-

tage Hotel.

Although a meeting of the total commit-

tee had not occurred, some of its members
had been active in the area of mental

health. A series of conferences on practical

office psychiatry had continued at the Uni-

versity of Tennessee Memorial Research

Center, in Knoxville, under a grant from
the NIMH, organized and led by Dr. James
Burdette. Dr. Nat Winston, Commissioner
of Mental Health, made significant contri-

butions to the total Mental Health Program
in Tennessee through the completion of

plans for two units for the emotionally dis-

turbed child (Chattanooga and Memphis),
with construction soon to begin; his in-

volvement in the development of at least

four comprehensive mental health centers

and his excellent leadership in the areas of

implementation of the new mental health

law. Interest in mental health in Memphis
and Shelby County is at an all-time high

level, with important contributions from
the Department of Psychiatry under Dr. G.

H. Aivazian and the staff of the Tennessee

Psychiatric Hospital and Institute.

A member of a Committee of the Council

on Mental Health of the AMA, the Chair-

man stated that the aim of the Committee is

to visualize mental health as a part of the

total health program rather than a single

activity, and that recommendations would
be made by the Council on Mental Health

to the Board of Trustees of AMA that

would be in keeping with AMA’s interest in

assisting the physician in fulfilling his obli-

gation for the total care of his patient.

Activities of the Chairman included at-

tending meetings of the AMA, the Council

of Governors on Community Mental Health

Centers, the 12th Annual Meeting of Mental

Health Representatives of State Medical

Associations, and the 5th Colloquim for

Postgraduate Teaching Psychiatry.

The Committee recommended that the

TMA continue its support of the American

Medical Association’s statement of “Princi-

ples on Mental Health”. This statement ob-

ligates the physician to recognize mental ill-

ness as America’s most pressing and com-

plex health problem.

Report of Health

Project Contest Committee

Lawrence L. Cohen, M.D., Chairman

The 13th Annual Health Project Contest,

sponsored by TMA and the Woman’s Auxi-

liary, received a total of 43 well designed
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and executed entries from schools across the

State. The awards totaling $1,150 were

presented to five winners:

First Place: Grundy County High School, Biology

Class, Tracy City “Alcohol and Youth”—$500

Second Place: Hamilton High School, Senior En-

glish Class, Memphis “Personal Health”—$300

Third Place: Sherwood Junior High School, Gen-

eral Science Club, Memphis “Breakfast for Bet-

ter Grades”—$200

Fourth Place: Central High School, Biology Class,

Knoxville “Alcoholism”—$150

Fifth Place: Sherwood Junior High School, Gen-

eral Science Class, Memphis “Smoking in Sher-

wood Junior High”—$100

Again in 1965, the Tennessee Department

of Education was most cooperative in pro-

moting the Health Project Contest. “Stimu-

lation of good health practices, as well as an

awareness of the value of good health, are

the most important accomplishments of

TMA’s Health Project Contest”.

Report of Committee on Sight Conservation

I. Lee Arnold, M.D., Chairman

Glaucoma—The Committee recommended that

the internists, general practitioners and other

physicians in the State of Tennessee seeing a

large number of elderly patients be instructed to

secure a suitable Schiotz or Berens Tolman to-

nometer and record the intraocular pressure on

all patients over forty. Patients with a pressure

reading greater than a level, such as 25 millimet-

ers of mercury, should be referred to Ophthalmol-

ogists for further study. The medical schools in

Tennessee should be instructed to teach the medi-

cal students, interns and other physicians in resi-

dent training the importance of this test as part

of good medical practice.

Amblyopia—The Committee recommended that

the Tennessee Medical Association support all

screening programs for amblyopia presently

conducted in the State of Tennessee such as that

conducted under the “Head-start Program” in

Nashville, and under the jurisdiction of the Shel-

by County Health Department and the American
Red Cross in Memphis in cooperation with the

Parent-Teachers Association.

Autopsy Permit to Allow Enucleation of the

Eyes—It was recommended that permits be so

written, or a special form used, making it perfect-

ly clear from a legal standpoint as to the permis-

sion to enucleate the eyes in an autopsy.

Report of the Tennessee Committee for the

American Medical Education and Research

Foundation

David S. Carroll, M.D., Chairman

At present, there are six specific pro-

grams in operation: Funds for Medical

Schools; Medical Education Loan Guarantee

Program; Categorical Research Grants; Fel-

lowship Program in Medical Journalism; In-

stitute for Biomedical Research; and Com-
mittee for Research on Tobacco and Health.

During 1965, contributions from physi-

cians, their families and friends, for the

Funds for Medical Schools program totaled

$1,133,583.29. From these contributions,

Tennessee’s three medical schools will re-

ceive a total of $32,817.90. Allocations for

the three schools are: University of Tennes-

see College of Medicine, $15,097.27; Van-
derbilt University School of Medicine, $11,-

797.19; Meharry Medical College, $5,923.44.

The Foundation’s Loan Guarantee Pro-

gram extended an average of 685 loans per

month to medical students, interns and resi-

dents in 1965. A total of 8,213 loans worth

$9,573,050 in principal amount were made
for the year, and represented an eleven per-

cent increase from the number granted in

1964. AMA-ERF granted 509 loans in Ten-

nessee totaling $569,900.

The Committee congratulated the Wom-
an’s Auxiliary to TMA for their work
which has earned national recognition an-

nually. During the past year the Auxiliary

was honored with an award for the most

money contributed among Auxiliaries in

the same membership category as Tennes-

see. $20,831.38 was contributed to AMA-
ERF by the Auxiliary.

Contributions to AMA-ERF by physicians

is tax deductible. All operational costs of

the Foundation are borne by the AMA and

each dollar contributed is put to work. The
Committee urged TMA members to support

the American Medical Association’s Educa-

tion and Research Foundation with a con-

tribution in 1966.

Report of Interprofessional Liaison Committee

Wm. H. Edwards, M.D., Chairman

In April, 1965, the House of Delegates rec-
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ommended to the Interprofessional Liaison

Committee that the Committee expand its

activities into the realm of further contact

with professional groups such as attorneys,

bankers, engineers and dentists. Communi-
cation was initiated by the Committee to

interest the attorneys of the State to meet
with the medical profession and suggested

that the Bar Association set the time and

date with subject matters to be arranged

prior to the meeting. Arrangements failed

within the Bar’s Interprofessional Code
Committee and the meeting was not held,

however, additional attempts may be made
to arrange for such a meeting.

In September, 1965, the Committee met
with the Professional Nursing Practice

Committee of the Tennessee Nurses Asso-

ciation to discuss and explore matters of

common interest to the medical profession

and nursing profession. Discussion cen-

tered about dependent areas of medical care

between the physician and the nurse, and it

was felt by the Nursing Practice Committee
that they would like a joint policy state-

ment to be forthcoming from the medical

association, particularly regarding the legal

implications for nurses in certain areas

where responsibilities were delegated by
the physician to the nurse.

The report outlined recommendations of

the Medical Society of the State of New
York, the New York State Nurses Associa-

tion, and the Hospital Association of New
York State in an attempt to solve problems
related to medical and nursing practice:

“That there be established in each hospital an ad-

visory committee composed of representatives of

administration, nursing, and the medical profes-

sion. It was agreed that problems arising from
within the area of joint functioning could best be

solved through joint study, and collaborative

effort. It was further agreed that joint statements

by the three state organizations, setting forth gen-
eral guidelines on questionable areas of practice,

i.e. closed chest cardiac resuscitation and its rela-

tion to the nurse; administration of intravenous

drugs, and administration of anesthetics during

labor, would be helpful to the local hospital or

agency. It was further agreed that the ultimate

decision as to the role and responsibility of the

doctor and the nurse in carrying out certain pro-

cedures in a hospital or agency, rest with a deci-

sion making group of that individual hospital or

agency. Further, it was recommended that to as-

sist hospital and agencies in solving problems that

each hospital appoint an advisory committee com-
posed of representatives of administration, nurs-

ing, and medical profession and that such a com-
mittee could then delve into the local problems as

related to the three groups.”

The TMA Committee felt that the forma-

tion of such local committees would be

beneficial both to the profession, to the hos-

pital administrators, and to the nursing

profession and that steps might be under-

taken to promote better understanding be-

tween the groups.

Report of Committee on Youth and Education

Ben D. Hall, M.D., Chairman

“The Committee on Youth and Education

is basically a standby committee for the

purpose of acting upon any matters re-

ferred to it. Requests for action during the

year were minimal and of such nature as

not to require a formal meeting.” The
Committee recommended that it be contin-

ued on a standby basis.

Report of Committee on Medicine and Religion

T. G. Pennington, M.D., Chairman

The purpose of the Committee on Medi-

cine and Religion has been to encourage a

closer working relationship between doctors

and ministers at the grassroots level for pa-

tient care. Approximately one-half of the

county medical societies in Tennessee now
have functioning committees and positive

efforts were made to keep in contact with

the local committees during the year.

“It is essential that the basic goals of this Com-
mittee be kept in mind. This is a strictly non-de-

nominational committee which supports the Prot-

estant, Jewish and Catholic faiths and we have
no set policies insofar as religious beliefs are con-

cerned but feel that our Committee is limited

only by operating within the usual limitations of

medical ethics. In fact, we have purposely fol-

lowed no set religious pattern but have simply at-

tempted to encourage a closer relationship be-

tween the various ministers of different faiths and

physicians. The overall goal, of course, is the pa-

tient’s benefit.”

In the opinion of the Chairman, the work
of the Committee has been highly success-

ful. This is due to the diligent work of the

committee members and to the fact that

there seems to be a great interest across the

State in work of this type.

Although the Committee placed major

emphasis on the organization of the various
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county committees and in speaking before

medical societies in order to encourage

meetings between physicians and ministers,

its activities were numerous during the

year. In order to better train people for

their work, three members of the Commit-

tee attended the AMA meeting in Atlanta

in May. One member was active in organ-

izing a national conference on medicine and

religion at Lake Junaluska, N.C. last July.

In October, the Committee sponsored an

all-day workshop on medicine and religion

in Nashville and approximately 35 persons

attended. The purpose of the meeting was

to show to the county committee chairmen

the variety of programs that could be pre-

sented. It seemed to be the opinion of all

who attended that the meeting was success-

ful.

The Chairman felt that the Committee on

Medicine and Religion is accomplishing its

purpose of creating a closer relationship

between ministers and physicians for pa-

tient care.

Report of Committee on Rehabilitation

James C. Gardner, M.D., Chairman

The TMA Committee was established at

the suggestion of the Committee on Reha-

bilitation of the AMA and is composed of

six members, all of whom are members of

the Professional Advisory Committee of the

State Division of Vocational Rehabilitation.

The Advisory Committee actively partici-

pates in the development of policy for the

Vocational Rehabilitation Agency in its op-

erational program relating to all phases of

physical restoration and further advises the

Division in other program areas that relate

to extent of impairment of function with

respect to various disabling conditions.

The program of rehabilitation services

encompasses considerably more than physi-

cal restoration services including counseling

and guidance, vocational training, place-

ment into employment, and other services.

However, inasmuch as a large part of the

Division’s activities are concerned with

medical diagnosis; medical, surgical and

psychiatric treatment; physical and occupa-

tional therapy; hospitalization; prosthetic

appliances; and in a limited way drugs and

medical supplies, there is now and has been

for many years an intimate relationship

between the Agency and the medical

profession of Tennessee.

All members of the TMA Committee on

Rehabilitation attended the last meeting of

the Professional Advisory Committee in

August, 1965. At this time, the operations

of the Division for the fiscal year 1964-65

were considered in detail. Due to a con-

tinuous expanding program from year to

year this particular meeting required two
and one-half days to complete the business

at hand, review the operations for this

year, and to make the necessary recommen-
dations for a still expanding program for

1965-66. One matter of prime interest was
a complete revision to the fee schedule up-

grading fees for examinations, surgical fees,

laboratory fees, radiological fees, fees for

treatment, and fees for anesthesia. At pres-

ent the fee schedules for the Tennessee Di-

vision of Vocational Rehabilitation are the

highest in the Southeastern United States.

Among the expanding activities of the Di-

vision just getting under way are: An in-

tensive treatment-rehabilitation program
for juvenile offenders at Jordonia. A co-

operative effort between the Department of

Public Welfare and the Division of Voca-

tional Rehabilitation to provide rehabilita-

tion services to disabled welfare patients. A
statewide system of occupational training

centers for the mentally retarded and the

physically handicapped. Another agree-

ment is with the State Selective Service

System to serve draft rejectees.

The Committee reported the relationship

between the State Division of Vocational

Rehabilitation and the medical profession to

be good and the rehabilitation program to

be doing a creditable job.

Special Committees Not Reporting

1. Committee on Disaster Medical Care

2. Liaison Committee to United Mine
Workers of America

The reports of special committees were
referred to Reference Committee (B) on

Reports of Special Committees.
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SPECIAL REPORTS

Report of the Committee on Relationships

Between Doctors and Medicine and

Osteopathic Physicians

Francis H. Cole, M.D., Chairman

The House of Delegates in 1965, directed

the President to appoint a committee of five

physicians to draft a resolution suggesting

legislation, looking to a closer working rela-

tionship between Doctors of Medicine and

Osteopathic Physicians, through a proce-

dure of licensure by a consolidated board.

The special Committee met twice with eight

members of the Tennessee Osteopathic As-

sociation in attendance. The joint commit-

tee studied the relationships between Doc-

tors of Medicine and Osteopathic Physi-

cians in this State, and through correspon-

dence with approximately 20 other states.

In the states which have granted to Osteo-

pathic Physicians the right to practice med-
icine and surgery without limitation (as in

Tennessee), it appears advantageous to

have all Osteopathic Physicians and Doc-

tors of Medicine licensed by the same Board
and after being subjected to the same exact

examination. The Committee recommend-
ed:

“that the House of Delegates authorize the Com-
mittee on Relationships Between Osteopathic

Physicians and Doctors of Medicine, and repre-

sentatives of the Legislative Committee, together

with legal counsel of TMA, to consult with simi-

lar representatives from the Tennessee Osteopath-

ic Association and jointly to draw a proposed bill

to replace the present Board of Medical Examin-
ers and the present Board of Osteopathic Examin-
ers with a single composite Board comprising rep-

resentation from both groups. The composite

Board would thenceforth serve to license Osteo-

pathic Physicians and Doctors of Medicine in

Tennessee under the same procedure. By taking

such action, it should be made clear that no

change is contemplated in the Basic Science

Board or the Healing Arts Board.”

Report of Woman's Auxiliary to Tennessee

Medical Association

Mrs. Donald H. Bradley, President

The President and President Elect pre-

sented an information program over the

State on the activities of the TMA Auxili-

ary, stressing the importance of the role of

the physician’s wife as his public relations

agent to the people of the community.
An effort to strengthen membership re-

sulted in a total of 1,473 Auxiliary members
with 27 of that number, Members-at-Large,

and one new Society in Wilson County.

For the past few years the Tennessee

Auxiliary has, on a national level, taken top

awards for contributions to the AMA-ERF,
and again this year received an award for

the most contributed among Auxiliaries in

the same membership category, with an all-

time high contribution of $20,831.38. On the

state level of contributions to the TMA-
SEF, nine auxiliaries reported giving a to-

tal of $130.

Through the assistance and cooperation

of the Health Careers Council of the Ten-

nessee Hospital Education and Research

Foundation, Health Careers was a very ac-

tive program throughout the state. Chair-

men of local auxiliaries presented films,

gave lectures, conducted tours of hospitals,

distributed pamphlets explaining the

different fields of medicine, and distributed

book racks and posters in an effort to stim-

ulate young minds of those interested in

Health Careers.

Other effective programs carried out by

the Auxiliary were: Disaster Preparedness;

Community Service; Legislation; Safety;

Senior Citizens; Rural Health; Mental

Health; and International Health. A total of

200 Girl Scouts completed the training pro-

gram under Good Emergency Mother Sub-

stitutes and over 6,000 pounds of drug sam-

ples were collected under the International

Health Program. Opportunities to extend

hospitality and offer assistance to the for-

eign student or Doctor of Medicine and their

families received priority concern in the

metropolitan areas.
“ ‘Dreams are the yeast of living.’ I have had

the realization of some pleasant experiences as

President of the Woman’s Auxiliary this past year

that I had never dreamed would happen to me.

As men and women dedicated to the advancement

of medicine, we have been stunned by some
shocking legislation pertaining to our efforts, that

has left each one of us saddened for the future of

medicine in our state and country. Thus, some of

our dreams may have been shattered a bit in the

past year. But let us not stop dreaming dreams

of a bright and happy future for ourselves and



June, 1966 ABSTRACT OF THE PROCEEDINGS OF THE HOUSE OF DELEGATES 575

that of our children—for as long as there is a

breath of life there is hope.”

Report of AMA Delegation

Bland W. Cannon, M.D., Chairman

Due to the seriousness of problems con-

fronting medicine, it was necessary to con-

vene the House of Delegates of AMA for

four sessions during the year.

Special Session—February 6-7, 1965: At
the first special session, Eldercare, a volun-

tary health insurance plan for the aged,

was proposed to the Nation by AMA as “a

plan better than Medicare”. The AMA
House in this session opposed the Medicare

Bill and all similar types of bills and au-

thorized the Board of Trustees to direct the

public education program with the details

involved with the Eldercare proposal that

was before the Congress.

Annual Session—June 20-24, 1965: Federal

health care legislation, the report of the Presi-

dent’s Commission on Heart Disease, Cancer and
Stroke, the Gundersen Committee report on or-

ganization of the House of Delegates, were among
the major subjects acted upon by the House of

Delegates at the AMA’s 114th annual convention

in New York City. Final registration figures

reached a total of 64,517, including 24,268 physi-

cians, the largest physician registration in AMA’s
history.

Tennessee delegates presented one of seven res-

olutions dealing with the President’s Commission
on Heart Disease, Cancer and Stroke. The resolu-

tion called for continued action by AMA on this

issue.

Resolution No. 57, introduced by the Tennessee

delegation, called for AMA to urge those branches

of federal government involved in the formula-

tion, enactment, and implementation of legislation

concerning medical care, to seek the advice of

AMA to the end that the public’s health and the

quality of care will not be impaired by legislation.

The resolution also called upon AMA to keep
members of its component medical societies in-

formed of developments in legislation. The Ref-

erence Committee was in complete accord with the

resolution and it was so approved.

The most controversial issue before the House
was that of non-participation under the Medicare
Law. The House recommended that “the mem-
bers of AMA be reminded that it is each individ-

ual physician’s obligation to decide for himself

whether the conditions of a case for which he is

about to accept responsibility permit him to pro-

vide his own highest quality of medical care.”

The House declared that “the physicians of the

United States of America pledge themselves to

continue their activity, in whatever social envi-

ronment may develop, to secure or to restore the

freedom, high quality and availability of medical

care which has been traditional in our Country.”

Second Special Session—Oct. 2-3, 1965:

The AMA House of Delegates met in a sec-

ond special session of the year to discuss

Medicare. Preceding the special session of

the House, a national orientation confer-

ence was conducted on Public Law 89-97.

Forty-three resolutions were presented and
the Reference Committees heard one

hundred and twenty-five witnesses speak to

twenty separate subjects. These included

(1) Physician-patient relationship; (2)

Principles of Medical Ethics; (3) Regula-

tions under P.L. 89-97; (4) Certification by
physicians; (5) Blue Shield as an intermedi-

ary; (6) Reasonable fees; (7) Utilization Re-

view Committees; (8) Compensation for

medical services; (9) Separation of profes-

sional fees and hospital charges.

19th Clinical Session—Nov. 28-Dec. 1,

1965: The House reaffirmed its support of

the “usual and customary” fee concept as

the basic for reimbursing physician partici-

pants at all levels in government pro-

grams. It also urged “the individual physi-

cian’s usual and customary fee concept to

all third parties.” The House in acting on
the report of the new “prevailing fees” pro-

gram of the National Association of Blue

Shield Plans, recommended: “That the con-

cept of the prevailing fees program of the

NABSP be noted as one of the methods of

compensation in those regions where the

prevailing fees program is approved by the

local or state medical society.”

The House took a number of actions with

regard to federal health care laws passed in

1965, such as Medicare and the Heart Dis-

ease, Cancer and Stroke Amendments.
These actions included:

—That AMA immediately seek remedial action to

delete the requirement in P.L. 89-97 that a pa-
tient be hospitalized to establish eligibility for

nursing home care . . . That the AMA immediate-
ly seek remedial action to amend P.L. 89-97, Part
B, Title XVIII, by deleting the word “receipted”

from Section 1842, and substituting “such payment
will be made on the basis of a method of payment
so arranged to preserve and continue the profes-

sions current practice of billing” . . . That the

AMA recommend that the Department of Health,

Education and Welfare establish that an agree-

ment for payment between the patient and physi-

cian constitutes valid evidence of services ren-
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dered . . . Endorsed a recommendation that state

and county medical societies be urged to assume
leadership in the establishment of local advisory

committees under the Heart Disease, Cancer and
Stroke Amendments.
The House approved TMA’s resolution calling

for continued efforts through all appropriate

channels to achieve the separation of billing and
payments for professional fees from hospital

charges under insurance contracts written by the

health insurance industry. The resolution called

for the House to urge the American Hospital As-

sociation to assist the hospitals of the U.S. to

establish a system of uniform cost accounting and
billing. The resolution also pointed out that in the

administration of Public Law 89-97, which places

hospital-based specialists under Part B of the

Law, it will be necessary to change many insur-

ance contracts now in existence.

The report pointed out that a summary of

the proceedings of the House is published

in the JAMA, AMA NEWS and abstracted

in the TMA Journal and each delegate was
urged to study these reports as they occur,

since the policies and programs discussed

and adopted touch every practicing physi-

cian regardless of his specialty.

Report of Board of Directors of

TMA Student Education Fund

Robert M. Foote, M.D., Secretary

The Board of Directors of the Tennessee

Medical Association Student Education

Fund meets semi-annually and to date has

had a total of twenty-two medical students

who are receiving or have received loans

granted, totaling $35,200. The maximum of

$2,000 for a first year medical student and

$1,000 for any subsequent year has been ad-

hered to, and all recipients are residents of

Tennessee though they are enrolled in var-

ious medical schools throughout the coun-

try.

The report emphasized the benefits of the

fund; the excellent public relations, the

minimization of the ncessity for financial

affluence in order to attend medical school;

and the reflection of the obvious concern of

the physicians of the State of Tennessee for

the future of medical education. Since the

loan fund is constantly depleted due to the

need for this type of financial aid, it was re-

quested that individual contributions to the

fund be encouraged whenever possible, and

that the House of Delegates and the Board

of Trustees consider making more funds

available for this work if and when possi-

ble.

The special reports were referred to Ref-

erence Committee (B) on Reports of Spe-

cial Committees.

Election of Physician of the Year

DR. LEONARD WRIGHT EDWARDS,
Nashville, was named Outstanding Physi-

cian of the Year in Tennessee for 1966.

Announcements

The Speaker called attention to the loca-

tions where the Reference Committees
would meet and urged all members of the

House to appear before the respective

Reference Committee to present their

views concerning any of the reports and
resolutions.

There being no further business, the first

session of the House of Delegates recessed

at 5:25 p.m. until 9:00 A.M., Tuesday, April

19, 1966.

Tuesday Morning Session

April 19, 1966

The House of Delegates reconvened at

9:00 A.M. in the Civic Center Auditorium,

Gatlinburg, with Dr. J. Malcolm Aste,

Speaker of the House, presiding.

Dr. Thomas K. Ballard, Jackson, Chair-

man of the Credentials Committee, reported

a quorum of registered delegates present.

Introducfion of Guests

The Speaker introduced Mrs. C. C. Long
of Ozark, Arkansas, First Vice-President of

the Auxiliary to the American Medical As-

sociation.

Report of Nominating Committee
and Election of Officers

J. O. Williams, Jr., M.D., Chairman

President-Elect—K. M. Kressenberg, Pu-

laski

Speaker—House of Delegates—Tom E. Nes-

bitt, Nashville
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Vice-Speaker—House of Delegates—R. L.

DeSaussure, Memphis
Vice-President (East Tennessee)—Roy L.

McDonald, Oneida

Vice-President (Middle Tennessee)—B. K.

Hibbett, III, Nashville

Vice-President (West Tennessee)—Wm. T.

Satterfield, Memphis
Secretary—Robert M. Finks, Nashville

AMA Delegate (East Tennessee)—Wm. J.

Sheridan, Chattanooga (December, 1966)

AMA Alternate Delegate (East Tennessee)

—John H. Burkhart, Knoxville (Decem-

ber, 1966)

AMA Delegate (East Tennessee)—John H.

Burkhart, Knoxville (1967-69)

AMA Alternate Delegate (East Tennessee)

—Harmon L. Monroe, Erwin (1967-69)

TRUSTEES:

East Tennessee—Thomas J. Ellis, Johnson

City (1969)

Middle Tennessee—Charles A. Trahern,

Clarksville (1969)

West Tennessee—Oscar M. McCallum, Hen-
derson (1969)

West Tennessee—Francis H. Cole, Memphis
(1969)

COUNCILORS:

First District—J. J. Range, Johnson City

(1968)

Third District—Edward G. Johnson, Chat-

tanooga (1968)

Fifth District—John S. Derryberry, Shelby-

ville (1968)

Seventh District—Carson E. Taylor, Law-
renceburg (1968)

Ninth District—Byron O. Garner, Union
City (1968)

Tenth District—B. G. Mitchell, Memphis
(1967)

Nominees for Public Health Council: (One from
each Grand Division to be subsequently ap-

pointed by the Governor)

East Tennessee —John W. Adams, Chattanooga

Charles J. Wells, Elizabethton

James A. Burdette, Knoxville

West Tennessee —J. Kelley Avery, Union City

Leland M. Johnston, Jackson

Otis S. Warr, Memphis
Middle Tennessee—O. Morse Kochtitzky, Nash-

ville

W. G. Lyle, Clarksville

J. L. Willoughby, Franklin

Nominees for Board of Trustees of the State

Tuberculosis Hospitals: (Middle Tennessee—One
to be appointed by the Governor)

H. R. Anderson, Nashville

Geo. R. Mayfield, Jr., Columbia
Dawson W. Durrett, Clarksville

Nominees for Board of Directors—Tennessee
Hospital Association:

R. Van Fletcher, Chattanooga

George W. Shelton, Chattanooga

Robert W. Myers, Chattanooga

George G. Young, Chattanooga

O. B. Murray, Chattanooga

The House voted upon the nominees indi-

vidually and in each instance, the Speaker
called for additional nominations from the

floor. There were no nominations from the

floor and all nominees submitted by the

Committee were elected by the House of

Delegates.

The report of the Nominating Committee
was adopted as a whole.

Report of Reference Committee on

Amendments to Constitution and By-Laws

John H. Burkhart, M.D., Chairman

The Reference Committee considers all

proposed amendments to both the Constitu-

tion and the By-Laws. Under the required

waiting period, all Constitutional amend-
ments introduced in 1966 will be presented

for action by the House of Delegates in

1967. Amendments shown here are in the

form in which they were approved, reject-

ed, amended or deferred for action by the

House of Delegates. New language is

shown in black-faced type.

Amendment to Constitution—No. I

Amend Article VIII, Section 2 of the Con-

stitution, by deleting the words, “and no

Trustee shall be eligible immediately to suc-

ceed himself” and substituting the words,

“and shall hold office for not more than two
consecutive three-year terms”; and by in-

serting the sentence, “A Trustee elected to

complete an unexpired term shall be eligi-

ble for two additional terms.” Section 2 of

Article VIII would then read:

“The elected Trustees shall serve for a period

of three years, and shall hold office for not

more than two consecutive three- year terms.

A Trustee elected to complete an unexpired

term shall he eligible for two additional terms.

The Board of Trustees will organize by the

election of a Chairman, and a Treasurer from
the six elected as Trustees.”
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The Reference Committee recommended
that Amendment No. 1 to the Constitution

not be adopted since this would offer the

opportunity for the perpetuating of an indi-

vidual in this office for a number of years

inconsistent with the present policy of rota-

tion of individuals through other offices in

the Society.

TO BE ACTED UPON BY THE HOUSE
OF DELEGATES IN THE NEXT REGU-
LAR SESSION IN 1967.

Amendment to By-Laws—No. !

Amend Chapter II, Section 1, Paragraph 1

of the By-Laws by deleting the words, “be-

ginning on Monday preceding the second

Tuesday,” and by inserting the words, “on

the dates” following “in April” and preced-

ing “and at such place.” Amend Chapter

II, Section 1, Paragraph 2 by deleting the

last sentence, and combining Paragraphs 2

and 3. Section 1 of Chapter II would then

read:

“The Association shall hold an Annual Meeting
in April, on the dates and at such place as has

been fixed by the Board of Trustees, but it is

agreed that the meetings shall rotate annually

to Middle, West, and East Tennessee if possible.

“The House of Delegates shall meet annually at

the place of the Annual Meeting of the Associa-

tion. If the business interests of the Association

require, it may meet in advance of or remain in

session after the final adjournment of the gen-

eral meeting, such extraordinary sessions being

subject to the call of the Speaker of the House
of Delegates.”

The Reference Committee recommended
adoption of Amendment No. 1 to the By-

Laws.

ACTION: ADOPTED

Amendment to By-Laws—No. 2

Amend Chapter IV, Section 1 of the By-

Laws by deleting the second sentence.

Section 1 would then read:

“The House of Delegates shall meet annually at

the time and place of the Annual Meeting of

the Association. If the business interests of the

Association require, it may meet in advance of

or remain in session after the final adjourn-

ment of the General Meeting, such extraordi-

nary sessions being subject to the call of the

Speaker of the House of Delegates.”

The Reference Committee recommended

adoption of Amendment No. 2 to the By-

Laws.

ACTION: ADOPTED

Amendment to By-Laws—No. 3

Amend Chapter V, Section 3 of the By-

Laws by inserting the word “second” fol-

lowing the words, “shall be the first order

of business of the” and preceding “session

of the House of Delegates”; by placing a pe-

riod after “Delegates”; and by deleting the

words, “on the morning of the second day
of the General Meeting of the Association.”

Section 3 of Chapter V would then read:

“The report of the Nominating Committee and
the election of officers shall be the first order of

business of the second session of the House of

Delegates.”

The Reference Committee recommended
adoption of Amendment No. 3 to the By-

Laws.

ACTION: ADOPTED

Amendment to By-Laws—No. 4

Amend Chapter VII, Section 1 of the By-

Laws by deleting the second sentence in en-

tirety and substituting as the second sen-

tence, “Following the election of Councilors

in the second session of the House of Dele-

gates, the Council shall meet for organiza-

tion, and for the outlining of work for the

ensuing year.” Section 1 of Chapter VII

would then read:

“The Council shall hold meetings during the

Annual Meeting of the Association, and at such

other times as necessity may require, subject to

the call of the Chairman or on petition of three

Councilors. Following the election of Counci-

lors in the second session of the House of Dele-

gates, the Council shall meet for organization,

and for the outlining of work for the ensuing

year. At this meeting it shall keep a perma-
nent record of its proceedings. Five Councilors

shall constitute a quorum.”

The Reference Committee recommended
adoption of Amendment No. 4 to the By-

Laws.

ACTION: ADOPTED

Amendment to By-Laws—No. 5

Amend Chapter IV, Section 5 of the By-

Laws by deleting the words, “and only first

class transportation for alternate delegates

once a year,” and substituting the words,
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“and the extent of payment of expenses to

alternate delegates shall be determined by

the Board of Trustees.” Section 4 of Chap-

ter IV would then read:

“It shall elect representatives to the House of

Delegates of the American Medical Association

in accordance with the Constitution and By-
Laws of that body, for a period of two years,

no two residing in the same grand division of

the state, except when more than three dele-

gates are authorized. The Association shall pay
the expenses of each Delegate representing the

Association at the American Medical Associa-

tion meetings, and the extent of payment of ex-

penses to alternate delegates shall be deter-

mined by the Board of Trustees.”

The Reference Committee recommended
adoption of Amendment No. 5 to the By-

Laws.

ACTION: ADOPTED

Amendment to By-Laws—No. 6

Amend Chapter VIII, Section 18 of the By-

Laws by deleting Paragraphs 3 and 4.

Section 18, Paragraph 3: “This Committee shall

have a full-time Secretary who will be the

Public Service Director and who shall be a

member of the Central Office staff. He shall be

responsible for the conduct of the activities of

the Committee throughout the State and he will

assist with the other field services of the Asso-

ciation.”

Section 18, Paragraph 4: “The Public Service

Director shall be employed or removed without

assignment of cause by the Board of Trustees

upon recommendation of the Communications

and Public Service Committee. His salary shall

be determined by the Board of Trustees.”

The Reference Committee recommended
adoption of Amendment No. 6 to the By-

Laws.

ACTION: ADOPTED

Amendment to By-Laws—No. 7

Amend Chapter VI, Section 1 of the By-

Laws by inserting two sentences: “In the

event of his death, resignation, inability to

serve or removal from office, the President-

Elect shall succeed to the Presidency. Such
a circumstance shall not prevent the Presi-

dent-Elect from then serving as President

during the term for which he was original-

ly elected, unless he has been required to

serve more than three-quarters of his

predecessor’s Term.” Amend Chapter VI,

Section 2 by deleting the second sentence in

entirety. Section 1 and Section 2 of Chap-
ter VI would then read:

“The President, or his appointees, shall preside

at all meetings of the Association. He shall ap-
point all members of Committees not otherwise
provided for, shall deliver an Annual Address
at such time as may be arranged, shall give a

deciding vote in case of a tie, and shall perform
such other duties as custom and parliamentary

usage may require. He shall be the head of the

profession of the State during his term of office,

and, as far as practicable, shall visit, by invita-

tion, the various component societies and assist

the Councilors in building up these societies

and in making their work more practical and
useful. In the event of his death, resignation,

inability to serve, or removal from office, the

President-Elect shall succeed to the Presidency.

Such a circumstance shall not prevent the

President-Elect from then serving as President

during the term for which he was originally

elected, unless he has been required to serve

more than three-quarters of his predecessor’s

term. The retiring President shall be ex-officio

a member of the Board of Trustees for one

year.

“The Vice-Presidents shall assist the President

in the discharge of his duties, as requested by
the President.”

The Reference Committee recommended
that Amendment No. 7 to the By-Laws be

amended by deleting the words, “unless he

has been required to serve more than three-

quarters of his predecessor’s term.” The
Committee recommended adoption of

Amendment No. 7 as amended.

ACTION: AMENDMENT NO. 7 TO THE
BY-LAWS WAS ADOPTED AS AMEND-
ED BY THE REFERENCE COMMITTEE.

Amendment to By-Laws—No. 8

Amend Chapter VI of the By-Laws, Section

3, by deleting Sentence 3 which reads: “All

funds shall be deposited in a State or Na-

tional Bank.” and substituting the follow-

ing sentences: “All funds shall be deposited

in a State or National Bank, Savings &
Loan Association or invested in such mort-

gages, bonds, preferred or common stocks,

or mutual funds, as are considered by the

Board of Trustees as prudent men to be suit-

able for the purposes of the Tennessee

Medical Association. The Board of Trus-

tees shall direct its finance Committee to

procure professional financial advice as is

deemed necessary in the management of

the funds of the Association.” Amend Sen-
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tence 4 by substituting the words, “The

Treasurer” at the beginning of the sentence

for the word, “He.” Section 3 of Chapter

VI would then read:

“The Treasurer shall give bond for the trust re-

posed in him, for such amount as the remaining

members of the Board of Trustees may name,

said bond to be made by a regular bonding

company, and paid for by the Association. He
shall demand and receive all funds due the As-

sociation, together with bequests and donations.

All funds shall be deposited in a State or Na-

tional Bank, Savings & Loan Association or in-

vested in such mortgages, bonds, preferred or

common stocks, or mutual funds, as are consid-

ered by the Board of Trustees as prudent men
to be suitable for the purposes of the Tennessee

Medical Association. The Board of Trustees

shall direct its Finance Committee to procure

professional financial advice as is deemed nec-

essary in the management of the funds of the

Association. The Treasurer shall pay money

out of the treasury on bills certified to by him

or the Executive Director of the Association

only; he shall subject his accounts to such ex-

amination as the House of Delegates may or-

der; he shall annually render an account of his

acts and of the state of the funds in his hands.

The Reference Committee believed that

such a departure from present practices

should be more thoroughly studied by the

Board of Trustees and recommended that

no action be taken by the House of Dele-

gates at the present time.

ACTION. THE HOUSE OF DELEGATES
ACCEPTED THE RECOMMENDATION
OF THE REFERENCE COMMITTEE ON
AMENDMENT NO. 8 TO THE BY-LAWS.

The report of the Reference Committee

on Amendments to the Constitution and

By-Laws was adopted as a whole.

REPORT OF REFERENCE COMMITTEE
ON RESOLUTIONS

Wm. T. Satterfield, M.D.,, Chairman

The Reference Committee on Resolutions

has the option of recommending a resolu-

tion for adoption or rejection, for adoption

as amended or substituted, or for no action.

The Resolutions shown are in the form in

which the House of Delegates adopted or

rejected them.

RESOLUTION NO. 1-66

Increase in Tennessee Medical

Association Dues

By: John C. Burch, M.D., Chairman,

Board of Trustees & Treasurer

WHEREAS, at the regular quarterly meeting in

October, 1965, the Board of Trustees after long

study and examination of the facts, has found
that the financial resources of the Association

are not sufficient to conduct the programs, activi-

ties and responsibilities of the Association, and
WHEREAS, the Association is faced with the

situation in which expenses are rising but income
is not increasing, making it necessary to use re-

serves from previous years to bring the 1966 bud-
get into balance, and
WHEREAS, Tennessee is currently one of the

State Medical Associations in the Southeast and
the United States with the lowest dues in the na-

tion, and
WHEREAS, Medicine faces its time of greatest

challenge, and has found it necessary to expand
existing programs as well as to initiate additional

activities, and the Tennessee Medical Association

has taken appropriate steps to initiate the neces-

sary action to meet many of these problems; now
therefore be it

RESOLVED, that the Board of Trustees of the

Tennessee Medical Association unanimously rec-

ommends and urges the House of Delegates to

approve an increase in the Tennessee Medical As-
sociation’s annual dues in the amount of $15.00

per year per member, to become effective Janu-
ary 1, 1967, after which the annual TMA dues

will be $55.00 per member per year.

The Reference Committee on Resolutions

recommended adoption of Resolution No. 1-

66 .

ACTION: ADOPTED

RESOLUTION NO. 2-66

Revision of the Workmen's Compensation System

By: Harmon L. Monroe, M.D., Chairman,

Committee on Occupational Health

WHEREAS, the Workmen’s Compensation pro-

gram and laws began over fifty years ago for the

sole purpose of aiding the injured worker to re-

cover from his injuries and return to his job, and
WHEREAS, these laws have been amended

from time to time with increased monetary
benefits the prime consideration, and
WHEREAS, there is an ever increasing number

of disease entities that are actually occupational

in origin or are so declared by some of our

courts, and
WHEREAS, impairment has become synony-

mous with disability in the minds of most people,

professional as well as non-professional, so that a
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rapidly increasing number of Workmen’s Com-
pensation claims are adversary litigations and are

settled on a purely monetary basis, and physi-

cians are caught up in the procedure with a feel-

ing of frustration and disgust at the turn of

events, and
WHEREAS, the employer is rapidly becoming

more and more reluctant to employ a person with

a known or detectable impairment because of the

feat of litigation in the dim future arising as a re-

sult of aggravation, real or alleged, or a pre-exist-

ing impairment, and
WHEREAS, the healing arts professions, utiliz-

ing the knowledge and skills at hand and collab-

orating with the Division of Vocational Rehabili-

tation of the Department of Education, can pre-

vent the vast majority of impairments becoming

true disabilities, and
WHEREAS, we believe that creativity and pro-

ductivity are not to be equated with freedom

from physical abnormality or impairment and

that burden should not be added to burden and

we recognize that depriving citizens of the op-

portunity for self-support places a severe eco-

nomic burden on the community, state and nation

and creates an unwholesome familial and cultural

pattern for oncoming generations, and

WHEREAS, we are dedicated to the philosophy

that an individual should have the opportunity to

be productive and self-sufficient, to the limit of

his ability and desire; now therefore be it

RESOLVED, that the Legislative and Public

Policy Committee of the Tennessee Medical Asso-

ciation prepare and present to the next General

Assembly of the State of Tennessee a resolution

requesting that the Legislative Council be direct-

ed to make a complete and detailed study of our

present Workmen’s Compensation system and

make recommendations for new laws that would
enable the employee and employer to receive the

maximum benefits and productivity possible un-

der our free-enterprise system.

The Reference Committee on Resolutions

recommended adoption of Resolution No.

2 -66 .

ACTION: ADOPTED

RESOLUTION NO. 3-66

Authority to the Group Insurance Committee
to Change Either the Administrator or

Insurance Company, or Both, in the Major
Hospital (Medical) Group

By: Wm. T. Satterfield, M.D.

Chairman, Group Insurance Committee

(An amendment recommended by the Ref-

erence Committee and included in the fol-

lowing resolution, is shown in black-faced

type.)

WHEREAS, nationally and in Tennessee, there

have been, and are impending, benefit changes

and rate changes covering Major Hospital (Medi-
cal) groups, and
WHEREAS, any changes in the present TMA

Group will probably not be known until sixty

days before the renewal of the contract on Sep-

tember 1st, and
WHEREAS, no change of either Administrator

or Insurance Carrier would be made without pro-

tection of present members’ coverages, and
WHEREAS, to protect members’ interests and

to obtain the best benefits and rates available, it

may be necessary to make a new contract or to

change Administrator or Insurance Company, or

both, before the next meeting of this House of

Delegates; now therefore be it

RESOLVED, by the House of Delegates of the

Tennessee Medical Association that its Group In-

surance Committee in consultation with the Exe-
cutive Committee of the Board of Trustees be giv-

en authority to change Administrator or Insur-

ance Carrier, or both of the TMA Group Major
Hospital (Medical), provided that the Committee
protects the interests of the present members cov-

ered in any change.

The Reference Committee recommended
adoption of Resolution No. 3-66 as amend-
ed.

ACTION: ADOPTED AS AMENDED

RESOLUTION NO. 4-66

Health Programs for Medically Indigent

in Tennessee

By: John H. Burkhart, M.D., President

(An amendment, recommended by the Ref-

erence Committee and included in the fol-

lowing resolution, is shown in black-faced

type. )

WHEREAS, high quality health care for every-

one is necessary and desirable, regardless of their

ability to pay, and
WHEREAS, medical care of all persons in Ten-

nessee is a matter of vital concern to physicians,

and those persons who are unable to pay for med-
ical care are the responsibility of all citizens, and
WHEREAS, medical care for these persons

should be furnished through a program of general

taxation, with the program being directed by
medical personnel; now therefore be it

RESOLVED, that the Tennessee Medical Asso-

ciation in this session of the House of Delegates

go on record favoring the full implementation of

all programs that come under Title XIX of Public

Law 89-97, with the medical services under Title

XIX to be provided and administered by the

State Government of Tennessee, and be it further

RESOLVED, that such medical services should

be administered either by the Department of Pub-
lic Health or its designated agency, and that the

program be directed by a physician, and be it fur-

ther
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RESOLVED, that in any program established,

the payment for physicians’ services shall be in-

cluded and that reimbursement to physicians for

their services should be on a usual and customary

fee basis, and be it further

RESOLVED, that the state plan be established

and implemented at the earliest possible date.

The Reference Committee recommended
adoption of Resolution No. 4-66 as amend-

ed.

ACTION: ADOPTED AS AMENDED

RESOLUTION NO. 5-66

Licensing of Children to

Operate Motorcycles

By: B. G. Mitchell, M.D.

Memphis-Shelby County Medical Society

WHEREAS, the riding of motorcycles and simi-

lar vehicles is considered extremely hazardous

under modern traffic conditions, and
WHEREAS, the State of Tennessee is now li-

censing children between the ages of fourteen

and sixteen years to operate such vehicles on

the streets and highways of this state with the

permission of the parents with a motor which
produces more than five horsepower, and
WHEREAS, several manufacturers now produce

such a motor-driven cycle capable of speeds in

excess of fifty miles per hour, and

WHEREAS, statistical analysis of accidents in

Memphis and Shelby County during 1965 reveals

the startling fact that one vehicle out of every

eight licensed in this category were involved in

an accident in that calendar year, and

WHEREAS, of the three hundred sixty-six

(366) accidents in which motor-driven cycles

were involved in 1965 approximately one fourth

said cycles were being operated by children under
the age of 15 years. And in approximately sixty

percent (60%) of all accidents the operator of the

cycle was 19 years of age or younger, and

WHEREAS, manufacturers, both domestic and

foreign, are producing motor-driven cycles at a

higher rate and at a lower price, enabling many
children to purchase such vehicles with parental

consent, and

WHEREAS, the operation of such motor-driven

cycles obviously requires skill and dexterity

which these children cannot possibly attain; now
therefore be it

RESOLVED, that the House of Delegates of the

Tennessee Medical Association, in the interest of

safety and health of these children, hereby re-

spectfully requests the Governor of Tennessee to

exert all possible influence of his office to elimi-

nate the licensing of children under the age of

sixteen years in the operation of motor-driven

cycles, and be it further

RESOLVED, that the Department of Safety of

the State of Tennessee study carefully the inci-

dence of crippling injuries and death in the oper-

ation of such vehicles by all young people under

the age of twenty-one years for the purpose of

corrective legislation.

The Reference Committee on Resolutions

recommended adoption of Resolution No. 5-

66

ACTION: ADOPTED

RESOLUTION NO. 6-66

Title XIX—Social Security Amendments— 1965

By: Memphis-Shelby County Delegation

WHEREAS, Title XIX of the Social Security

Amendments of 1965 requires that each state des-

ignate a single state agency to administer medi-

cal assistance provided under this title, and
WHEREAS, it is desirable that medical assist-

ance programs be administered by medically

trained and experienced personnel, and
WHEREAS, the Tennessee Department of Pub-

lic Health is a medically administered agency and
has the capability of expanding its professional

staff as necessary to administer the medical as-

sistance programs under Title XIX, and
WHEREAS, the Memphis and Shelby County

Medical Society has taken action to designate the

Tennessee Department of Public Health as the

state agency to administer Title XIX of the Medi-

care Act, and to have similar action taken in the

House of Delegates of the Tennessee Medical As-

sociation; now therefore be it

RESOLVED, that the Tennessee Medical Associa-

tion recommends that the Tennessee Department

of Public Health be designated as the agency of

State Government to administer the medical as-

sistance programs under Title XIX in Tennessee;

and be it further

RESOLVED, that a copy of this Resolution be

forwarded to the Governor of Tennessee.

The Reference Committee on Resolutions

recommended adoption of Resolution No. 6-

66 .

ACTION: ADOPTED

RESOLUTION NO. 7-66

Reaffirmation of Policy on Corporate
Practice of Medicine

By: The Council, the Board of Trustees of

the Tennessee Medical Association, the

Tennessee Radiological Society, the Ten-

nessee Society of Pathologists, and the

Tennessee State Society of

Anestheologists

(Amendments ,
recommended by the Ref-

erence Committee and included in the fol-
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lowing resolution, are shown in black-faced,

type. The statement referred to as at-

tached to the resolution may be obtained

from the TMA Headquarters Office.)

WHEREAS, The Tennessee Medical Association

has heretofore adopted the policy that compensa-
tion of a physician by a hospital on a salary or

percentage basis is unethical, such policy being

outlined in the attached “Statement on the Rela-

tionships between Physicians and Hospitals and

the Corporate Practice of Medicine”; and
WHEREAS, the Association is advised that such

method of compensation is illegal as well as un-

ethical; and
WHEREAS, such expressions of policy by the

Tennessee Medical Association are in conformity

with long-established policy of the American
Medical Association and have been ratified and

approved by The Tennessee Radiological Society,

The Tennessee Society of Pathologists, and The
Tennessee State Society of Anesthesiologists; now
therefore be it

RESOLVED jointly by the Council, Board of

Trustees, and House of Delegates of THE TEN-
NESSEE MEDICAL ASSOCIATION and by THE
TENNESSEE RADIOLOGICAL SOCIETY, THE
TENNESSEE SOCIETY OF PATHOLOGISTS,
and THE TENNESSEE STATE SOCIETY OF AN-
ESTHESIOLOGISTS, that previous enunciations

of policy by the Tennessee Medical Association as

set forth in the attached Statement be, and they

are hereby, ratified, approved and confirmed in

the strongest possible terms; that the principles

set forth in such expressions of policy be imple-

mented to the fullest possible extent and as soon

as practicable; that in the transition period during

which contractual arrangements between physi-

cians and hospitals are being revised in accor-

dance with such policy the Council be permitted

to approve such reasonable temporary measures
implemented on or before June 30, 1966, which
are consistent with the principle that a corpora-

tion may not merchandise the services of a physi-

cian which are an integral part of a contract,

which specifically provides for a full implementa-
tion of the above mentioned principles.

The Reference Committee recommended
adoption of Resolution No. 7-66 as amend-
ed.

ACTION: ADOPTED AS AMENDED

RESOLUTION NO. 8-66

To Discontinue Service Benefits

Under the Tennessee Plan

By: B. K. Hibbett, III, M.D., Chairman
Committee on Health Insurance

WHEREAS, most health insurance plans have
been greatly expanded, covering more benefits to

the public than ever before, and

WHEREAS, present trends are such that gov-

ernment intervention in financing health care is

playing a greater part in the economic life of all

citizens to the end that federal and state funds

are having a profound effect upon existing health

insurance plans, and
WHEREAS, the broadening of medical knowl-

edge and development of new techniques has re-

sulted in advanced types of medical procedures

that are being performed today, not known in

previous years when many health insurance plans

were originated, and
WHEREAS, the existing Tennessee Plan was

established in 1949 and has basically continued

since that time in its present format, and
WHEREAS, the Health Insurance Committee of

the Tennessee Medical Association has intensively

studied the effectiveness of the Tennessee Plan in

this state during the past twelve months, and
WHEREAS, at a meeting of the Health Insur-

ance Committee of the Tennessee Medical Asso^
ciation on March 27th, the Committee adopted ac-

tion to recommend to the House of Delegates that

major changes in the existing Tenneseee Plan be

made; now therefore be it

RESOLVED, that the service benefits aspect of

the Tennessee Plan be discontinued, along with

the riders of in-hospital medical care, anesthesia,

and radiological services; and be it further

RESOLVED, that a deadline of May 1, 1967, be

established as the date that this action be accom-
plished; and be it further

RESOLVED, that all underwriters of the Ten-
nessee Plan be notified that upon the anniversary

dates of any policies in effect, that revision be

made so that all existing contracts now in effect

will terminate not later than May 1, 1967; and be

it further

RESOLVED, that all participating physician

agreements with the Tennessee Medical Associa-

tion terminate by May 1, 1967.

The Reference Committee on Resolutions

recommended adoption of Resolution No. 8-

66 .

ACTION: ADOPTED

RESOLUTION NO. 9-66

Establishment of a Relative Value System

By: B. K. Hibbett, III, M.D., Chairman

Committee on Health Insurance

WHEREAS, the Health Insurance Committee,

after much study, believes that to organize a

broad comprehensive health insurance plan with

non-service benefits, a relative value system is

necessary, and
WHEREAS, in order to have some standardiza-

tion over the State of Tennessee regarding the

implementation of future health insurance plans,

and
WHEREAS, to have some mechanism by which
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insurance companies may work on health insur-

ance plans, now therefore be it

RESOLVED, that the House of Delegates of the

Tennessee Medical Association authorize the

Health Insurance Committee to establish a rela-

tive value system for the State of Tennessee and

submit this to the House of Delegates at a later

date for their approval.

Recommendation: The Reference Com-
mittee commended the Health Insurance

Committee for its efforts and recommended
that it continue to study the development

of a relative value system and submit it to

the Board of Trustees for their considera-

tion. The Committee recommended that no

action be taken on Resolution No. 9-66 at

the present time.

ACTION: THE HOUSE OF DELEGATES
APPROVED THE RECOMMEN-
DATION OF THE REFERENCE
COMMITTEE AND NO ACTION
WAS TAKEN ON RESOLUTION
NO. 9-66.

RESOLUTION NO. 10-66

Formation of a Comprehensive Health Insurance

Plan With Reimbursements to Physicians Being

Made According to the Usual and
Customary Fees

By: B. K. Hibbett, III, M.D., Chairman
Committee on Health Insurance

(The Reference Committee recommended
that Resolution No. 10-66 he amended by

deleting the last Whereas and by deleting

the words, “using the relative value system

it is now working on,” in the Resolve.

These deletions have been made in the fol-

lowing resolution.)

WHEREAS, the House of Delegates of the

American Medical Association approved the usual

and customary fee concept as the basis for reim-

bursing physicians participating in health pro-

grams financed with federal monies; and urged

the individual physician to adopt the usual and
customary fee concept to all third parties, and
WHEREAS, the Board of Trustees of the Ten-

nesseee Medical Association has adopted policy

that all governmental programs, federal and state,

and will so recommend to this House of Dele-

gates, that physicians should be reimbursed ac-

cording to the usual and customary fee within the

community without reference to any existing pay-
ment schedule, and
WHEREAS, the House of Delegates of the Ten-

nessee Medical Association, in April, 1965, direct-

ed the Health Insurance Committee to investigate,

stimulate and help organize a broad more com-

prehensive service plan at the state level by
correlating local plans, and
WHEREAS, the Health Insurance Committee

has worked diligently to proceed toward establish-

ing a broad more comprehensive service plan,

now therefore be it

RESOLVED, that the House of Delegates au-

thorize the Health Insurance Committee to set up
a comprehensive health insurance (non-service)

plan with reimbursements being made to physi-

cians according to their usual and customary fees

in their respective medical communities.

The Reference Committee recommended
adoption of Resolution No. 10-66 as amend-
ed.

ACTION: ADOPTED AS AMENDED BY
REFERENCE COMMITTEE

RESOLUTION NO. I 1-66

Reimbursement to Physicians for Services on

Utilization Review Under P.L. 89-97

By: Williamson County Medical Society

WHEREAS, Public Law 89-97 of the 89th Con-
gress has established a Health Insurance Program
for the Aged and made provisions for certain oth-

er payments in the medical and paramedical

fields, and
WHEREAS, Public Law 89-97 provides for the

payment to any provider of services with respect

to services for which payment may be made of

reasonable cost of such services, and
WHEREAS, Section 1861 (j.) (8) and (k.) re-

quires each hospital to have in effect a utiliza-

tion review plan and defines such a plan, and
WHEREAS, the establishment of such a plan

in a hospital without a resident house staff will

necessarily place a heavy burden on two or more
physicians in th community causing such physi-

cian members to lose valuable time that normally

would be devoted to patient care; now therefore

be it

RESOLVED, that reasonable compensation for

the physician’s time necessary for service on the

Utilization Review Committee be defined as a le-

gitimate charge against overhead operating cost

of the hospital and, therefore, a part of “reasona-

ble cost”; and be it further

RESOLVED, that a similar resolution be intro-

duced in the House of Delegates of the American
Medical Association’s next annual meeting in

June, 1966, for adoption as a part of our Ameri-

can Medical Association’s policy.

The Reference Committee on Resolutions

recommended that Resolution No. 11-66 not

be adopted.

ACTION: THE HOUSE APPROVED THE
REFERENCE COMMITTEE REC-
OMMENDATION AND RESO-
LUTION NO. 11-66 WAS NOT
ADOPTED.
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RESOLUTION NO. 12-66

Re The University of Tennessee

Medical School

By: Memphis-Shelby County Delegation

WHEREAS, upon careful and considered study

by the Liaison Committee of the Memphis and

Shelby County Medical Society investigation has

shown that the University of Tennessee Medical

School is at present straining its facilities to re-

main accredited, and that the school urgently and

immediately needs upgrading of the number of

faculty, number and size of classrooms and lab-

oratories, library facilities, and teaching equip-

ment if the school is to continue as a quality

medical school, and
WHEREAS, it is the duty of the local medical

school administrators, the Board of Trustees and

the President of the University of Tennessee, and

the Governor of Tennessee to promote the im-

provement of the quality of the University Medi-

cal School; now therefore be it

RESOLVED, that the Memphis and Shelby

County Medical Society recommends the alloca-

tion of sufficient funds as soon as possible to in-

sure continued accreditation and advance a foun-

dation for attainment of a quality medical school

of commensurate stature with other medical

schools; and be it further

RESOLVED, that this resolution be supported

and adopted at this annual session by the Tennes-

see Medical Association’s House of Delegates.

The Reference Committee on Resolutions

recommended adoption of Resolution No.

12 -66 .

ACTION: ADOPTED

RESOLUTION NO. 13-66

Charges for Handling Third Party Forms

By: Nashville Academy of Medicine

Delegation

WHEREAS, third party forms, such as insur-

ance forms, are requiring an ever-increasing am-
ount of the physician’s time and are involving

significant clerical expense, and
WHEREAS, third party forms may be needed

for hospital, medical, or surgical benefits; for

medico-legal purposes; or for various forms of

disability compensation; now therefore be it

RESOLVED, that all such forms or reports

which are needed for medico-legal purposes or

for disability compensation be filled out at a rea-

sonable and customary charge to the patient, to

the insurance company or to any other agency re-

questing information, and be it further

RESOLVED, that the initial form for hospital,

medical or surgical benefits be filled out free of

charge, but that all subsequent forms, where re-

quested, be filled out at the patient’s expense or

at third party expense at the discretion of the

physician, and be it further

RESOLVED, that the Tennessee Medical Asso-

ciation endorse as ethical this concept of reasona-

ble charges to patients and other parties for cleri-

cal services and that this resolution be distributed

to the Health Insurance Council, to all insurance

companies operating in Tennessee, to the Welfare

Department, to the Public Health Department,

and to the Division of Vocational Rehabilitation,

and be it further

RESOLVED, that a similar resolution be intro-

duced in the American Medical Association’s

House of Delegates at its next annual meeting in

June, 1966, for adoption as a part of the Ameri-
can Medical Association’s policy.

The Reference Committee recommended
that Resolution No. 13-66 not be adopted

since it was believed that this is the respon-

sibility of the individual physician.

ACTION: THE HOUSE OF DELEGATES
APPROVED THE RECOMMEN-
DATION OF THE REFERENCE
COMMITTEE AND RESOLU-
TION NO. 13-66 WAS NOT
ADOPTED.

RESOLUTION NO. 14-66

Professional Fees for Medicare and
Other Government Sponsored Medical Plans

By: Memphis-Shelby County Medical

Society

(Amendments, recommended by the Refer-

ence Committee and included in the follow-

ing resolution, are shown in blackfaced

type.)

WHEREAS, the physicians of the State of Ten-
nessee are in agreement with the action of the

House of Delegates of the American Medical As-
sociation, June, 1965—“It is recommended that

when government assumes financial responsibility

for an individual’s health care, reimbursement for

professional services should be on the same basis

as in the case of other indispensable elements of

health care. Therefore, reimbursement for the

services of physicians participating in government

sponsored programs should be on the basis of

usual and customary fees,” and
WHEREAS, the physicians of the State of Ten-

nessee and several private insurance carriers in

the state, who presently compensate physicians on

the basis of usual and customary fees, have estab-

lished that such programs are mutually advanta-

geous to the patient, insurance carrier and physi-

cian, and the costs of such programs are reasona-

ble and are less than insurance programs that

provide fixed fees for service, and
WHEREAS, the P.L. 89-97 (Section 1842-D,
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page 26) states that “the customary and reasona-

ble fees” for physicians shall be paid for services

rendered, and
WHEREAS, private insurance carriers serving

as fiscal intermediaries for Part B of the Medi-
care Law for other states plan to pay the usual

and customary fee for professional services ren-

dered; now therefore be it

RESOLVED, that the Tennessee Medical Asso-

ciation hereby specifically endorses the action of

the AMA to the effect that “it is recommended
that when government assumes financial responsi-

bility for an individual’s health care, reimburse-
ment for professional services should be on the

same basis as in the case of other indispensable

elements of health care. Therefore, reimburse-
ment for the services of physicians participating

in government supported programs should be on
the basis of usual and customary fees,” and be it

further

RESOLVED, that the TMA directs constituent

societies to establish Review Committees to deter-

mine whether a particular fee is usual, customary
and reasonable when requested. If no such medi-
cal society committee exists in the area, a review

committee of the Tennessee Medical Association

will serve this function.

The Reference Committee recommended
adoption of Resolution No. 14-66 as amend-
ed.

ACTION: ADOPTED AS AMENDED

RESOLUTION NO. 15-66

Home Health Service Under Medicare

By: Home Health Service Under Medicare

WHEREAS, the Montgomery County Medical
Society has become cognizant of the approach the

Tennessee Department of Public Health has had
to take to “home health services” under P.L. 89-

97, Parts I-B and I-C and Tennessee State Law,
and
WHEREAS, we decry a proposal that would

further expand governmental control of medical

services by one government agency rendering a

fee to another government agency; the private pa-

tient only being a pawn in the process; and
WHEREAS, by utilizing funds received under

this plan, the local health departments would be

placed in a position of actively competing with

other health agencies and hospitals for nurses to

fulfill this program; and
WHEREAS, after due consideration and repeat-

ed deliberation, the Montgomery County Medical

Society feels that the proposed plan for the par-

ticipation of the Tennessee Department of Public

Health and the local health departments in pro-

viding these services is basically undesirable;

therefore be it

RESOLVED, that the Tennessee Medical Asso-

ciation encourage and stimulate the formation

and operation of private nursing concerns which

would fulfill the criteria of a “home health agen-

cy” under P.L. 89-97; Part I-C; and be it further

RESOLVED, that copies of this resolution be

sent to: (1) The Commissioner of Public Health

of the State of Tennessee; (2) The Tennessee
Nurses Association; and (3) that a similar resolu-

tion as this be introduced by the Tennessee Dele-

gation in the June session of the House of Dele-

gates of the American Medical Association.

The Reference Committee on Resolutions

recommended adoption of Resolution No.

15-66.

ACTION: RESOLUTION NO. 15-66 WAS
NOT ADOPTED BY THE
HOUSE OF DELEGATES.

RESOLUTION NO. 16-66

H.R. 12937 Introduced in 89th Congress to

Revise Existing Laws Relating to the

Practice of Optometry in the

District of Columbia

By: Legislative Committee of the

Tennessee Academy of Ophthalmology

WHEREAS, the Bill H.R. 12937 has been intro-

duced into the House of Representatives of the

89th Congress to revise the existing law relating

to the practice of optometry in the District of

Columbia; and
WHEREAS, this bill would re-define optometry

to include other areas presently accepted as being

part of the practice of medicine; and
WHEREAS, this bill would declare optometry

to be a learned profession and attempt to place

optometry on an equal par with medicine; and
WHEREAS, the definition of optometry as con-

tained in this bill would prohibit and prevent all

physicians’ assistants, such as nurses, technicians

and aids from performing their necessary duties,

including visual acuity and visual field determina-

tions, and other similar delegated tasks; and
WHEREAS, a provision of the bill, which would

require an individual to secure from his physician

a written prescription to replace a broken frame
or duplicate a damage lens, would serve no public

good and would act only as a restraint of trade

on Opticians (who dispense eyeglasses); and
WHEREAS, it is believed that this bill is spon-

sored by organized optometry on a national basis

as a model for future attempts at similar legisla-

tion by optometry in the various states, and as a

model to be used by various other paramedical

groups (such as chiropracty and podiatry) in their

attempts at legislating themselves into the practice

of medicine; now therefore be it

RESOLVED, that the Tennessee Medical Asso-

ciation go on record as opposing the enactment of

this bill; and be it further

RESOLVED, that copies of this resolution be

forwarded by the Executive Secretary of this As-

sociation to all members of the Tennessee

Congressional Delegation; and be it further
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RESOLVED, that the Executive Secretary of

this Association be directed to forward a copy of

this resolution to the American Medical Associa-

tion with the recommendation that all its

influence be brought to bear to defeat this bill;

and be it further

RESOLVED, that the Tennessee Delegation to

the American Medical Association be instructed

to introduce a resolution to this same effect in the

House of Delegates of AMA in the annual session,

June 1966; and be it further

RESOLVED, that if this bill is enacted, it

should be modified in accordance with the pro-

posals of the District of Columbia Medical Society

which have been given in testimony before the

House District Committee.

The Reference Committee recommended
adoption of Resolution No. 16-66.

ACTION: ADOPTED
The report of the Reference Committee

on Resolutions was adopted, with the ex-

ception of the recommendation on Resolu-

tion No. 15-66.

REPORT OF REFERENCE COMMITTEE
ON REPORTS OF OFFICERS

Robert M. Finks, M.D., Chairman

Report of the President

“This report reflects accurately the many stim-

ulating challenges, duties and opportunities in-

cumbent in the office of President of this Associa-

tion and that Dr. Burkhart has met these well as

obvious from this report. It is a report of prog-

ress for our Association and at the same time, it

is a challenge for us to rally from the depths of

despair that resulted from the adoption of the

Medicare program. It is an effort to mobilize the

profession to combat further socialization. The
Reference Committee on Reports of Officers

moves that Dr. Burkhart’s report be adopted with
commendation for a job well done.”

ACTION: ADOPTED

Report of the Secretary

“The Secretary’s report in reality is a report of

the duties assigned to one member of the Board
of Trustees and reflects some of the duties of the

Trustees. Being a member of the Board of Trus-
tees is a primary function of the Secretary. It is

recommended that this report be adopted and it is

so moved.”

ACTION: ADOPTED

Report of the Board of Trustees

“The report of the Board of Trustees reflects a

tremendous volume of work, time and dedicated

effort expended by this capable group of Officers

in behalf of organized medicine, the public wel-
fare and the individual practitioner of medicine.

The variety and complexity of problems resolved

by the Trustees continues to increase and we are

most fortunate to have this very talented group
of Trustees. Their work as outlined in this re-

port is commended. Your Reference Committee
concurs and recommends adoption by the House
of Delegates of the policy statement of the Board
of Trustees contained in the report of the Board.
The recommendation of the Board calls for the

House to adopt this policy by the Tennessee Med-
ical Association, that all governmental programs,
federal and state, reimburse physicians according

to the usual and customary fee within the com-
munity without reference to any existing pay-
ment schedule as a basis. This applies to Public

Law 89-97 (Medicare). It also would be TMA’s
policy in any program of health care financed

through federal funds. It should be particularly

emphasized that this also would apply to the De-
pendents’ Medical Care Program contract which
TMA now participates in with the Department of

Defense. Any new contract or arrangement for

this program should follow the policy statement

and the Reference Committee strongly recom-
mends adoption of this statement to the House of

Delegates. Your Committee recommends the

adoption of the Report of the Board of Trustees.”

ACTION: ADOPTED

Report of the Treasurer

“The Treasurer’s report accurately reflects the

financial position of your Association and the need
for an increase in dues to meet the rising cost

of running this Association. We strongly en-

courage adoption of this resolution for an in-

crease in dues. The report is approved as sub-

mitted and we would like to move its adoption.”

ACTION: ADOPTED

Report of the Council

“This report of the Council is one of the most
significant and important reports presented to

this House of Delegates. It is a sound reasoned

report that meets firmly and unequivocably the

problem of corporate practice of medicine. The
Council’s recommendation that the TMA arrange

to aid these physicians with financial assistance

for legal aid or whatever administrative support

they need is a sound one. In this report, on Page

2, Paragraph 2, the dates should be changed to

June 30, 1966. Your Committee recommends
adoption of the Council report with commenda-
tion and the following changes and additions:

This House of Delegates authorizes and en-

courages the TMA Board of Trustees to ap-

propriate such funds as may be needed for

legal aid, administrative help, or such other

support that may be required to permit any
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physician to terminate the corporate practice

of medicine.

This House of Delegates reaffirms that the

establishment of an enforcement of any code

of ethics is the sole prerogative of the medical

profession. Any attempt to alter our Code of

Ethics by any party other than organized medi-
cine must be resisted by all available means.

It is further suggested that this House grant the

Council broad leeway to extend the deadlines in

certain circumstances as the Council feels it is

justified and desirable.”

ACTION: ADOPTED

Report of the Executive Director

“This report reflects the dynamic growth and
vigor of our Association. TMA is truly the focal

point of action of medical activity in Tennessee.

The report points out the multitude of problems
being constantly dealt with by a very capable

administrative staff and especially Mr. Jack Bal-

lentine and Mr. Hadley Williams deserve to be

encouraged and complimented for an exceptionally

fine job. We are extremely fortunate in having

this capable group of dedicated staff members to

help us fight our battles. This report is approved

with commendation and the request that the Board
of Trustees frequently review the salaries of all

of our capable staff personnel to be sure that

their financial remuneration is commensurate with

their abilities and assigned duties. Mr. Speaker,

we recommend that the report of the Executive

Director be adopted.”

ACTION: ADOPTED
The report of the Reference Committee

on Reports of Officers was adopted as a

whole.

REPORT OF REFERENCE COMMITTEE ON
REPORTS OF STANDING COMMITTEES

George G. Young, M.D., Chairman

The Reference Committee moved the

adoption of reports of the following Stand-

ing Committees:

1. Committee on Scientific Work and

Postgraduate Educatio n—Editorial

Board

2. Committee on Hospitals

Recommendation: That a closer liaison of

the TMA and the Tennessee Hospital Associa-

tion be maintained and that a three-member
Executive Committee of TMA’s Hospital

Committee meet at regular intervals with the

THA Executive Committee for perpetuating

liaison.

3. Legislative and Public Policy Commit-
tee

Recommendation: Continuation of the doctor

contact system for the 1967 Legislative Ses-

sion; the doctor to consider being a candidate

for the State Legislature if this be feasible;

influence patients by talking to them about

the issues and why the doctor is supporting

a certain candidate; support IMPACT by
joining and urging fellow physicians to join;

actively support a political candidate who
basically has the philosophy of our free

enterprise system.

4. Liaison Committee to the Public

Health Department
Dr. Moore Moore, Jr., a member of the

Public Health Council, presented an addendum
to the report concerning the recommenda-
tion of the Advisory Committee to the Crip-

pled Children’s Service re-payments to physi-

cians under the Crippled Children’s Services:

“That the Public Health Council agrees and
endorses this and urges that TMA through

appropriate channels, request funds from the

State to implement this.” The addendum
to the report was adopted by the House of

Delegates.

5. Committee on Insurance

Recommendation: That all of the metropolitan

areas and larger societies advisory commit-

tees on liability insurance.

6. Committee on Cancer

7. Committee on Memoirs

8. Committee on Health Insurance

9. Advisory Committee to the Department

of Public Welfare

10. Communications and Public Service

Committee
11. Grievance Committee

12. Rural Health Committee

13. Committee on Tennessee Medical

Foundation

ACTION: ADOPTED

The report of the Reference Committee

(A) on Reports of Standing Committees

was adopted as a whole.

REPORT OF REFERENCE COMMITTEE (B) ON
REPORTS OF SPECIAL COMMITTEES

J. O. Hale, M.D., Chairman

The Reference Committee moved the

adoption of reports of the following Special

Committees:

1. Committee on Occupational Health

2. Advisory Committee to the Woman’s
Auxiliary



June, 1966 ABSTRACT OF THE PROCEEDINGS OF THE HOUSE OF DELEGATES 589

3. Committee on Blood Banks and Medi-

cal Laboratories

4. Committee on Mental Health

5. Committee on Health Project Contest

6. Committee on Sight Conservation

7. Tennessee Committee for American
Medical Education and Research Foun-

dation

8. Interprofessional Liaison Committee

9. Committee on Youth and Education

10. Committee on Medicine and Religion

11. Committee on Rehabilitation

ACTION: ADOPTED
Special Committees not reporting were:

Committee on Disaster Medical Care and

the Liaison Committee to United Mine
Workers of America.

The Reference Committee moved the

adoption of the following Special Reports:

1. Committee on Relationships Between
Doctors of Medicine and Osteopathic

Physicians

3. Report of the President of the Woman’s
Auxiliary

4. Report of Proceedings of the House of

Delegates, AMA
5. Board of Directors of Tennessee Medi-

cal Association Student Education

Fund

ACTION: ADOPTED

The Report of Reference Committee (B)

on Reports of Special Committees was
adopted as a whole.

There being no further business, the

meeting of the House of Delegates ad-

journed at 10:45 A.M., sine die.

J. E. Ballentine, Executive Director

in treating topical infections, no need to sensitize the patient

USE ‘POLYSPORINblo
POLYMYXIN B-BACITRACIN

ANTIBIOTIC OINTMENT
broad-spectrum antibiotic

therapy with minimum risk

of sensitization
Caution: As with other antibiotic products, prolonged use may result in overgrowth
of nonsusceptible organisms, including fungi. Appropriate measures should be
taken if this occurs. Contraindication: This product is contraindicated in those
individuals who have shown hypersensitivity to any of its components.
Supplied: In V2 oz. and 1 oz. tubes
Complete literature available on request from Professional Services Dept. PML.

BURROUGHS WELLCOME & CO. (U.S.A.) INC.,Tuckahoe,N.Y.
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(propantheline bromide)
Intragastric photography has provided a

new and precise method of measuring the

effectiveness of anticholinergic drugs. The
transition from gastric motor activity to re-

laxation seen with effective doses of such

drugs takes only a few seconds and is easily

demonstrated.

The importance of vagal stimulation of

gastric hyperacidity and hypermotility
makes such measurements particularly im-

portant in evaluating the parasympatholytic

effect of drugs used in patients with peptic

ulcer, gastritis, biliary dyskinesia and other

gastrointestinal disorders.

Pro-Banthine has been shown 1 to produce
complete gastric motor inactivity with doses

of 6 to 8 mg. intravenously. Comparison
tests were made with the belladonna frac-

tion, atropine. Measured usual dosage unit

versus usual dosage unit, Pro-Banthine was
more than four times as effective as the

belladonna alkaloid.

Indications: Peptic ulcer, functional hypermotility,
irritable colon, pylorospasm and biliary dyskinesia.

Oral Dosage: Adequate dosage should be given for

optimal results. For most adult patients this will be
four to six 15-mg. tablets daily in divided doses. In
severe conditions as many as two tablets four to six

times daily may be required. Pro-Banthine (brand of

propantheline bromide) is supplied as tablets of 15

mg., as prolonged-acting tablets of 30 mg. and, for

parenteral use, as serum-type ampuls of 30 mg.

Side Effects and Contraindications: Urinary hesitancy,

xerostomia, mydriasis and, theoretically, a curare-
like action may occur. Pro-Banthine is contraindi-

cated in patients with glaucoma, severe cardiac
disease and prostatic hypertrophy.

I. Barowsky, H.; Greene, L., and Paulo, D.: Cinegastro-
scopic Observations on the Effect of Anticholinergic and
Related Drugs on Gastric and Pyloric Motor Activity, Amer.
J. Dig. Dis. 10:506-513 (June) 1965.



News of ““'* to Doctors In Tennessee

ANNUAL MEETING HIGHLIGHTS

Total Annual Meeting
Attendance—956

House of Delegates
Actions

Dependents Medical
Care

Medicare
Presentation by
Dr. Roth

• Total physician registration at the annual meeting in
Gatlinburg showed 625 doctors in attendance. 594 TMA mem-
bers, 17 guest physicians and 14 residents and interns for
the 625 total. In addition were 105 representatives of the
technical exhibitors, and 226 ladies registered from the
Woman’s Auxiliary, totaling 956.
• Major actions of interest at the House of Delegates
shows the following resolutions adopted: Fifteen dollar TMA
dues increase, effective in 1967, making total dues $55;
Workmen's Compensation Law revisions requested for study by
the Tennessee Legislative Council, such action requiring
steps to effect the resolution through the Legislative Com-
mittee in the next Tennessee General Assembly; Recommended
the State Department of Public Health to administer Title
XIX of Medicare (comprehensive medical services for medi-
cally indigent of all age groups), with physicians being
paid their usual and customary fees ; Restrict operation of
motor-driven cycles to persons over age fifteen; Reaffirmed
policy on corporate practice of medicine and extended to
June 30th the effective date for separate billing by
physicians (including radiologists, pathologists) for pro-
fessional services to hospital patients ; Adopted action to
discontinue the Tennessee Plan by not later than May 1,
1967 and authorized the Health Insurance Committee to set
up a comprehensive plan involving usual and customary fees ;

Recommended that review committees determine whether fees
are usual and customary; Opposed a bill putting optometry
on a par with medicine.

Resolutions not adopted: Establishment of a relative
value system as a method of determining fees ; Payment of
physicians for utilization review committee services ; TMA
endorsement for charges for handling third party forms
(instead physicians were advised to take up such charges
directly with third parties).

By-Laws Amendment: TMA meetings to begin with the House
of Delegates on Thursday Night, with the second session of
the House being held on Sunday Morning, instead of the
earlier part of the week, Sunday through Tuesday, as has
been in the past. The 1967 annual meeting will be held
April 13-16 in Memphis.
• Contract termination: The present contract for medical
care of military servicemen's dependents (original Depen-
dents' Medical Care) will end May 31, 1966; TMA will seek
usual and customary fees in any new arrangement. In addi-
tion, a new important committee on Governmental medical
Services was established, with Claims Review and Utilization
being set up to handle the requirements under the Medicare
Law.

• Up-to-the-minute information on regulations of the Medi-
care Law, were presented by Dr. Russell B. Roth, Erie,
Pennsylvania, Chairman of AMA's Council on Medical Service.
Dr. Roth is a member of the AMA Advisory Committee to
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1967 Annual Meeting
in Memphis

Health, Education and Welfare on recommendations pertaining

to regulations under the Medicare Law.

• At the President's Banquet, Dr. G. Baker Hubbard, Jack-

son, assumed the Presidency on April 19th, succeeding Dr.

John H. Burkhart, Knoxville.

# The President-Elect to lead TMA next year is Dr. K. M.

Kressenberg, Pulaski, who will succeed to the Presidency

during the 1967 meeting in Memphis.

Re-elected as Chairman of the Board of Trustees was Dr.

John C. Burch, Nashville. Dr. Kressenberg, Pulaski, w

named Vice-Chairman. Dr. Burch was also re-elected Treas-

Elected to the Board of Trustees for three-year terms

were: Dr. Thomas J. Ellis, Johnson City; Dr. Charles A *

Trahern, Clarksville; Dr. Oscar M. McCallum, Henderson, and

Dr. Francis H. Cole, Memphis.
. .. v.. Vc;

The newly elected Secretary was Dr. Robert M. links,

Nashville

.

• Dr. Tom E. Nesbitt, Nashville, was named Speaker °f

House of Delegates, and Dr. R. L. DeSaussure, Memphis, was

named Vice-Speaker. Both are for one year terms. In ad-

dition to those newly elected, the Board of Trustees in

eludes : Dr . John H. Burkhart, Dr. Hubbard, Dr. Burch, and

Dr. Edward T. Newell, Jr., Chattanooga.

9 Elected for the 1966-67 year as Vice-Presidents were.

Dr. Roy L. McDonald, Oneida, East Tennessee; Dr - B - K *

Hibbett, III, Nashville, Middle Tennessee; Dr. Wm. T. bat

terfield, Sr., Memphis, West Tennessee.

9 Newly elected members of the Council i
^
clu

^
ed

r
Dr

w,?^g5’?
G. Johnson, Chattanooga, Third District ;

Dr. B.G. Mitchell,

Memphis, Tenth District (to complete the term of Dr. De

Saussure). Other members of the Council continuing

serve will be: Dr. J. J. Range, Johnson City, First Dis

trict; Dr. John H. Saffold, Knoxville, Second District, Dr.

Kenneth L. Haile, Cookeville, Fourth District ; Dr. Jo

Dprrvberrv Shelbyville, Fifth District, Dr. Har y •

Moore Jr.’ Nashville, Sixth District ;
Dr. Carson E. Taylor

Lawrenceburg, Seventh District ; Dr. Charles Hickman Bells,

Eighth District ;
and Dr. Byron 0. Garner, Unio y.

District

.

I

• Dr Wm. J. Sheridan, Chattanooga, was elected to complete

the unexpired term as a delegate to the AMA, replacing Dr.

Chas c! Smeltser, Knoxville. Dr. John H. Burkhart, Knox-

ville, was named alternate delegate. Dr. Burkhart was

elected for a two-year term, beginning J ®Iing
an AMA delegate, with Dr. Harmon L. Monroe of Erwin bei g

named alternate delegate.

• Dr. Leonard W. Edwards, Nashville, was P1® :

r

f^P
year

°

the award made to the Outstanding Physician. *;he Yea :r -

Dr. Edwards was introduced by the Speyer of House of

Delegates in appropriate ceremony at the President s

Banquet on April 18th.

• Two outstanding awards were made by the.A
n?°

0

rhas°
n
c

The Board of Trustees presented a scroll to Dr. Chas. c.

Smeltzer Knoxville, for his outstanding service to the

profession and to the Tennessee Medical Association. Dr.

SvinT rngram, member of the AMA Board £
Trustees

presented the AMA Viet Nam Plaque to Dr. Joe:Bryant,

Lebanon, for his medical services m Viet Nam.

• The 1967 Annual Meeting will be conduct

®

d
^The^eet-

with headquarters at the Sherat on-Peabody Hotel.
+

,

Th*

Ing begins with the House of Delegates April 13th, night

and concluding at Noon Sunday, April 16th.



AMA Annual
Convention Set
For Chicago

Medical Assistants
Elect New Officers

HR 12976 Permits
Free Physicals

Medicare Conferences
Deemed Successful

Hadley Williams, Public Service Director

• The 115th annual convention of the American Medical As-
sociation will be conducted in Chicago June 26-30 with the
Palmer House serving as the headquarters hotel.

There will be six General Scientific Meetings, which will
be held at the magnificent McCormick Place. In addition,
more than 800 scientific and industrial exhibits along with
23 medical specialty programs with lectures, panel discus-
sions, motion pictures and color television will be
presented.

A special feature of the convention will be a guided tour
of AMA headquarters and the new Institute for Biomedical
Research.

All physicians, their wives and other convention guests
are invited to tour the building with tours being conducted
every hour from 9 a.m. to 4 p.m.

, Monday, June 27 through
Friday, July 1.

A special corps of guides will escort the visitors and
answer any questions regarding AMA publications, services
and activities.

Many Tennessee physicians are expected to attend the
meeting this year in Chicago, the convention capital of the
world.

• The Annual Meeting of the Medical Assistants Society of
Tennessee was held April 30 and May 1 in Jackson with a
large number of members from across the state present.

Elected as officers for 1966-67 were: Mrs. Dorothy Jack-
son of Knoxville, president ; Mrs. Ellen Smith of Winchester,
vice-president; Mrs. Bettye Grisanti of Memphis, secretary;
Mrs. Lois France of Johnson City, treasurer; and Mrs.
Martha Puryear of Nashville, president-elect.

The 1967 annual meeting will be conducted in Nashville.

• Rep. John E. Fogarty (D-R.I.) has introduced a bill into
Congress which would allow the USPHS Surgeon General to
make generous grants to medical schools, community hos-
pitals, health departments and other non-profit health
agencies willing to establish adult health protection
centers

.

If adopted, the legislation would allow any adult over
age 50 to get free periodic physical examinations by going
to the health appraisal and disease detection center in his
area. Test results would be forwarded to the patient’s
personal physician but the examination and all related tests
would be free.

• The four regional Medicare conferences co-sponsored by
TMA with the Tennessee Hospital Association and the Tennes-
see Nursing Home Association drew large and responsive au-
diences in each of the four metropolitan cities where the
meetings were conducted.

Local county medical societies in each of the sites con-
tributed immeasurably to making the conferences a success.

The meetings, held in Chattanooga, Knoxville, Nashville



Medicare Conferences and Memphis, averaged more than 200 persons per meeting,

(continued) Of particular interest were discussions concerning the role

and operation of the Equitable Life Assurance Society, car-

rier for Part "B" of the new law in Tennessee. A large seg-

ment of each meeting's audience were medical assistants,

secretaries, bookkeepers, nurses and aides that will be re-

sponsible for completing claims forms.
Additional information and a facsimile of the claims form

will be found on the pages following.

FINAL MEDICARE FORMS ARE APPROVED
(On the opposite facing page is an exact replica of the form to be

used in filing claims for payment of medical services under Medi-

care with the instructions for completing the form reproduced on

the following page. Below is a statement of Robert W. Ball, Com-

missioner of Social Security, regarding the adoption of the form.)

"REQUEST FOR PAYMENT" FORM: A single, easy-to-complete form for older

people and physicians to use in requesting payment for medical services

under the medicare program is announced by Robert M. Ball, Commissioner

of Social Security.

The one-page form was developed in close cooperation with representa-

tives of the American Medical Association's Council on Medical Services

.

It has also been approved by the Health Insurance Council, a body rep-

resenting the health insurance industry. The form was discussed and

recommended for adoption by the Health Insurance Benefits Advisory

Council

,

a group appointed under the law to advise the Social Security

Administration on administrative policies and regulations. Nine of the

16 members of the Advisory Council are physicians.

There will be two ways to claim payment for medical services. Under

one method, the doctor will bill the patient, and after the patient has

paid the bill, the patient will claim reimbursement from the inter-

mediary. Under the other method, if the doctor and patient agree, the

doctor will send in the claim and receive payment.

Under the payment-to-patient method, the patient will fill in the

upper half of the form and attach the itemized receipted doctor bills.

He will need to ask the doctor to fill out the lower part of the form

only if the receipted bills do not give sufficient information about the

type of services and where and when rendered.

Under the payment-to-doct or method, the patient will fill in the

upper half of the "Request for Payment" form and give the form to the

doctor. The doctor will then complete the lower half of the form and

mail it to the organization that will be handling medical insurance

benefits in that area of the country. This method of requesting pay-

ment can be used where all or any part of a medical bill still remains

to be paid.

If the latter method is used, the doctor agrees to accept the amount

paid to him (over and above the $50 deductible amount) as 80 per cent

of his total bill, and that he will collect from the patient no more

than the remaining 20 per cent, plus any part of the $50 deductible still

outstanding.

A sample form and a form that the older person can use in making his

first claim will be included in "Your Medicare Handbook," a detailed in-

struction book that will be mailed in June to all persons who are en-

titled to hospital insurance and medical insurance benefits under the

medicare program.
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Chairman of the Board of Trustees and Treasure

C. Burch, presented representatives of Grundy C(

School with a check for $500 for the winning e

annual Health Project Contest. On hand to n

award was left to right; Mrs. J. C. Ray, class spc

Deborah Garner and Miss Frances Givens.

’Tfieetitty

Speaker of the House of Delegates, Dr. J. Malcolm Aste,

presented Dr. Leonard W. Edwards with the Physician-of-

the-Year award at the President's Banquet.

Retiring president Dr. John H. Burkhart presented the

symbol of his office to the 1966 president, Dr. G. Baker

Hubbard to conclude the festivities of the President's

Banquet.

A certificate of humanitarian service from the AMA went

to Dr. Joe F. Bryant for his voluntary medical mission

under Project Vietnam and was presented by Dr. Alvin J.

Ingram (left), a member of the AMA Board of Trustees.

Officers elected by the House of Delegates to serve during 1966-67

were, left to right; Drs. Robert M. Finks, Secretary; William T. Satter-

field, Vice-President, West Tennessee; Tom E. Nesbitt, Speaker of the

House; B. K. Hibbett, III, Vice-President, Middle Tennessee; K. M.

Kressenberg, President-elect; G. Baker Hubbard, President; and Roy

L. McDonald, Vice-President, East Tennessee.
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“Pievident '

&

Highlights of Our Annual Meeting
Thanks to the prior planning of our Executive Staff and the

participation of a great number of physicians, we had a very worth-

while and successful annual meeting in Gatlinburg.

One-fifth of the physicians in this state were registered (625).

There were 226 registered at the Woman’s Auxiliary meeting and
105 exhibitors, with 42 exhibits.

The scientific sessions were well attended and physicians were
exposed to excellent papers. Two-hundred fifty physicians attended

the combined meeting of the Tennessee Ob-Gyn Society, the Ten-

nessee Pediatric Society, the Tennessee Academy of General Prac-

tice, and the Tennessee Society of Anesthesiology. The subject was “Improved New-
born Care.”

Dr. Russell B. Roth’s presentation on Medicare clarified many issues and showed
where confusion exists in the program. Mr. John T. McCarty presented his methods
of communicating with the public. Rev. Roy Pfautch’s talk at the IMPACT breakfast

on “Practical Politics” stimulated all to further participation in this field.

You missed something if you did not hear Dr. John Burkhart’s remarks at the Presi-

dent’s Banquet. He in his sincere, articulate way gave us much to think about. What
could have been more fitting than to have Dr. L. W. Edwards, Nashville, presented the

outstanding physician’s award.

There were many physicians who spent most of their time in the business of the

House of Delegates. Following are some of the issues the House of Delegates decided:

Resolution No. 1 was adopted to raise the annual dues by fifteen dollars, effective

next January 1, 1967. Resolution No. 7 from the Council, the Board of Trustees of TMA,
the Tennessee Radiological Society, the Tennessee Society of Pathologists, and the Ten-

nessee State Society of Anesthesiologists reaffirmed our policy on corporate practice of

medicine and pledged the Association’s continued backing of the hospital based special-

ists. The hospital based specialists were given until the 30th of June to accomplish a

change in their contracts. Resolution No. 8 was adopted to discontinue the service bene-

fits of the Tennessee Plan. This is to be accomplished by May 1, 1967. It was the belief

of the House of Delegates that a relative value system for determining fees is helpful

but should not be “official.”

There were several resolutions on usual and customary fees. All charges should

be on this basis.

The Board of Trustees established a Committee on Governmental Medical Services

to be involved with the Medicare program.

The House of Delegates approved an amendment to the Constitution and By-Laws
that would permit the Board of Trustees to set the date and time of the annual meet-

ing in April each year. For 1967, the meeting will be held in Memphis on Thursday,

Friday, Saturday and Sunday, the 13th to the 16th of April.

Dr. Hubbard

President
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EDITORIAL

THE TENNESSEE PLAN IS HISTORY

At the 1966 Annual Session of the House
of Delegates the following resolution was
introduced by the Committee on Health In-

surance.

“Whereas, most health insurance plans have
been greatly expanded, covering more benefits to

the public than ever before, and
“Whereas, present trends are such that govern-

ment intervention in financing health care is

playing a greater part in the economic life of all

citizens to the end that federal and state funds

are having a profound effect upon existing health

insurance plans, and
“Whereas, the broadening of medical knowl-

edge and development of new techniques has re-

sulted in advanced types of medical procedures

that are being performed today, not known in

previous years when many health insurance plans

were originated, and
“Whereas, the existing Tennessee Plan was es-

tablished in 1949 and has basically continued

since that time in its present format, and —

.

“RESOLVED, that the service benefits aspect of

the Tennessee Plan be discontinued, along with

the riders of in-hospital medical care, anesthesia,

and radiological services; and be it further—

.

“RESOLVED, that the name ‘The Tennessee
Plan’ be discontinued by May 1, 1967, on any
policies that are presently in effect with the Ten-
nessee Plan schedule; and be it further

“RESOLVED, that all participating physician

agreements with the Tennessee Medical Associa-

tion terminate by May 1, 1967.”

With this resolution died a successful at-

tempt of the Tennessee Medical Association

in realistically facing the costs of medical

care for those of limited means. As one

who, either as an active member of the

Committee, or as an ex-officio observer, sat

in upon the development of The Tennessee
Plan and its implementation, I also saw it

gradually become an anachronism in an era

of expansion of governmental financing in

medical care. Medicare

,

the anticipated im-

plementation of its Title XIX, and the al-

most universal availability of group health

insurance to the remaining 60% of the citi-

zens, have wiped out this more or less pio-

neering action of TMA. The reduction of

marginal wage earnings among these 60%
to a relatively miniscule group in our af-

fluent society has made continuance of The
Tennessee Plan quite needless.

The Tennessee Plan provided originally

for the sponsorship of a service benefit in-

surance program to protect those in the

$2,400-3,600 income brackets against surgi-

cal fees in full. (Later with increasing

income levels this ceiling was raised.)

Ultimately some 1.2 million citizens of

the State fell under the provisions of The
Tennessee Plan. Almost all members of

TMA endorsed and participated in the ac-

ceptance of the fee schedule of the Plan in

the earlier years. It was only with rising

wages and government entering the picture

that the profession saw a dwindling need

for continued support of The Tennessee

Plan. Recently there appeared the hazard

that a fee schedule set for a more or less

medically indigent population was being

sized up as a yardstick for fees in general.

Thus, The Tennessee Plan had out-lived

its usefulness and the House of Delegates

moved its discontinuance. That other re-

lated venture, a “first” for a state medical

association and one of which to be proud,

the Indigent Hospitalization Program, auto-

matically will receive the coup de grace by
the provisions of Medicare in both its Titles

XVIII and XIX.
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brand of

dextroamphetamine
sulfate and amobarbital

she can say "No thank you

"

to the crepes suzette.

'Dexamyl' does more than most anorectics. Be-

cause it curbs appetite and lifts mood, 'Dexamyl'

can encourage the discouraged dieter to stay

on her diet.

The mood lift with 'Dexamyl' can make the dif-

ference between the success or failure of her

diet plan.

Formulas: Each 'Dexamyl' Spansule® Capsule (brand of sustained

release capsule) No. 1 contains 10 mg. of Dexedrine® (brand of

dextroamphetamine sulfate) and 1 gr. of amobarbital, derivative of

barbituric acid [Warning, may be habit forming]. Each 'Dexamyl'

Spansule capsule No. 2 contains 15 mg. of Dexedrine (brand of

dextroamphetamine sulfate) and IV2 gr. of amobarbital [Warning,

may be habit forming].

Principal cautions and side effects: Use with caution in patients

hypersensitive to sympathomimetics or barbiturates and in coronary

or cardiovascular disease or severe hypertension, insomnia, excit-

ability and increased motor activity are infrequent and ordinarily

mild.

Before prescribing, see SK&F product Prescribing Information.

Smith Kline & French Laboratories
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It would be improper to consign The Ten-

nessee Plan to the files of history without

acquainting the more recent members of

TMA of the vision of its members who con-

tributed so much of their time and energy

in the embattled days of decision as to what
form the Association’s sponsorship of health

insurance should take.

One recalls the members of the Commit-
tee on Prepaid Insurance and the Commit-
tee on Public Service who were the authors

of these forward-looking steps to be taken

by TMA—of the many, especially, Doctors

L. W. Edwards, N. S. Shofner, R. B. Wood,
D. W. Smith, J. Owsley Manier and W. C.

Chaney. The many, many man-hours over

the years which have been spent in delib-

eration upon the multitudinous problems

and matters which have needed decisions

cannot be imagined by those not involved.

Here one must also give credit to the chair-

men of the Committee upon whose shoul-

ders have rested the responsibilities of

collating the many summaries of subcom-
mittees, the refereeing of disagreements be-

tween insurance carriers and surgeons, and
the study of the rapidly moving trends in

health insurance. Those who have contrib-

uted so ably as chairmen following the

original Committee which got The Tennes-

see Plan off the ground are Doctors James
Gardner, James Kirtley and B. K. Hib-

bett, III.

As criticism of the medical profession

mounts in the press and elsewhere one can

take refuge only in the rationalization that

this represents ignorance, and hostility to-

ward disease and authority. One is more
sensitive to criticism from segments within

the profession who at times pick up and
propagate the misconceptions of our lay

friends. These I have found to be doubly
ignorant since they have given little atten-

tion to the efforts and achievements of their

confreres. It is this lack of knowledge which
has dictated an epilogue to The Tennessee

Plan. R.H.K.

DEATHS

Dr. Thomas Floyd Leatherwood, 74, Memphis,
died April 16th at his home following a long ill-

ness.

Dr. James D. Lester, 74, Nashville, died March
27th at his home after a heart attack.

Dr. Claude Yerger Clarke, 92, Mt. Pleasant,

died April 30th in Maury County Hospital.

Dr. John Ronald Hall, 44, Memphis, died April

19th at his home.
Dr. Monroe Franklin Brown, 76, Nashville, as-

sistant to the state commissioner of public health,

died April 1st at his home.
Dr. Benjamin A. Cockrell, 79, Memphis, died

March 28th at Kennedy Veterans Hospital follow-

ing an illness of two months.

Dr. Lawrence Johnson Lindsey, 77, Covington,

died April 4th at Tipton County Memorial Hospi-

tal.

PROGRAMS AND NEWS OF
MEDICAL SOCIETIES

Memphis-Shelby County Medical Society

The Memphis-Shelby County Medical So-

ciety met in the auditorium of the Institute

of Pathology on May 3rd. The program en-

titled, “Maturity Options of the Retirement

Trust” was presented by Mr. Denby Bran-

don, Plan Co-Ordinator; Mr. Dunlap Can-

non, Trust Attorney; and Mr. George

Webb, Senior Vice-President, Union Plant-

ers Bank. Mr. Brandon discussed “Special

Annuity Options”; Mr. Cannon—“Taxabili-

ty”; and Mr. Webb—“Trusts”.

A panel, composed of the speakers and

the Trust Committee, offered the member-
ship an opportunity to ask any questions

they might have concerning the plan.

Benton-Humphries Medical Society

The meeting of the Society on May 6th

was one of three proposed sessions on trau-

matology. Guest speaker was Dr. Greer

Ricketson of Nashville. Dr. Ricketson’s

presentation was entitled, “Emergency

Treatment of Maxillo-Facial Injuries, New-
er Suture and Other Techniques to Reduce

Disfigurement Following Injuries.”

The second session, in June, was a pre-

sentation by Dr. Arnold Haber, Nashville,

on the emergency treatment of fractures

and orthopedic problems in acute injuries.

The third session to be held in July will be

a discussion by a general surgeon on the

emergency treatment of soft tissue and in-

ternal organ injuries of the abdomen and

thoracic cavity.
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Doctor...two important

Lederle products for

routine office procedures
V __ J

single-dose vials

for convenient

and economical

polio

immunization

ORIMUNE
POLIOVIRUS VACCINE. LIVE, ORAL

TRIVALENT
SABIN STRAINS, TYPES 1,2 and 3

Fast, simple administration-and economy for the

patient — make the new 0.5 cc single-dose vial of

ORIMUNE Trivalent ideal for private practice. (Packaged

5 to a box with 5 sterilized disposable droppers for your

convenience).

(Also available in 2 cc and 2 drop dosage forms).

Only 2 doses required for complete, initial immunization

for patients more than a year old.

Effectiveness—may be expected to confer active immu-

nity against all three types of poliovirus infection in at

least ninety percent of susceptibles only if given at full

dosage, as directed. No characteristic side effects have

been reported. There are, however, certain contraindica-

tions . These are, broadly: acute illness, conditions which

may adversely affect immune response, and advanced

debilitated states. In these, vaccination should be post-

poned until after recovery.

In infants vaccination should not be commenced before

the sixth week of life. Do not give to patients with viral

disease, or if there is persistent diarrhea or vomiting.

ORIMUNE and live virus measles vaccine should be given

separately.

Dosage— initial immunization: two doses each given

orally at least 8 weeks apart. (Give a third dose to

infants at 10-12 months). Booster immunization: one

dose, given orally. See package literature for full

simplifies routine screening

TUBERCULIN,

TINE TEST
(Rosenthal) Lederle

Swab- Uncap • Press • Discard

Comparable in accuracy and reliability to older standard

intradermal tests*, but faster and easier to use. Since

TINE TEST is relatively painless it should receive greater

patient acceptance. Results are read at 48-72 hours. The

self-contained, completely disposable unit requires no

refrigeration and is stable for two years.

Side effects are possible but rare: vesiculation, ulcera-

tion or necrosis at test site. Contraindications, none;

but use with caution in active tuberculosis. Available in

boxes of 5 (new individually-capped unit); cartons of 25.

*Rosenthal, S. R., Nikurs, L., Yordy, E., and Williams, W.:

Scientific Exhibit Presented at the Annual Meeting of

the National Tuberculosis Association, Chicago, Illinois,

May 30-June 2, 1965.

LEDERLE LABORATORIES, A Division of American Cyanamid Company, Pearl River, New York
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Chattanooga-Hamilton County
Medical Society

The Society met on June 7th in the audi-

torium of the Interstate Building. The
scientific program consisted of case reports

by Drs. Orville C. Gass, Paul E. Hawkins,

Jesse E. Adams, and E. F. Besemann.

Roane-Anderson County Medical Society

Dr. John H. Burkhart, immediate past-

president of the Tennessee Medical Associa-

tion, was guest speaker at the meeting of

the Society on April 26th. The Society’s del-

egates to the TMA presented a report of

the proceedings of the House of Delegates

of the Tennessee Medical Association in

Gatlinburg, April 17-19. The meeting was
held in the Dining Room of the Oak Ridge

Hospital.

Hamblen County Medical Society

Dr. Jesse M. Meredith, assistant professor

of surgery at Bowman Gray School of Med-
icine in Winston-Salem, N.C., addressed the

Hamblen County Medical Society at its

meeting on April 5th. The meeting was
held at the Health Department in Morris-

town.

Knoxville Academy of Medicine

“Progress in Therapy of Neoplastic Dis-

eases” was the subject discussed by Dr.

Benjamin F. Rush, Jr., Acting Chairman,

Department of Surgery, University of Ken-
tucky, Lexington, at the meeting of the

Academy on May 10th. The program was
sponsored through the courtesy of the

Knox County Unit of the American Cancer
Society.

NATIONAL NEWS

The Month in Washington

(From the Washington Office, AMA)

The importance of the role of the general

practitioner is emphasized in the recom-

mendations of the National Commission on

Community Health Services to President

Johnson. The Commission said that every-

one should have a personal physician, even

under the group practice system. Under
these conditions, the Commission added,

group practice should be stimulated. It is

essential that the physician-patient rela-

tionship be strengthened “if comprehensive

personal health services of high quality for

each individual are to be achieved,” the

Commission said. “The long range impact

of the recommendation of having the per-

sonal physician assume responsibility as the

central source for preventive health service

and continuing care, most particularly its

impact on medical education, is well appre-

ciated.

Other Commission recommendations in-

cluded: breaking down eventually all separ-

ate systems of health care such as for veter-

ans, labor members, merchant seamen, and
the medically indigent; orienting all health

care services on a community basis. Presi-

dent Johnson endorsed the recommenda-
tions, but predicted that it would be many
years before they would be fully imple-

mented.

*
The National Academy of Sciences-Na-

tional Research Council will undertake for

the Food and Drug Administration a new
evaluation of the efficacy of about 4,000

prescription drugs, starting this summer.
Dr. James L. Goddard, FDA Commissioner

said “The determination of the efficacy of

new drugs marketed from 1938 to 1962 is

called for under the Kefauver-Harris

Amendments of 1962. I am grateful that the

National Academy, with its capability of

calling upon the talents of the nation’s most

distinguished scientists, is willing to accept

this important public responsibility. The re-

view will be the most extensive efficacy

study of drugs ever undertaken. Results of

the study will guide the FDA in its final

determination of the effectiveness of the

drugs.

C. Joseph Stetler, president of the Phar-

maceutical Manufacturers Association,

commended the selection of the academy
for the task. “PMA is delighted that this

method was selected. Based on past activi-

ties, we are certain that the academy will

work with both industry and medical prac-
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superior cleansing action IS STOMASEPTINE is

“a highly effective mucolytic cleansing agent
” 1

that removes debris and flushes out secretions

more thoroughly than acid douches .

1

Alkaline

STOMASEPTINE “dissolves and removes leukor-

rheal secretions” 1— whereas acid douches tend to

“coagulate or set the vaginal contents .” 2 Low sur-

face tension and release of nascent oxygen con-

tribute to deep penetration and cleansing of rugae.

Contains: sodium perborate, sodium bicarbonate,
sodium chloride, sodium borate, menthol, thymol,
eucalyptol, methyl salicylate and aromatics—
6 oz. and 15 oz. jars; cartons of 12 10-gm. packets

Literature and professional supply on request.

HARCLIFFE LABORATORIES, INC. BROOKLYN, New Y

enhances specific therapy Thorough cleansing

of the vaginal vault with STOMASEPTINE en-

hances the effectiveness of specific vaginitis

therapy, ensures maximum contact of topical

medication with mucosa.

excellent patient acceptance M Anti-pruritic and
soothing, pleasantly scented -patients feel “fresh

and clean.”
1. Weese, H.: Personal Communication, Sept. 25, 1964. 2. Glynn,
R.: Obst. & Gynec. 20:369, 1962.
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titioners in forming guidelines for deter-

mining the effectiveness of these products.”

Since October, 1962, manufacturers have

been required under the Kefauver-Harris

Amendments to submit substantial evi-

dence to support therapeutic claims before

receiving FDA approval to market a new
drug. The NAS-NRC review will put to the

efficacy test new drugs marketed under the

provisions of 1938 legislation, which re-

quired only a showing that drugs were safe

for their intended use. The 1938 Act ex-

cluded from FDA approval procedures

drugs already on the market, as well as

drugs introduced after that date that were

generally recognized as safe by qualified

experts.

Dr. James Z. Appel, president of the

American Medical Association, sharply criti-

cized the FDA’s enforcement of the 1962

Drug Act Amendments in a speech at Chi-

cago, and listed ten counts on the “minus

side” of the FDA record on administering

the amendments.

“The manner in which the Agency sud-

denly seizes drugs and accompanies this ac-

tivity with alarming language tends to

create an atmosphere of hysteria. It also is

creating a restrictive and undesirable medi-

co-legal climate that will inevitably exert a

deleterious influence on the effective use of

drugs by the physician. This trend is caus-

ing the medical profession much
concern. . . Nagging us is the increasing

suspicion that regulatory decision may be

dictated more by the technicalities of

regulatory language than by appeal to

competent medical and scientific analysis

and judgment. The tame submission of the

pharmaceutical industry to any and every

regulatory suggestion or directive, regard-

less of the medical and scientific facts in-

volved, is unsettling. . .

“At the time of the passage of the 1962

amendments and subsequent regulations,

we were concerned about the advisability

of non-medically oriented lay FDA inspec-

tors being permitted to inspect and copy

the case records of physicians engaged in

clinical investigation. This could only re-

sult in a non-professional acting as a judge

in a professional area and also invading the

physician-patient relationship. We have

been apprised of incidents where such in-

spection has extended even to the personal

file of an investigating physician. The fu-

ture implementing of this aspect of drug in-

vestigation cannot help but concern us.”

Appel also listed some “plus factors” for

the FDA, including the fact that a physi-

cian now is FDA Commissioner.

*
The AMA has reiterated its support of a

federal program to aid in modernization of

hospitals. Dr. F. J. L. Blasingame, execu-

tive vice-president of the AMA, wrote the

Senate Health Subcommittee that the AMA
supports that provision of an Administra-

tion bill (S. 3009) that would provide

grants and loans for modernization of hos-

pitals and other medical facilities, through

direct federal loans, government guarantee

of private loans, and also federal grants

with respect to loans, amortizing principal

and interests payments thereon up to 40%
of a project.

“While the present Hill-Burton program
does provide for modernization of hospital

facilities with priority ‘in the case of proj-

ects for modernization of facilities, to facil-

ities serving densely populated areas,’ we
nevertheless feel, because of the great need

which exists, that the special program con-

templated under S. 3009 for modernization

of facilities in metropolitan areas is indeed

warranted,” Blasingame said.

The AMA opposed some other provisions

of the legislation. It was recommended
that aid for diagnostic or treatment centers

be eliminated and that federal money be

available to only those public health cen-

ters operated by a public health depart-

ment.

MEDICAL NEWS
IN TENNESSEE

Middle Tennessee Medical Association

The 143rd semiannual meeting of the

Middle Tennessee Medical Association was
held at River Bend Country Club in Shel-

byville on May 19th. Speakers and their

subjects were:

“Carcinoma of Thyroglossal Duct”—Dr.

John K. Wright, Nashville; “Selection of
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"In 40 of 44 cases of irritable or spastic

colon, Cantil [mepenzolate bromide] or

Cantil with Phenobarbital reduced or

abolished abdominal pain, diarrhea and

distention and promoted restoration of

normal bowel function . . , Cantil

[mepenzolate bromide] proved to be

singularly free of anticholinergic

side-effects . . . Urinary retention,

noted in two cases was eliminated in

one by reducing dosage."'

CANTIL®
(mepenzolate bromide)

helps restore normal motility and tone

IN BRIEF:

One or two tablets three times a day and
one or two at bedtime usually provide

prompt relief. Cantil with Phenobarbital

may be prescribed if sedation is required.

Dryness of the mouth or blurring of vision

may occur but it is usually mild and
transitory. Urinary retention is rare.

Caution should be observed in prostatic

hypertrophy—withhold in glaucoma. Cantil

with Phenobarbital is contraindicated in

patients sensitive to phenobarbital.

Supplied: CANTIL (mepenzolate bromide)

—25 mg. per scored tablet. Bottles of 100

and 250. CANTIL with PHENOBARBITAL
—containing in each scored tablet 16 mg.
phenobarbital (warning: may be habit

forming) and 25 mg. mepenzolate bromide.

Bottles of 100 and 250.

1. Riese, J.A.: Amer. J. Gastroent. 28:541 (Nov.) 1957

LAKESIDE LABORATORIES, INC., Milwaukee, Wisconsin 53201

w
LAKESIDE
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Initial Therapy for CA of Breast”—Dr. B. F.

Byrd, Jr., Nashville; “Treatment of Frac-

tures with Compression”—Dr. G. William

Davis, Nashville; “Guillian-Barre Syn-

drome”—Dr. Carl Rogers, Shelbyville;

“Fractures Not To Treat”—Dr. Henry T.

Kirby-Smith, Sewanee; “A Cause of Upper

Abdominal Pain—The So-Called ‘Slipped

Rib Syndrome, ”—Dr. Robert N. Sadler,

Nashville; “Medical Examiner—S elected
Cases”—Dr. Jerry T. Francisco, Memphis;

“The Management of Laryngeal Injuries”

—

Drs. James P. Lester and Wm. G. Kennon,

Jr., Nashville; “Spontaneous Rupture of

Esophagu s—Boehave’s Syndrome”—Dr.

Herman J. Kaplan, Nashville; “Modern

Management of the Ischemic Leg”—Dr.
Malcolm R. Lewis, Nashville; “Chronic Ul-

cerative Colitis”—Dr. Charles M. Cowden,

Hendersonville; “Congenital Diaphragmatic

Hernia”—Dr. Thomas M. Jackson, Dickson;

and “Five String Strum” by Dr. Nat T.

Winston, Jr., Nashville.

A Symposium on Shock was moderated

by Dr. Wm. H. Edwards of Nashville.

Panelists were Drs. Paul H. Barnett, John

A. Oates, Jr. and William S. Stoney, Nash-

ville.

The Presidential Address by Dr. Arnold

M. Meirowsky was entitled, “Theodoric,

XHIth Century Surgeon.”

Tennessee Hospital Receives Safety

Award
Chamberlain Memorial Hospital in Rock-

wood, Tennessee, with 100 to 199 employ-

ees, received one of eight first place awards

given to hospitals of varying size in the

1965 Hospital Safety contest, sponsored by
the American Hospital Association and the

National Safety Council. A total of 372

hospitals completed the contest designed to

encourage and recognize safety among hos-

pital employees. Each of the eight hospi-

tals reported the largest number of injury

free man-hours or had the lowest injury

frequency rate for their size category. Mc-
Guire Veterans Administration Hospital in

Richmond, Virginia, was named grand

award winner in the contest.

Regional Conference on Mental

Retardation

Specialists from Tennessee and five other

states attended the third Southeastern re-

gional conference on mental retardation,

April 25-26 in Memphis. David Ray, Jr.,

special assistant to the secretary of mental

retardation activities, Department of

Health, Education and Welfare, discussed

national trends of mental retardation pro-

grams. Dr. Sheldon Korones, member of

the UT pediatrics staff, reported on re-

search on the causes of brain damage dur-

ing pregnancy and delivery, one of fourteen

governmen t-financed studies conducted

throughout the nation in areas relating to

mental retardation. Other subjects dis-

cussed at the conference included methods

of classifying and evaluating mentally re-

tarded patients, neurological screening of

infants and relationships of clinics to Proj-

ect Headstart.

Other states represented were Mississip-

pi, Alabama, Georgia, South Carolina and

Florida.

Progress of Medical Self Help

Training Program in Tennessee

10,514 Tennesseans received Medical Self

Help training in the first three months of

1966. The Health Mobilization Service (Civ-

il Defense) reported that Tennessee has ex-

ceeded 100,000 persons trained, with only

two states, Texas and Pennsylvania having

more trained citizens. According to the

latest report from the Department of

Health, Education, and Welfare, Tennessee

ranks first in the Southeast with 100,101

students trained since March, 1963. Ala-

bama had 71,339; Florida, 58,549; Mississippi,

35,810; South Carolina, 32,885; and Georgia,

24,907.

University of Tennessee

College of Medicine

Sixteen University of Tennessee College

of Medicine faculty members and two visit-

ing surgeons presented a three-day course

in gastrointestinal surgery for Mid-South

general practitioners, April 13-15. Guest

clinicians were Dr. John Beal, professor

and chairman of the Northwestern Univer-

sity Medical School, department of surgery,

Chicago; and Dr. Richard Shackleford,

medical text author and member of the sur-

gical staff at Johns Hopkins University
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DACTILASE®

Each tablet contains:

Dactil® (piperidolate hydrochloride), 50 mg.;

Standardized cellulolytic* enzyme, 2 mg.;

Standardized amylolytic enzyme, 15 mg.;

Standardized proteolytic enzyme, 10 mg.;

Pancreatin 3X** (source of lipolytic activity),

100 mg.; Taurocholic acid, 15 mg.

•Need in human nutrition not established.

••As acid resistant granules equivalent in activity to 300 mg. Pancreatin N.F.

In chronic or acute indigestion, fluttery,

gassy stomachs obtain prompt, gratifying

relief through the antispasmodic, surface

anesthetic and enzymatic activity of

Dactilase. Dactilase decreases hypermotility

and pain and reduces the production of

gas. Dactilase does not induce stasis, but

helps restore normal tone. It has little or no

effect on enzyme secretions, but adds

enzymes, thus contributing to the digestive

efficiency of the patient.

Side Effects and Contraindications:

Dactilase is almost entirely free of side

effects. However, it should be withheld

in glaucoma and in jaundice due to

complete biliary obstruction.

Administration and Dosage: One tablet

with, or immediately following, each meal.

Tablets should be swallowed whole.

Supplied: Bottles of 60 and 250.

LAKESIDE LABORATORIES, INC., Milwaukee, Wisconsin 53201
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School of Medicine, Baltimore. The course

was sponsored by the UT department of

surgery and is part of the university’s con-

tinuing education program.

The U. S. Department of Health Educa-

tion and Welfare announced the approval

of $3,199,710 grant to the University of Ten-

nessee Medical Units to be used in the con-

struction of a mental retardation center.

Estimated construction cost of the universi-

ty-affiliated facility is $4,266,000. Of the

money needed, $1,100,000 will come from
non-Federal sources. The United Cerebral

Palsy Association raised $100,000. State

funds amount to $750,000 and the UT Board
of Trustees committeed $250,000 in univer-

sity funds. The primary purpose of the

center is to train persons who will enter

professional work with the mentally retard-

ed. The project would join classrooms and

faculty of the University of Tennessee, both

Knoxville and Memphis, Memphis State

University, University of Mississippi and
Meharry Medical College in Nashville.

Symposium on Diseases of the Liver

The medical staff of Bristol Memorial
Hospital sponsored a medical symposium on

“Diseases of the Liver” for the physicians

of Bristol and surrounding area, April 21st.

Among the speakers were Dr. John H. Fos-

ter of Vanderbilt University, Dr. Hyman J.

Zimmerman of George Washington Univer-

sity, Dr. Audrey K. Brown of the Universi-

ty of Virginia, and Dr. Thomas K. O’Brien,

Jr. of the Bowman Gray School of Medi-

cine.

Subjects discussed included: Surgical

Physiology in Liver Diseases; Clinical Ap-
plications of Liver Function Tests, Metabo-
lic and Inborn Errors in Liver Diseases,

Chronic Cirrhosis and Lupoid Involvement,

Surgery in Liver Diseases and Clinical Syn-
dromes of Cirrhosis.

PERSONAL NEWS

PERSONAL NEWS
Physicians named to top positions in their re-

spective specialty societies in April were: Dr. Da-
vid Dunavant, Memphis, President of the Tennes-
see Chapter, American College of Surgeons, Dr.

61

1

Rollin Daniel, Nashville, President-Elect, Dr. H.

William Scott, Nashville, Vice-President, and Dr.

John Kesterson, Knoxville, Secretary-Treasurer.

Dr. Henry B. Brackin, Sr., Nashville, President

of the Tennessee District Branch of American
Psychiatric Association, Dr. Justin H. Adler,

Memphis, President-Elect, and Dr. Harvey C.

Reese, Memphis, Secretary-Treasurer. Dr. Boyer

M. Brady, Memphis, President of the Tennessee

Radiological Society, Dr. J. Marsh Frere, Jr.,

Knoxville, President-Elect, and Dr. Marion Spur-

geon, Clarksville, Secretary. Dr. R. E. Semmes,
Memphis, President of the Tennessee Neurosurgi-

cal Society, and Dr. C. D. Hawkes, Memphis, Sec-

retary-Treasurer. Dr. H. G. DuBard, Memphis,
President of the Tennessee Industrial Medical As-
sociation, Dr. H. W. Hollingsworth, President-

Elect, and Dr. Paul V. Nolan, Chattanooga, Secre-

tary-Treasurer. Dr. Richard C. Sexton, Knox-
ville, President of the Tennessee Diabetes Asso-

ciation, and Dr. Jean Hawkes, Memphis, Secre-

tary-Treasurer. Dr. Thomas W. Waring, Mem-
phis, President of the Tennessee State Orthopaed-

ic Society, Dr. James G. McClure, Memphis, Vice-

President, and Dr. Wendell L. Whittemore, Mem-
phis, Secretary-Treasurer. Dr. Wm. F. Mackey,
Memphis, President of the Tennessee Obstetrical

and Gynecological Society, Dr. Harry E. Jones,

Chattanooga, President-Elect, and Dr. Robert W.
Boatwright, Secretary-Treasurer.

Dr. L. W. Edwards, Nashville, was named Out-
standing Physician of the Year at the annual

meeting of the Tennessee Medical Association in

Gatlinburg, April 17th.

Dr. Alvin J. Ingram, Memphis, was a partic-

ipant in a panel discussion entitled, “The Bat-

tered Adult,” held at a recent sectional meeting of

the American College of Surgeons at Bal Har-
bour, Florida.

Dr. William J. Darby, Nashville, was awarded
the honorary degree of Doctor of Science by the

University of Michigan for his contributions in

the field of nutrition.

Three Tennessee physicians have been reap-

pointed to committees and councils of the Ameri-
can Medical Association. Dr. Chas. C. Smeltzer,

Knoxville, has been reappointed Chairman of the

Committee on Blood; Dr. Marcus J. Stewart,

Memphis, was reappointed to a new term on the

Committee on Rehabilitation; and Dr. A. Roy
Tyrer, Jr., Memphis, has been reappointed to the

Council on Voluntary Health Agencies.

Dr. Donald LeQuire, formerly of Murfreesboro,

has opened his office for the practice of medicine

in Maryville.

Drs. Nathan A. Ridgeway, Jr., Robert H. Jerni-

gan, and Joseph F. Fleming were participants in

the 1966 Cardiac Nursing Seminar held in Kings-

port, April 19-20.

Dr. R. H. Kampmeier, Nashville, was named
President-Elect of the American College of Physi-

cians, at the 47th annual session of the College in

New York City. He will become President in Ap-
ril, 1967.
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For cold hands and feet, nothing

beats hot stoves—but they are

awkward to carry around. Now
Gerilid, in good-tasting take-along

chewable tablets can provide

rapid vasodilation of peripheral

circulation, bringing real warmth

to the extremities and decreasing

sensitivity to sudden temperature

change. Patients like Gerilid and

know they are getting relief.

GERILID

Each chewable tablet contains:

nicotinic acid (niacin) 75 mg. and

aminoacetic acid (glycine) 750 mg.

Administration and Dosage: One or two

chewable tablets 3 times a day before

meals. If flushing is objectionable, dosage

may be lowered. However, tolerance to

flushing usually develops without loss of

efficacy in regard to vasodilation. The

recommended dosage should not

be exceeded.

Side effects: Occasional lightheadedness

or transient itching which may disappear

with continued use. There are no known

contraindications: however, caution is

advised when there is a concomitant

administration of a coronary vasodilator.

Supplied : Packages of 50 chewable tablets.

Also available in liquid form as

Geriliquid®, in bottles of 8 and 16 ounces.

LAKESIDE LABORATORIES, INC., Milwaukee, Wisconsin 53201
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Dr. Elsie V. Tomkinson is the most recent addi-

tion to the medical staff of The Oak Ridge Hospi-

tal, having joined Dr. Robert Ball as an associate

in the department of radiology.

Dr. Joe F. Bryant, Lebanon physician who re-

cently returned from a voluntary medical mission

to South Viet Nam, received an award from the

American Medical Association. The AMA Cer-

tificate of Humanitarian Service was presented to

Dr. Bryant during the Annual Meeting of the

Tennessee Medical Association in Gatlinburg.

Dr. Max A. Crocker has joined the staff of

Lewis County General Hospital and will be asso-

ciated with Drs. Edgar D. Akin and B. J. Smith.

Dr. Sam H. Sanders, Memphis, has been elected

to a two-year term on the Board of Directors of

the American Academy of Facial Plastic and Re-
constructive Surgery.

Dr. Grant W. Liddle, Nashville, was elected

president of the American Society For Clinical

Investigation at its meeting in Atlantic City.

Dr. George V. Mann, Nashville, has been in-

stalled as president of The Middle Tennessee

Heart Association.

Calendar of Meetings, 1966

Sept. 26-27

Oct. 12-13

Nov. 9-11

June 20-23

June 23-27

June 25-26

June 26-30

Sept. 8-10

Sept. 16-24

State

Tennessee Valley Medical As-
sembly, Tivoli Theater, Chatta-

nooga

Second Annual Tennessee Men-
tal Illness & Health Congress,

Hotel Hermitage, Nashville

Tennessee Academy of General

Practice, 18th Annual Scientific

Assembly and Congress of Del-

egates, Gatlinburg Auditorium,

Gatlinburg

National

American Proctologic Society,

S h e r a t o n-Cleveland Hotel,

Cleveland

American College of Chest

Physicians, Sheraton-Chicago

Hotel, Chicago

American Diabetes Association,

LaSalle Hotel, Chicago

American Medical Association,

Palmer House, Chicago

American Association of Ob-
stetricians and Gynecologists,

The Homestead, Hot Springs,

Va.

American Society of Clinical

Pathologists, Washington Hil-

ton Hotel, Washington, D.C.

Sept. 17-23

Sept. 29-Oct. 2

Oct. 1-5

Oct. 1-7

Oct. 2-8

Oct. 10-14

Oct. 10-13

Oct. 15-16

Oct. 22-27

Oct. 23-26

College of American Patholo-
gists, Washington Hilton Hotel,

Washington, D.C.

American Medical Writers’ As-
s o c i a t i o n, Annual Meeting,
Waldorf Astoria, New York
American Society of Anesthe-
siologists, Sheraton Hotel, Phil-

adelphia

Annual Otolaryngologic Assem-
bly of 1966, New Illinois Eye
and Ear Infirmary at the Medi-
cal Center, Chicago

American Society of Plastic

and Reconstructive Surgeons,
Inc. Flamingo Hotel, Las Ve-
gas, Nev.

American College of Surgeons,
Fairmont Hotel, San Francisco

American Academy of General
Practice, War Memorial Audi-
torium, Boston

American Association of

Ophthalmology, Palmer House,

Chicago

American Academy of Pedia-

trics, Palmer House, Chicago

American College of Gastroen-

terology, Bellevue-Stratford

Hotel, Philadelphia

Annual Otolaryngologic Assembly

The Annual Otolaryngologic Assembly of 1966

will be held October 1 through 7, in the new Illi-

nois Eye and Ear Infirmary at the Medical Cen-

ter, Chicago. The Department of Otolaryngology

of the College of Medicine of the University of

Illinois offers a condensed postgraduate basic and

clinical program for practicing otolaryngologists

under the direction of Doctor Emanuel M. Skol-

nik. It is designed to bring to specialists current

information in medical and surgical otorhinolar-

yngology. Interested physicians should direct

communications to the Department of Otolaryn-

gology, P.O. Box 6998, Chicago, Illinois, 60680.

American Physical Therapy Association

The 43rd Annual Conference of the American
Physical Therapy Association is scheduled for

July 10-15, at the Biltmore Hotel in Los Angeles,

California. Physicians, nurses, occupational

therapists, speech therapists, prosthetists and
orthotists, and members of other allied health

professions are invited to attend the program ses-

sions and the exhibits. Non-member registration

fee is $25.00. Additional information may be ob-

tained from Helen J. Hislop, Ph.D., Director of

Conference Services, American Physical Therapy
Association, 1790 Broadway, New York, New
York, 10019.
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Obstetrical or post— surgical patients

requiring a dependable increase in

hemoglobin will receive as much iron

(250 mg. in a 5 cc. ampul) as in one

pint of blood. Imferon (iron dextran

injection) is less expensive and it avoids

the well-recognized hazards of whole

blood transfusion. When patients

cannot—or cannot be relied upon to—
take oral iron, Imferon (iron dextran

injection) will rapidly supply needed

iron for reserve stores.

ONE PINT
OF BLOOD
PROVIDES
NO MORE
IRON

THAN ONE 5 CC.

AMPUL OF
IMFERON®
(iron dextran injection)

IN BRIEF: ACTION AND USES: A single dose of Imferon
(iron dextran injection) will measurably begin to raise hemo-
globin and a complete course of therapy will effectively rebuild

iron reserves. The drug is indicated only for specifically-

diagnosed cases of iron deficiency anemia and then only when
oral administration of iron is ineffective or impractical. Such
iron deficiency may include: patients in the last trimester of

pregnancy; patients with gastrointestinal disease or those re-

covering from gastrointestinal surgery; patients with chronic

bleeding with continual and extensive iron losses not rapidly

replenishable with oral iron; patients intolerant of blood trans-

fusion as a source of iron; infants with hypochromic anemia;
patients who cannot be relied upon to take oral iron.

COMPOSITION: Imferon (iron dextran injection) is a well-

tolerated solution of iron dextran complex providing an equiva-

lent of 50 mg. in each cc. The solution contains 0.9% sodium
chloride and has a pH of 5. 2-6.0. The 10 cc. vial contains 0.5%
phenol as a preservative.

ADMINISTRATION AND DOSAGE: Dosage, based upon
body weight and Gm. Hb./lOO cc. of blood, ranges from 0.5 cc.

in infants to 5.0 cc. in adults, daily, every other day, or weekly.

The total iron requirement for the individual patient is readily

obtainable from the dosage chart in the package insert. Deep
intramuscular injection in the upper outer quadrant of the

buttock, using a Z-track technique, (with displacement of the

skin laterally prior to injection), insures absorption and will

help avoid staining of the skin. A 2-inch needle is recommended
for the adult of average size.

SIDE EFFECTS: Local and systemic side effects are few.

Staining of the skin may occur. Excessive dosage, beyond the

calculated need, may cause hemosiderosis. Although allergic

or anaphylactoid reactions are not common, occasional severe
reactions have been observed, including three fatal reactions

which may have been due to Imferon (iron dextran injection).

Urticaria, arthralgia, lymphadenopathy, nausea, headache and
fever have occasionally been reported. Initial test doses of

0.5 cc. are advisable.

PRECAUTIONS: If sensitivity to test doses is manifested, the

drug should not be given. Imferon (iron dextran injection) must
be administered by deep intramuscular injection only. Inject

only in the upper outer quadrant of the buttock, not in the arm
or other exposed area.

CONTRAINDICATIONS: Imferon (iron dextran injection) is

contraindicated in patients sensitive to iron dextran complex.
Since its use is intended for the treatment of iron deficiency
anemia only it is contraindicated in other anemias.

CARCINOGENICITY POTENTIAL: Using relatively massive
doses, Imferon (iron dextran injection) has been shown to

produce sarcoma in rats, mice and rabbits and possibly in

hamsters, but not in guinea pigs. The risk of carcinogenesis,
if any in man, following recommended therapy with Imferon
(iron dextran injection) appears to be extremely small.

SUPPLIED: 2 cc. ampuls, boxes of 10; 5 cc. ampuls, boxes
of 4; 10 cc. multiple dose vials.

LAKESIDE LABORATORIES, INC, Milwaukee, Wisconsin 53201

LAKESIDE
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It is well known that less than a third of women in the high-risk groups in this country have the
benefit of a Pap smear, even once, leave alone annual examinations. That the Pap smear reduces
the frequency of uterine cancer is an established fact. Though the vaginal irrigation technic does not
equal pelvic examination and the direct smear tafcen T)y the doctor, it can he used to reach more

women and has an inestimable educational value.

Vaginal Irrigation Cytology*

T. C. MOSS, M.D., and C. C. FARROW, M.D.j Memphis, Tenn.

It is well known that even under more or

less ideal conditions in urban centers that

less than 50% of the adult female popula-

tion takes advantage of the Papanicolaou

smear for the detection of uterine cancer.

Since this test is very valuable and can

save thousands of lives annually, it is re-

grettable that it is not used more widely.

The chief reasons it does not reach a wider

segment of the population appear to be:

(1) economy, (2) inconvenience, (3) lack

of education, and (4) inertia. Lack of edu-

cation and inertia are best attacked by re-

sponsible parties through the media of

newspapers, radio and television.

The deterring factors to vaginal cytology

of economy and inconvenience have been

attacked by methods allowing the patient to

take her own smears in her own home and

at her convenience. One method used an

applicator suitable for obtaining material,

and another method utilized a vaginal tam-

pon. Both methods failed because of the

poor quantity and quality of the smears ob-

tained. In 1962, Hugh Davis, 1 working at

the radium station in Copenhagen, Den-
mark, described a new method of obtaining

high quality samples of vaginal cells by use

of an irrigation technic. This method uti-

lizes a disposable plastic pipette which con-

tains a cell preserving solution. The vagina

and cervix are irrigated by squeezing the

bulb of the pipette, and the solution is then

aspirated into the bulb where it is ready to

*Read at the meeting of the Tennessee Society

of Pathologists, April 18, 1966, Gatlinburg, Tenn.

fFrom the Moss-Farrow Pathology Laboratory,

Memphis, Tenn.

be sent to the laboratory for examination.

The results of the method have been good

in capable hands and compare well with

the conventional method of obtaining ma-
terial for Papanicolaou smears.

Materials and Methods2

The disposable plastic pipette is designed

to have a bulb which fits into the cups of

the ordinary hospital centrifuge. The bulb

portion is cylindrical and contains about 20

cc. of a fixative solution composed of 20%
ethyl alcohol and normal saline. The stem

of the pipette which is inserted into the va-

gina is detachable from the bulb at one of

its ends, the other end having a cap which
can be removed to allow fluid to pass into

the vagina. Pressure on the bulb squirts the

fluid into the vagina; release of the pressure

permits the bulb to expand and aspirate

the fixative from the vagina. The patient is

usually advised to sit on the forward edge

of a commode, to insert the stem of the pi-

pette into the vagina, to squeeze all the

fluid out of the bulb of the pipette, and

then allow it to be aspirated back into the

bulb by releasing the pressure on the bulb.

A rich cell suspension is thus obtained.

The pipette is returned to the laboratory

by inserting it into a mailing tube along

with the information slip which accompa-

nies the pipette, and mailing it. It may be

desirable to return the slip and pipette by

other means.

On arrival in the laboratory the cell sus-

pensions of several patients are processed

simultaneously. (1) The pipettes are cen-

trifuged briefly to obtain a sediment; (2)

The seal between the stem and bulb is
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snapped and one-half the supernatant is

poured off, an equal volume of a stronger

fixative, which consists of absolute alcohol

100 cc., 15 cc. of ether and 2 cc. of glacial

acetic acid, is then added; (3) After stand-

ing in a resuspended state for 15 minutes

the pipettes are recentrifuged, the superna-

tant poured off, and the cells resuspended

in pure fixative for 2 minutes; (4) The sus-

pension is next briefly centrifuged and the

supernatant poured off, the sediment being

thoroughly mixed for use in making
smears; (5) Smears are made by using the

stem of the pipette as an aspirating pipette.

A small rubber bulb is placed on one end,

the other end is placed in the sediment and

enough material aspirated to make smears.

A drop of the sediment is placed on one end

of a slide and the smear made by drawing

the material along the slide behind the pi-

pette stem which is laid flat on the slide

and passed toward the opposite end of the

slide; (6) The sediment in the pipette bulb

is saved to be used to make further smears

if desired.

Results Obtained by this Method

During the late spring of 1965, a program
of irrigation smear cytology was carried

out at Humboldt, Tennessee. Sister Mary
Virginia Rams, in charge of the laboratory

of St. Mary’s Hospital and well trained in

cytology, thought the cytologic technic was
not used to a desirable degree in the com-
munity. After consultation with the pathol-

ogist, the hospital staff, the public health

officer Dr. M. D. Ingram, and officials of the

American Cancer Society, it was decided to

institute a city-wide screening program for

uterine cancer in Humboldt by means of

the irrigation smear technic. To prepare

for the program Sister Mary Virginia Rams
spent several weeks in the laboratory of Dr.

Hugh Davis, now in Baltimore, Maryland.

Here she learned the peculiarities of the

method. The American Cancer Society do-

nated $1,000.00 to pay expenses of the pro-

gram; the screening was done gratis by the

hospital; and the Women’s Auxiliary of the

hospital, as well as an active Humboldt
women’s civic organization, took part in

the distribution of the pipettes. The city

officials, the newspaper, and the local radio

station cooperated generously in promoting

the program. The latest census was used to

obtain names and addresses of adult female

citizens.

At first the program was limited to wom-
en between the ages of 30 and 45 because it

was believed this age group would include

most of those who might possibly be helped

by the method. Later, however, the pro-

gram was expanded to include all women in

the city who wished to have the examina-

tion done. There were 943 women in Hum-
boldt eligible to receive the pipettes as be-

tween the ages of 30 and 45; 763 of these

women were approached and received pi-

pettes. The remaining women could not be

reached because of having moved, or be-

cause they refused the pipettes for various

reasons, such as hysterectomy for example.

The pipettes were then made available to

all other women in Humboldt, and 199

women took advantage of the offer. One
hundred and eighty-nine of the women who
received the pipettes did not return them.

Two-thirds of the women who returned the

pipettes had never had a previous Papani-

colaou smear.

The following table lists the results of

the examinations.

Table I

Participants 754
White 610
Negro 144

Ages, 30-45 555
Over 45 160 (oldest 71)
Under 30 39 (youngest 21)

Findings
Positive 9 (1.2%)
Inconclusive 49 (6.5%)
Unsatisfactory 15 (2.0%)
Trichomonas 125 (16.5%)

Results of biopsies on positive cases
Squamous metaplasia with marked

atypicalities 1

Invasive squamous cell carcinoma 1

Carcinoma in situ of squamous cell type 7

Results in positive cases as to age
Under 30 yrs. of age (only 39 examined) 2

Between 30-45 yrs. of age (555 examined) 7

Over 45 yrs. of age (160 examined) 0

Discussion

Of the 9 cases diagnosed as positive, only

3 cases were declared positive on the first

examination. The remainder were called in-

conclusive and another smear was exam-
ined, obtained either by the irrigation

smear technic or by regular Papanicolaou

smear method as obtained by a physician.
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The results obtained by the irrigation

smear screening were very gratifying, and

we believe at least 8 persons were saved

from possible incurable carcinoma of the

cervix. The entire community was thor-

oughly educated to the value of Papanico-

laou smears by the publicity which the cam-
paign entailed. Since the completion of the

project the number of Papanicolaou smears

examined in Humboldt and the surrounding

community approximately has doubled.

The value of the irrigation smear cytolo-

gy for uterine cancer is chiefly its economy,

simplicity and convenience. The pipettes

cost less than 20 cents and any woman can

easily understand directions for obtaining

the smear. The cardboard mailing contain-

er has the return address of the laboratory

already pasted on the exterior so return

mailing is simplified. There is no substitute

for a vaginal and cervical examination by a

physician, but many women neglect to have
a Papanicolaou smear made because of the

expense and trouble of a visit to a physi-

cian. Some of these women can be reached

by the irrigation smear method. Further-

more, there are also not enough physicians

to examine and take smears from all women
who should have the test.

The examination of the smears requires a

slightly higher index of suspicion than
smears made by the usual Papanicolaou
method. The results of the method compare
favorably with other methods when done
by skilled screeners specially trained in the

method. There is 95% or better agreement
between the results of the irrigation smear
technic and the conventional method of ob-

taining Papanicolaou smears. 3 The irriga-

tion smear technic permits several subse-

quent smears to be made on aspirated ma-
terial if the first examination is inconclu-

sive. A major benefit of the irrigation smear
program is stimulation of women to visit

their physician to obtain a Papanicolaou

smear and pelvic examination. One advan-

tage of the irrigation smear technic is that

the preparation of smears is in the hands of

skilled laboratory personnel adept in mak-
ing ideal smears.

The disadvantages of the irrigation smear
technic is the higher index of suspicion

needed to read the smears, the smaller

number of malignant cells present on the

smears in positive cases, the multiplicity of

centrifugations required to process the ma-
terial, and the failure of the patient to see

her physician at the time smears are made.

Naturally, all suspicious or positive cases

are referred to a physician.
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The authors believe the Hydrocollator Steam Pack offers advantages over other methods of applying
moist heat to the perineum.

Perineal Applications of Moist Heat by A
Modified Ob. Hydrocollator Steam Pack*

SAMUEL S. BINDER, M.D., and SISTER MARY REGIS,f R.N., B.S.,

Chattanooga, Tenn.

Postpartum cervical heat therapy is a

routine used in many hospitals. Whether
applied by use of a heat lamp, hot soaks or

Sitz baths, the value is primarily its sooth-

ing effect upon the perineal tissues.

The healing qualities of heat cannot be

refuted. The localization of inflammatory

reaction by the application of heat still re-

mains standard therapy in spite of many
medical advancements. The object of such

treatment is to increase local blood flow to

the involved areas with potential hastening

of the healing processes.

The physiology of local heat therapy on

tissues has been reviewed, studied, and es-

tablished, and so will not be part of this

presentation. 1 - We are reporting our ex-

perience with a modification for the peri-

neum of a commercial pack known as a

Hydrocollator Steam Pack. This is the same
pack which has been used for relief of var-

ious neuromuscular disorders. 3 '5

The Hydrocollator Steam Pack consists of

Fig. 1. Modified Hydrocollator Steam Pack for
perineal use. Curved pack is before immersion;
flat pack is after immersion.

:;:Read at the meeting of the Tennessee State

Obstetrical and Gynecological Society, April 18,

1966, Gatlinburg, Tenn.

fFrom the Memorial Hospital, Chattanooga,

Tenn.

a series of fabric cells containing a filler of

hydrous aluminum silicate. The OB. Pack
modified from the original steam pack con-

sists of two rows of these cells (Fig. 1).

Briefly, hydrous aluminum silicate has the

properties of absorbing water and forming

a gel. This gel retained by the fabric,

when heated, will contain 80 to 85% of wa-

ter. In addition, heat is released slowly,

permitting effective applications for a half

hour or more. The length of time was
found to be consistent with our standard

postpartum 20 minute applications of moist

heat.

Method

A special master heating unit for the OB.

packs is necessary (Fig. 2) . This unit con-

Fig. 2. Steam Pack inserted into terry cloth cover.

sists of a wire rack to support the steam

packs and a hot water bath into which the

pack is immersed. The heat is controlled

by a thermostat to maintain the water at

about 170°F. New packs must be immersed

for 1 hour, but used packs 15 to 20 minutes.

A terrycloth cover, designed by one of us

(S.M.R.)
,
provided a convenient method of

holding the pack against the perineum.

(Fig. 3.) The terrycloth also diminishes

the intensity of the heat upon the skin.



July, 1966 PERINEAL APPLICATIONS OF MOIST HEAT—Binder and Regis 669

Fig. 3. Master unit for heating and storing Steam
Packs.

The pack is removed from the master heat-

ing unit, placed in a terrycloth cover, and
carried to the patient. The pack is held in

place by a sanitary napkin belt and left on
for the duration of the treatment. Upon
completion, the pack may be removed with-

out assistance and picked up later by the

aide. The Hydrocollator Pack is later re-

moved from the cover and is immersed in

the heat bath for re-use; the cover is sent

to the laundry for cleansing before it is

used again.

Evaluation of the Treatment

An attempt was made to evaluate the

properties of this pack to assess its value as

adjuvant therapy for the postpartum pa-

tient. We tried to evaluate the properties of

the pack with the use of a recording ther-

mocouple apparatus. Several tests were
done in which the pack was enclosed in

various types of material (Fig. 4) . It was
found that the pack retained therapeutic

levels of heat for more than 30 minutes
whether it was enclosed in single or double

thickness gauze sterile dressings or in the

terrycloth dressings as used in the OB.
pack. We also measured the heat absorption

and loss with conventional hot compresses

consisting of two layers of turkish towel,

heated in the same water bath and wrung
out. The difference in the heat retaining

(F*>

TIME (MINUTES

)

Fig. 4. Top graph—a record of temperature curve
and heat loss when Steam Pack covered by single
and double thickness Curity sterile dressing. Bot-
tom graph—Steam Pack in terry cloth cover

—

compared with hot compress made from 2 layers
of turkish towel.

properties of the Hydrocollator Pack and
the turkish toweling provides a striking

comparison as to the value of these two
methods of applying moist heat. By this

study we also demonstrated that the Hy-
drocollator Pack retains its heat sufficiently

longer than the duration of our average

treatment of 20 minutes. This was also ac-

complished with one pack rather than by
the need of reheating and reapplying hot

packs for the duration of treatment.

The patient’s response was checked by a

questionnaire. The patients selected for this

questionnaire were those who had had pre-

vious postpartum care with the use of other

forms of perineal heat therapy. Two
hundred patients were questioned concern-

ing their experience with previous heat

therapy and their preference for the use of

the Hydrocollator Pack. The previously

used forms of heat therapy were the heat

lamp, conventional hot soaks and Sitz

baths. Of the 200 patients questioned, 61

had used all the forms of heat therapy pre-

viously. The results of this questionnaire

indicated that of the patients surveyed, 175

preferred the Hydrocollator Pack, 3 pre-

ferred coventional soaks, 14 preferred the

heat lamp, 3 preferred the Sitz baths and 5

were undecided. The 61 patients having

previously received all forms of perineal

heat preferred the Hydrocollator Pack Unit.

The nursing personnel believes the Hy-
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drocollator Units are advantageous. There

seem to be fewer calls by the patient with

this unit than with the other forms of ther-

apy. The patient utilizing the Hydrocollator

Steam Pack, requires less assistance by the

aides, and the type of assistance is less

time-consuming. When heat cradles were
used, the patient required help to be placed

on and off the apparatus. Sitz baths re-

quired considerable time on the part of the

aide personnel, to be with the patient and

assist her during the course of treatment.

Discussion and Summary

A Hydrocollator Pack has been modified

for OB. postpartum use and perineal thera-

py. Properties of heat retention, demon-
strated by this pack, permits single applica-

tions of moist heat therapy. The ease of

which the pack can be applied and held in

place with an ordinary sanitary napkin belt,

seems to be an improvement over other

forms of heat therapy. The heat proper-

ties were tested objectively with a record-

ing thermocouple apparatus which demon-

strated the ability of this commercial pack

to absorb and slowly release the heat, al-

lowing for a 20 to 30 minute application of

moist heat. Patients’ preference was over-

whelmingly demonstrated through a ques-

tionnaire to patients having had previous

deliveries and treatment with perineal heat

by other forms of applications.

The experience with the use of the Hy-
drocollator Pack on our Obstetrical Service

has been highly successful. It is believed

this may represent an improvement over

other forms of perineal heat therapy

whenever moist heat is desired.
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Prevention of Subacute Bacterial Endocarditis

Associated with Dental Procedures: Gould, L.

and Sperber, R. J. Am. Heart Jour. 71: 134, 1966.

From 50 to 80% of patients who have dental

extractions or extensive dental procedures devel-

op bacteremia. The organism responsible is

Streptococcus viridans. Consequently, the recom-
mendation has been to give penicillin just before,

and for 2 days after the dental procedure. Recent

reports, however, indicate that many patients on

penicillin prophylaxis for prevention of recurrent

rheumatic fever harbor Str. viridans resistant to

penicillin. This necessitates a revision of the pre-

vious recommendations.

Patients on long term penicillin prophylaxis

should be treated either by, (1) stopping penicil-

lin long enough for blood levels to be absent for

one week, and then administering 600,000 units

procaine penicillin intramuscularly an hour be-

fore the dental procedure and on each of the suc-

ceeding 2 days; or (2) by adding erythromycin

250 mg. by mouth 4 times daily, beginning 6

hours prior to the dental procedure and continu-

ing for 3 days. All other patients with rheumatic

heart disease, syphilitic aortic valve disease, or

congenital heart disease should receive 600.000

units procaine penicillin intramuscularly an hour
before the dental procedure and on the 2 succeed-

ing days, except for those who are allergic to

penicillin. Patients who cannot take penicillin

should be given erythromycin 250 mg. 4 times

daily beginning 6 hours prior to the dental proce-

dure and continuing for 3 days. (Abstracted for

the Middle Tennessee Heart Association by James
Snell, M.D., Nashville.)
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CASE REPORT

Venous Congestion as a Probable

Cause of Abruptio Placenta*

Lawrence White, Nashville, Tenn.

I wish to review briefly abruptio placen-

ta, and to report an interesting patient, ob-

served recently at the Nashville General

Hospital, who had an abruptio placenta as-

sociated with varicosities and pelvic conges-

tion. Then I will review Mengert’s observa-

tion on the pathogenesis of premature sep-

aration of the normally implanted placenta.

Whenever the normally located placenta

separates from its uterine attachment be-

tween the twentieth week of pregnancy and

term, the condition is known as abruptio

placenta. This condition has been known by

many names, two being ablatio placenta

and premature separation of the placenta.

It was described by Rigby who called it ac-

cidental hemorrhage. Paul Portal in his

comparison of abruptio placenta with pla-

centa previa described the latter as unavoid-

able hemorrhage.

The incidence of abruptio placenta seems

to be about one in 500 pregnancies for the

complete type, and about one in 250 preg-

nancies for the incomplete type.

The primary cause of abruptio placenta is

unknown, but some of the conditions that

have been evoked as etiologic factors are

trauma, shortness of the umbilical cord,

chronic hypertension, acute toxemia, and

pressure by the enlarged uterus on the in-

ferior vena cava. Rupture of the mem-
branes in cases of hydramnios with the sud-

den reduction of the volume of the uterus

has also been given as a cause of placental

separation, and also after delivery of the

first of twins.

An even more recent theory of a defect

in folic acid metabolism, especially during

the first trimester of pregnancy has been

proposed as an etiologic factor in abruptio

placenta.

*Read at the meeting of the Tennessee Obstet-

rical and Gynecological Society, April 18, 1966,

Gatlinburg, Tenn.

fFrom the Department of Obstetrics and Gyne-
cology, Nashville General Hospital, Nashville,

Tenn.

The diagnosis in the more severe cases is

made on the signs and symptoms of a sud-

den onset of acute abdominal pain, and a

sudden increase in the size and tenderness

of the uterus with a tense abdominal wall.

Absence of fetal heart tones, the general

symptoms of increasing anemia, fall in

blood pressure, and deepening shock usual-

ly follow in rapid succession. There may
or may not be some external hemorrhage.

In the differential diagnosis,—rupture of

the uterus, abdominal pregnancy, ruptured

uterine varix, torsion of the uterus, and

placenta previa are some of the conditions

to be considered. The diagnosis of abruptio

placenta is commonly confused with placen-

ta previa, although these two entities

should present no problem in differentiation

since they usually present different clinical

pictures. The onset of abruptio placenta is

usually sudden and stormy; in placenta

previa it is quiet. Abruptio is accompanied

by severe pain; previa is without pain un-

less uterine contractions are present. Hem-
orrhage with abruptio is internal first, then

may become external and severe, and is

further characterized usually by one hem-
orrhage. Hemorrhage from previa is exter-

nal, mild, and occurs several times. The
hemorrhage with abruptio is continuous and

may sometimes cease with uterine contrac-

tions, whereas with previa the hemorrhage
is usually increased with uterine contrac-

tions. The uterus with abruptio usually is

tense and tender; with previa it is soft and

nontender. The fetal heart tones are not

affected by placenta previa, but are altered

by abruptio.

Case Report

A recent case of abruptio placenta at the

Nashville General Hospital is of interest

because the abruption was predicted ap-

proximately one hour prior to its occur-

rence.

The patient was a 34 year old, white, obese

woman, gravida 5, para 4, abortions 0, whose ex-

pected date of confinement was Dec. 31, 1965.

She was first seen in our prenatal clinic on June

7, 1965. Pertinent findings then were limited to

the pelvis and lower extremities. Evidence of

moderate pelvic relaxation and a uterus of ap-

proximately 10 to 12 weeks gestation was found

on pelvic examination. Marked varcosities of

the vulva and both lower extremities were pre-
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sent, more marked on the left. (The observers

described these as the most marked varicosi-

ties they had ever seen.) It was recommended
that the patient wear supportive hose and that

she elevate the legs at regular intervals. Her
course was followed periodically in the out-pa-

tient clinic. In November, the patient was found

to have slight pretibial edema and was placed on

a low-salt diet which she did not follow. On Dec.

12, the patient was found to have gained 6

pounds in 5 days, had 2+ pitting, pretibial edema,
and without albuminuria. The B.P. which had
previously been normal was now 164/100.

The patient was admitted for treatment and

within 72 hours had lost 14 pounds and had be-

come normotensive.

On the 3rd hospital day, while discussing the

treatment and condition of the patient with Dr.

Frank Whitacre, he mentioned the possibility of

abruptio placenta developing in this patient be-

cause of the findings of Mengert, Howard, and

Goodson on the production of abruption of the

placenta from venostasis due to compression of

the vena cava. In less than an hour afterward,

one of the house officers was called to see the pa-

tient because she was complaining of a sudden

onset of lower abdominal pain and vaginal bleed-

ing. The patient had soaked a large area of the

bed with blood, and blood was oozing from the

vagina. The uterus was quite tender and irritable.

The fetal heart rate was 148. The patient was

covered with cold perspiration, the P. was 88, and

the B.P. 120/80. She was immediately taken to

the operating room for a low cervical cesarean

section with delivery of a 9 lb. 4% oz. female in-

fant, The uterus was found to be quite congested.

The placenta was partially detached and a dark

clot of approximately 5 to 6 cm. in size was at-

tached to the maternal surface of the placenta.

The infant required extensive resuscitation, but

improved rapidly over the next 1 to 2 hours, and

presently is doing well.

Discussion

As has been mentioned previously Men-

gert and associates 1
’
2 have shown that ve-

nostasis can cause abruption of the pla-

centa. During their animal experimentation

on the etiology of the supine hypotension

syndrome in pregnancy, placental abrup-

tion occurred in one of the dogs after liga-

tion of the vena cava. Because of the clini-

cal implications of this occurrence, further

experiments were undertaken to ascertain

whether this phenomenon was accidental or

represented a consistently recurring phe-

nomenon. In 4 dogs, in the second or third

trimester, ligatures were placed around the

vena cava below the level of the renal

veins and about the left ovarian vein. After

timed intervals of venous obstruction, vary-

ing from 5 to 60 minutes, each dog was
sacrificed and representative areas of the

uteroplacental junctions were studied his-

tologically.

Observation of the uteri during the pro-

cedure showed gross engorgement, and
after sacrifice of the animals and opening of

the uteri, evidence of abruptions were seen

on 22 of 24 of the placentas. The areas of

abruption varied in size from 1 to 2 mm. to

1 to 1.5 cm.

After observing the findings in these ani-

mal experiments, Mengert and collaborators

decided to take a step further. Two multi-

parous patients at term who were in need

of a cesarean section were selected. In each

patient, at the time of the cesarean section,

a point below the entry of the renal veins

was selected and the vena cava was com-

pletely occluded by digital compression for

5 minutes. The aorta was not compressed.

The entire uterus became congested espe-

cially at the site of the placental attach-

ment. After 3 minutes this site became dis-

tended and elevated above the surrounding

uterine wall. At the end of 5 minutes

compression of the vena cava was released

and the section was carried out; both in-

fants were resuscitated and did well. One
of the placentas was almost completely sep-

arated from its attachment with a large

amount of dark red blood flowing out from

behind the placenta. The placenta of the

second patient was partially detached from

its site and a dark clot was demonstrated

behind the placenta.

It is probable that venous congestion as-

sociated with abruptio placenta, is more

common than is appreciated. It is known
that compression of the vena cava may
cause separation of the placenta. When a

patient is near term and has severe varicosi-

ties, it is probably not wise for the patient

to lie on her back, and thereby add to the

possibility of compression of the vena cava.

We believe that this case is illustrative of

the problem and should be brought to the

attention of those doing obstetric practice.
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SEPTIC SHOCK—P ATHOGENESIS AND
TREATMENT. Weinstein, Louis and Klainer,

Albert S. New England J. of Med., 950, 1966.

The very perplexing problem of shock with

sepsis has been the subject of research for many
years, but only recently has enough been learned

to aid management of the patient. Weinstein and

Klainer review much of the evidence and trans-

late it into logical methods of treatment.

Septic shock is a dynamic process caused by

various infections resulting in inadequate perfu-

sion of tissues. Bacteremia may not occur as the

syndrome may be due to endotoxin, exotoxins

and direct bacterial invasion. It usually occurs

with urinary, intestinal, or biliary tract surgery

or cirrhosis, diabetes, burns, malignancies and

corticosteroid treatment. The most frequent or-

ganisms are E. coli and Pseudomonas. Prior to

present management the syndrome was fatal in

40 to 80%.
At first “warm shock” appears, but if allowed

to continue “cold shock” ensues. There are three

types of hemodynamic abnormalities, any one of

which, or a combination of all three, may be pres-

ent. These are cardiac failure, blood volume
deficit and peripheral vascular failure. Initially,

there is spasm of both the arterioles and muscu-
lar venules which increases blood flow to the

essential organs and lowers capillary hydrostatic

pressure. Within hours the arterioles lose their

tone while the venous tone is maintained, thereby

flooding the capillaries and reducing the effective

volume flow.

If the preventive measures of treating the in-

fection early and avoiding indwelling catheters

fail, airway obstruction and blood loss must be
ruled out. When this is done a small polyvinyl

catheter is placed in the median basilic vein and
passed into the superior vena cava or right atri-

um. The position of the catheter can be approxi-

mated by the length of the catheter. A 3-way
stopcock with a manometer is then attached. If

the central venous pressure is less than 5 cm. of

water, whole blood or plasma is infused until the

pressure rises 8 to 12 cm. If the blood pressure

does not rise at this time, there is probably the

fact of decreased cardiac output present. They
consider then the treatment of choice to be iso-

proterenol-1 mg. of the drug dissolved in 500 cc.

of D5W at a rate of 1 to 2 meg. per minute. This

is to stimulate the beta adrenergic receptors to

increase the rate and force of the contraction of

the heart. At this time, rapid digitalization may
be helpful and probably should be done.

If these procedures fail, the use of vasodialating

agents are tried. The main one they use for this

purpose being Dibenzyline.

They feel that corticosteroids may have some
beneficial effect given 500 mg. of hydrocortisone

every 4 to 6 hours for 48 hours. After blood cul-

tures are drawn, they recommend the giving of

kanamycin or the combination of streptomycin (1

Gm. intramuscularly daily) and large doses of

chloramphenicol (4 to 6 Gm. intravenously per

day).

Vasopressor agents are rarely used; then only

when blood pressure is unrecordable. This is in

the form of metaraminol (Aramine) so that the

pressure will rise to 35 to 40 mm. of mercury.

They no longer use Levophed. Finally, they do

not believe oxygen is of any value as septic shock

is the static type rather than the anoxia type. An-
tihistamine, hypothermia, aldosterone, heparin

and a number of other drugs are of dubious val-

ue. (Abstracted For The Tennessee Heart Associa-

tion by William G. Fuqua, M.D., Columbia,

Tenn.)
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Nashville Veterans Administration

Hospital*

Intracerebral Hematoma

DR. CHARLES E. WELLS: The patient

for discussion today will be presented by
Dr. Alexander C. McLeod.
DR. ALEXANDER C. McLEOD: This was the

first admission to the Nashville Veterans Adminis-
tration Hospital for this 50 year old man who en-

tered on Jan. 10, 1966, complaining that he had
suffered a “stroke.” Approximately 14 days prior

to admission, he suddenly developed nausea and

headache followed within a few minutes by pa-

ralysis of his left arm and leg. He did not lose

consciousness, nor was he at any time unrespon-

sive. Maximal weakness of the left arm and leg

developed within a very short time, and he had

thereafter shown some improvement. At the

time of admission he said he was considerably

stronger than on the day the episode occurred.

He had remained conscious and communicative

throughout his illness.

Past history revealed that the patient had re-

tired from his job as a truck driver at age 43 be-

cause of hypertension. Subsequently he had been

followed by his private physician because of hy-

pertension, episodes of chest pain radiating to the

left arm, and episodes of nocturnal dyspnea. He
had experienced no neurological symptoms pre-

viously.

In July of 1965, he had been admitted to anoth-

er hospital because of dyspnea. At that time a

blood pressure of 250-140 had been discovered,

associated with cardiac enlargement. Laboratory

studies revealed a slight anemia and bilateral re-

nal dysfunction. During that hospitalization, he

was placed on a low salt diet and given digitalis.

His blood pressure was relatively well controlled

on reserpine and Guanethidine. On this thera-

peutic regimen, diastolic blood pressure record-

ings between 90 and 100 were obtained. He had
continued on these medications until the onset of

the episode which necessitated his hospitalization.

On admission, general physical examination re-

vealed a B.P. of 190/130 and enlargement of the

heart to the left of the midclavicular line with a

grade II/VI systolic murmur along the left ster-

nal border. On neurologic examination, the pa-

tient was alert and oriented. He responded ap-

propriately though slowly to questioning. There

was conjugate deviation of the eyes to the right.

Examination of the ocular fundi revealed bilater-

:::From the Division of Neurology, Vanderbilt

University School of Medicine, and the Neurology
Service, Nashville Veterans Administration Hospi-

tal; Nashville, Tenn.

al blurring of the disk margins but no other

definite evidence of papilledema. A large number
of fresh retinal hemorrhages were noted bilateral-

ly. The corneal response was diminished on the

left as compared with the right. Motor function

of the right arm and leg was normal. There was
severe flaccid weakness of the left upper and
lower extremities. Muscle stretch reflexes on the

left side of the body were slightly less brisk than

those on the right. The superficial abdominal
reflex was brisk on the right, but none could be

obtained on the left. The left plantar response

was abnormal. No definite sensory abnormality

could be demonstrated.

Admission laboratory studies included a normal
hematocrit, WBC., and differential. The urine

contained 3+ albuminuria, 2+ glycosuria, 15 to

20 WBC. per h.p.f., 8 to 12 RBC. per h.p.f., and
many bacteria. BUN. was 45 mg. per 100 ml. on

admission. The serum electrolytes, calcium, and
phosphorous were within normal limits. Serum
uric acid was 11.8 mg. and serum creatinine, 2.65

mg. per 100 ml.

At the time of admission, we believed the pa-

tient had most likely had a right cerebral hemis-

pheric vascular accident secondary to his severe

hypertension.

On the day of admission, a lumbar puncture

was performed. The opening pressure was 420

mm. The spinal fluid was amber in color and
clear. Microscopic study revealed 400 crenated

RBC. and a protein of 230 mg. Chest x-rays re-

vealed cardiac enlargement. Following admis-

sion, the patient was begun on antihypertensive

medications.

On the patient’s 2nd hospital day, when he was
seen by the attending physician, he was poorly

responsive, staring around uncomprehendingly
most of the time, without voluntary conversation.

When questioned, he stated that his eyes ached

and that he had a mild headache. He was orient-

ed and followed directions fairly well, but he was
markedly lethargic and uninterested in his sur-

roundings. It was thought that he had a left

hononymous hemianopsia, though this could not

be demonstrated with certainty. The ocular fun-

di showed blurred optic disks with absence of the

normal optic cups and absence of venous pulsa-

tions bilaterally. There were prominent exudates

and hemorrhages bilaterally, some large enough

to suggest subhyaloid hemorrhages. The right

pupil was very slightly smaller than the left but

both responded well to light. The left corneal

response was diminished. There was a moderate

left facial weakness of the upper motor variety

and flaccid paralysis of the left arm. There was
fairly good movement of the left leg, though the

strength was markedly less than that of the right.

The left knee jerk was now slightly more active

than the right; otherwise, no significant asymmet-

ry of the muscle stretch reflexes was obtained.

There was an absent plantar response on the left

and a downgoing response on the right.

Because of the unusual and striking deep am-
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ber color of the spinal fluid, the possibility of pri-

mary intracerebral hemorrhage, primary suba-

rachnoid hemorrhage due to an aneurysm, or

primary subdural hematoma was raised. It was
recommended that the nature of the pigment be
determined and that the patient’s neurologic sta-

tus be followed closely in succeeding days. If the

patient did not improve clinically, right carotid

arteriography was proposed.

Over the succeeding 5 days, the patient was
carefully observed and evaluated. Diminished
renal function was demonstrated, and urine cul-

tures grew Proteus organisms. Attempts were
continued to control his blood pressure with

drugs. Repeat spinal fluid examination disclosed

amber-yellow fluid with a normal opening pres-

sure and 163 cells (96% of RBC. and 4% poly-

morphonuclear leukocytes). Bilirubin could not be
demonstrated in this spinal fluid specimen but

methemoglobin was demonstrated with certainty.

Repeat skull x-rays revealed a slight shift of the

pineal body to the left. (Fig. 1.)

Fig. 1. Pineal is shifted from right to left. Arrow
indicates Pineal.

The patient failed to improve and on his 7th
hospital day, right carotid arteriogram was per-
formed revealing a mass in the right hemisphere.
(Fig. 2.) On the 10th hospital day, craniotomy
was performed by Dr. Karl Jacobs, and an intra-

cerebral hematoma of approximately 35 cc. was
evacuated from the right temporal region. The
patient tolerated the procedure well.

During succeeding weeks, the patient showed
rapid neurologic improvement. Strength im-

Fig. 2. Right carotid arteriogram. Note marked
shift of anterior cerebral artery to left.

proved markedly on the left side, and by the time

of discharge he was able to stand and to walk
with ease. He could also use his left hand and
arm quite well, though some slight weakness in

the left arm persisted. He remained somewhat
dull mentally. During this postoperative period,

his urinary tract infection cleared, and hyperten-

sion was adequately controlled with medications.

He was discharged markedly improved.

DR. WELLS: This patient aroused a

great deal of interest in us from several

standpoints. First of all, he was only 50

years of age, yet he suffered from serious

hypertension with evidence of renal impair-

ment and secondary enlargement of his

heart. Secondly, despite his relative youth,

he obviously had severe dysfunction of his

right cerebral hemisphere. At the time of

admission, one could be quite certain on the

basis of the history and of the abnormali-

ties demonstrated on neurologic examina-

tion that this man had had a cerebral vas-

cular accident involving the right cerebral

hemisphere. The question remained, howev-
er, as to the nature of the stroke and as to

whether any definitive therapeutic proce-

dures might benefit him.
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Even without knowing the results of any

laboratory procedures, it was logical to

think that he might either have infarcted a

portion of the right cerebral hemisphere by

occluding the right middle cerebral artery

or have destroyed a portion of that hemis-

phere by hemorrhaging from this artery or

from one of its branches. The history of

abrupt onset with subsequent improvement

was certainly most characteristic of occlu-

sive vascular disease. When intracerebral

hemorrhage occurs it is usually a catastro-

phic event, and most commonly the patient

loses consciousness at the outset. Even if he

rouses subsequently, seldom does one see

much evidence of clinical improvement so

far as increase in strength and motility is

concerned. Intracerebral hemorrhage is in

general perhaps the most devastating varie-

ty of cerebral vascular accident which man
experiences—and the appreciable improve-

ment in this patient’s clinical state prior to

his admission to the hospital here made this

diagnosis seem unlikely. On the other

hand, a severe headache along with nausea

at the onset is unusual with ischemic vascu-

lar disease, and it pointed us somewhat to-

ward a diagnosis of intracranial hemor-

rhage.

As soon as the spinal fluid was examined,

it was obvious that there had been bleeding

within the cranium. Only a few red blood

cells were seen in the spinal fluid, but the

fluid was deep amber in color, actually of a

most unusual hue. With this finding to

support us, several questions arose. Could

he perhaps have a subdural hematoma ac-

counting for the weakness and for the xan-

thochromia? Could he perhaps have

suffered an intracerebral hemorrhage, with

rupture of the hemorrhages into the cere-

bral ventricles resulting in xanthochromic

spinal fluid? Could he perhaps have

suffered a subarachnoid hemorrhage from

rupture or an aneurysm, with subsequent

infarction of the right cerebral hemisphere

distal to the aneurysm? Lastly, might he

possibly have had a primary intracerebral

hemorrhage with hematoma formation, the

amber color of the spinal fluid being secon-

dary to diffusion of pigments from this he-

matoma into the cerebral spinal fluid?

On clinical grounds, the first two possibil-

ities that I mentioned seemed unlikely.

Subdural hematomas almost never appear

abruptly except following rather serious

cranial trauma. There was no history of

trauma in this man. When they appear in

their usual insidious fashion following some
fairly trivial cranial trauma, they seldom

produce the striking focal abnormalities

noted in this individual. Therefore on clin-

ical grounds we felt this an unlikely possi-

bility. Primary intracerebral hemorrhage,

secondary to hypertension, with subsequent

rupture of the hematoma into the ventri-

cles, would be a definite possibility, but pa-

tients usually lose consciousness with rup-

ture of blood into the cerebral ventricles,

and death or severe disability is almost the

invariable consequence. The fact that this

patient had never lost consciousness, and
that actually he had improved since onset

seemed to make this an unlikely choice.

We thus were led to consider the third

and fourth possibilities mentioned previous-

ly as being the most likely diagnostic possi-

bilities. While subarachnoid hemorrhage
from an aneurysm does not usually result

in striking focal neurologic defects, at times

the aneurysm ruptures into the substance

of the brain, or at times there is infarction

from occlusion of the vessel near the site of

bleeding. Thus this might have provided

an adequate explanation for this patient’s

ciinical course. Primary intracerebral he-

matomas are rare, but they are known to

occur. Furthermore, it has been reasonably

well established that removal of these he-

matomas neurosurgically may result in

striking clinical improvement. Since aneu-

rysms and -intracerebral hematomas are

among the rare varieties of “strokes” which
can be treated, it became important in this

instance to know the exact nature of the

cerebral vascular accident which had oc-

curred.

Skull x-rays demonstrated a shift of the

pineal gland to the left, suggesting enlarge-

ment of the right cerebral hemisphere, but

this did not give us the answer. Swelling in

the right cerebral hemisphere might have

been secondary either to infarction with

surrounding edma or to a hematoma—thus

the skull x-ray did not make the diagnosis.

We then considered whether an investi-
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gation into the nature of the cerebral spinal

fluid pigment might be of value—and it

proved to be of great value in this patient.

It has been well demonstrated in the past

that after bleeding occurs into the suba-

rachnoid space, the red cells are gradually

destroyed. The liberated hemoglobin is then

progressively broken down, first to oxy-

hemoglobin, subsequently to bilirubin. Thus
after either primary subarachnoid hemor-
rhage or intracerebral hemorrhage with

rupture into the ventricles, one would ex-

pect to find oxyhemoglobin or bilirubin in

the spinal fluid. As late as 2 weeks after

the hemorrhage, most of the pigment will

be bilirubin, since oxyhemoglobin is promi-

nent only in the early stages of breakdown.

Methemoglobin does not ordinarily appear

following bleeding into the subarachnoid

space. Methemoglobin may, however, be

found both within subdural hematomas and
within intracerebral hematomas. Thus, we
predicted that if the amber pigment color-

ing this man’s spinal fluid proved to be

methemoglobin, it would strongly support

the diagnosis of an encapsulated intracere-

bral hematoma with diffusion of pigment
into the spinal fluid, whereas the demon-
stration of bilirubin alone would suggest

one of the other diagnostic possibilities.

We asked our colleagues in the Division

of Hematology to analyze this spinal fluid.

They were unable to show the presence of

bilirubin but were able to demonstrate with
certainty the presence of methemoglobin.

Thus we predicted that this patient proba-

bly had an encapsulated intracerebral he-

matoma.

Subsequent carotid arteriogram demon-
strated the presence of the mass; and at

surgery, a large intracerebral hematoma
was evacuated with subsequent improve-
ment in the patient.

Thus, in this patient the determination of

the spinal fluid pigment allowed us to pre-

dict with some certainty the nature of the

underlying disease process. In this man
such a differentiation was of major impor-
tance. As I have already mentioned, al-

though encapsulated intracerebral hemato-
mas are rare, it is important that they be

diagnosed, for their removal frequently

leads to striking clinical improvement.
In summary, this man appeared complain-

ing that he had suffered a “stroke.” As
with any other patient who presents simi-

larly, we tried first to demonstrate the site

of his neurological lesion, next to demon-
strate its nature. It was relatively easy on
the basis of our neurologic examination to

localize his lesion to the right cerebral

hemisphere. It was much harder to dem-
onstrate the nature of the lesion. As always,

our aim was to find a treatable lesion if

one were present—and in this man a series

of clinical and laboratory studies led us

to the discovery of an intracerebral hema-
toma. Subsequent removal of the hematoma
led to striking clinical improvement.

DR. PETER NEW: Is the technic for dem-
onstrating spinal fluid pigments a fairly

standard one?

DR. WELLS: No, it isn’t. The presence of

methemoglobin within the depths of a sub-

dural or intracerebral hematoma has been

known for a long time, as has the progres-

sive breakdown of blood in the subarach-

noid space first to oxyhemaglobin and then

to bilirubin. To my knowledge, however,

this has been used very little as a diag-

nostic procedure. In this instance, perhaps

we were just lucky, but certainly it proved

to be quite valuable to us. You could argue,

of course, that we would have demonstrat-

ed the same thing by arteriography alone,

and that is certainly true. Nevertheless, it’s

good to be able to suspect what is going to

be seen with arteriography, since in some
instances this might actually lead to the de-

cision to perform the arteriogram.

QUESTION FROM AUDIENCE: What is

this man’s prognosis?

DR. WELLS: Probably not too good. He
made a nice though incomplete recovery

from this cerebral vascular accident, but

this man is severely ill with hypertension

and renal dysfunction and certainly we
would not expect his future to be a particu-

larly bright one. The chance of his having

another cerebral vascular accident is high,

particularly if his hypertension cannot be

well controlled.
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Baptist Memorial Hospital

Thrombotic Thrombocytopenia*

This 27-year-old woman was hospitalized on

Oct. 30, 1965, because of anemia, gross hematuria,

and severe respiratory distress. At the time of

the onset of her present illness the patient was
approximately 8 months pregnant. She had had
no difficulty during her pregnancy, and there had
been no elevation of the blood pressure nor al-

buminuria. She was not receiving medications

other than vitamins.

On Oct. 21, the patient was seen by her physi-

cian because of severe nausea, vomiting, and mild

diarrhea. No blood noted in the bowel move-
ments. She was having some vague abdominal

pain, but this was not severe. It was thought

that the patient most likely had a viral enteritis

and she was treated symptomatically. Later that

day, however, the symptoms increased in severity

and she continued to have severe nausea and

vomiting. Chest pain developed bilaterally which

was never clearly described; her husband noted

that she was somewhat short of breath at this

time.

She was hospitalized in her home town because

of the symptoms. She was found to be mildly

dehydrated and was given I.V. fluids and sympto-
matic medication for the nausea and vomiting.

The BUN. was found mildly elevated, and it was
thought this was most likely secondary to de-

hydration. She improved considerably soon after

admission.

On Oct. 22, however, the patient was observed

to be markedly jaundiced, a finding which had
not been present at: the time of her admission the

day before. The HCT., which had been 37% on

the day of admission, had fallen to 22%. The
stools were negative for occult blood. The patient

was given transfusions with improvement, and
after several days, the jaundice began to subside.

On Oct. 24, the patient went into labor and had
a stillborn infant. There was no gross evidence

of infection at the time of delivery. Following

this, the patient seemed to improve somewhat.
The nausea and vomiting had now completely dis-

appeared and she no longer had diarrhea. The
patient had had fever but the T. was returning

toward normal levels. However on Oct. 29, she

again became worse. She developed marked
shortness of breath and complained of diffuse dis-

comfort in her chest. Gross hematuria was pres-

ent for the first time and she was passing large

amounts of dark-red blood per rectum. She be-

came very pale and developed a marked tachy-

cardia. In spite of further transfusions the pa-

:!:From the Departments of Medicine and Pathol-

ogy, Baptist Memorial Hospital, Memphis, Tenn.

tient’s general condition did not improve and on
Oct. 30, she was transferred to Baptist Memorial
Hospital. Prior to the transfer, she had received a

total of 12 units of whole blood.

Detailed review of systems revealed that the

patient generally had enjoyed excellent health in

the past and had had no significant illnesses. She
had complained from time to time of mild-

arthralgia in the hands and wrists, but there had
never been swelling of these joints nor signs of

acute inflammatory changes.

Physical examination upon admission revealed

the patient to be acutely and severely ill. Rectal

T. was 99°, the B.P. 150/70, the P. rate 120, and
R. were 60/min. She was of normal development
and well nourished, and did not appear to be
chronically ill. However, she was in severe,

acute distress with rapid, shallow respirations.

There was mild jaundice and many bruises were
seen at the sites of venipunctures. The mucous
membranes were pale; there were one to two
small petechiae over the soft palate but peripher-

al petechiae were not seen. Percussion note was
resonant over both lung fields. There were inspi-

ratory rales in both lung bases and many rhonchi

could be heard throughout both lung fields, per-

haps more marked on the left. The heart did not

appear to be enlarged. There was a blowing, sys-

tolic murmur heard diffusely over the precordium
but no diastolic murmurs were heard. There was
a triple rhythm heard at the apex, which was
thought to represent a presystolic gallop rhythm.

The neck veins were not distended and the pe-

ripheral pulses were good. The abdomen was soft

and symmetrical. There was notable tenderness

in the RLQ with mild rebound tenderness being

apparent. No muscle spasm was noted. The bowel
sounds were normal. Neurologic examination

was within normal limits.

On Oct. 30, the Hgb. was 12.9 Gm. and the

HCT. 38.5%; red cell indices were normal. Reticu-

locytes were 4.5% and the E.S.R. was 15 mm/hr.
The WBC. count was 17,400 with 1% myelocytes,

1% metamyelocytes, 4% bands, 84% PMN, 6%
lymphocytes, and 4% monocytes. Phase platelet

count was 43,000, later falling to 12,000. The red

cells showed moderate anisocytosis. There were
many spherocytes on the smear and many bi-

zarrely-formed red cells were noted with schisto-

cytes and other fragmented forms. There was
moderate, diffuse basophilia. Urinalysis revealed

the urine to be grossly bloody with a pH of 5.0

and a specific gravity of 1.013. There was a 3+ pro-

tein and no glucose in the urine. The RBC. were

too numerous to count and there was 20 to 25

WBC. per hpf. On examining the fresh speci-

men, many granular casts were seen. Plasma urea

nitrogen on Oct. 30 was 44 mg.%. A hemorrhagic

study performed on this day revealed no abnor-

malities except the thrombocytopenia. The clot

was observed and no evidence of increased fibri-

nolytic activity was noted. A bone marrow ex-

amination was performed on this same day; there

was no evidence of leukemia. The only marrow
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abnormality was erythroid hyperplasia which was
believed consistent with her acute hemolytic epi-

sode. An EKG. showed nonspecific ST-T wave
changes and a sinus tachycardia. Chest x-ray on

Oct. 30, showed diffusely increased markings

throughout both lung fields, which were thought

to be due to pulmonary edema. The heart did

not appear to be enlarged. There was a small

amount of fluid noted in the left costophrenic an-

gle.

Serum electrolytes on Oct. 30, showed no devia-

tion from normal. Three blood cultures obtained

on the day of admission were sterile. Coombs test

was negative. An LE preparation was also nega-

tive. On Nov. 1, the total bilirubin was 3.1 mg.%
with a direct of 1 mg.% and indirect of 2.1 mg.%.
The SGPT was 20 units and alkaline phosphatase

was 9 K-A units. Culture and smear of the bone

marrow for acid-fast bacilli and fungi were nega-

tive. Serum electrophoresis revealed a gamma
globulin of 8.6% of the total and a beta II globu-

lin of 7.1% of total. The beta I globulin was

10%, alpha II—12.8%, alpha I—8.5%. Albumin
was 53% of the total. Total protein on this de-

termination was 4.7 Gm.%.
After appropriate cultures were obtained, the

patient was begun on large doses of Staphcillin,

intravenous penicillin, and streptomycin. She was
also begun on Solu-cortef, the initial dosage

being 300 mg. I.V. daily, and this dosage was la-

ter increased to 600 to 800 mg. I.V. daily. She was
digitalized over a 24-hour period. Intermittent

positive pressure breathing was given 4 times dai-

ly, and oxygen was administered by tent. Within

a few hours, the patient’s pulse fell to the 115 to

120 range. She continued to be very short of

breath, however, and had one episode of severe

respiratory distress which was relieved by the ad-

ministration of aminophyllin and hydroxyzine

(Vistaril)

.

Early on the morning after admission, the pa-

tient had a tarry stool and this was repeated sev-

eral times during the remainder of her life. By
about 10 a.m. on Oct. 30, the patient was quieter

and fewer rales were noted in the lung fields. The
cardiac rate was 120 and no definite gallop could

be heard. B.P. remained stable, but R. remained

in the range of 40-60/min. By the evening of

Oct. 31, the patient appeared essentially un-

changed, and a repeat chest film showed no

changes from the previous ones. The heart size

remained normal. On the night of Oct. 31, the

patient developed marked respiratory distress

unaccompanied by stridor, but over a period of

about 30 minutes there developed massive swell-

ing of the parotid and submandibular glands.

On the morning of Nov. 1, the patient was re-

markably improved. The parotid and submandibu-
lar swelling had subsided; the P. was now 100

and R. 32. The chest was much clearer to auscul-

tation. She did well the remainder of the morn-
ing, but at 1:45 p.m. she had a grand mal seizure.

Neurologic consultant found no evidence of mas-

sive intracranial hemorrhage. The patient, how-
ever, had a left homonymous hemianopsia.

The urine output remained good. BUN. re-

mained in the 50 mg.% range. She had some re-

turn of her visual acuity, but on Nov. 2, inability

to see and some weakness of the right facial

nerve was present. She became confused for the

first time on this day. The HCT. fell and subse-

quently several units of packed cells were given

with continued evidence of gastrointestinal bleed-

ing and continued severe gross hematuria. She
also developed hemoptysis.

The patient’s confusion became more marked
and she remained restless and uncooperative. On
Nov. 5, she had another generalized seizure; she

was able to move all extremities after this seizure

but remained completely disoriented. The anti-

biotic therapy was discontinued but she was con-

tinued on the large doses of Solu-cortef and
blood as necessary. Late in the afternoon of

Nov. 5, the patient developed a very weak pulse

for the first time and had a resumption of her

tachycardia in the 160 range. She became un-
responsive, cold, and clammy; the blood pressure

fell. She did not respond to metaraminol (Ara-

mine) or whole blood and expired shortly there-

after.

DR. J. D. UPSHAW: The case will be

discussed by Dr. Burt Friedman.

DR. BURT FRIEDMAN: In the CPC dis-

cussions, there are various approaches one

may take in attempting to reach a reasona-

ble conclusion. In this particular case, one

might approach the problem by considering

whether or not this is a neoplastic disease,

a congenital disorder, an infectious disease,

or possibly a degenerative abnormality.

However, I prefer to look at this case from

the standpoint of a system involvement.

With that in mind, as one reads this proto-

col, I think he is impressed that the systems

involved is diffuse. Multiple organs are in-

volved, namely, the heart, kidneys, lungs,

brain, skin, and mucous membranes. It

would appear that one has primarily to

deal with two systems, namely, the nervous

and the vascular. Although there is evi-

dence of nervous system involvement, it

would appear that such involvement is not

the primary problem. One is left with an

analysis of the case from the standpoint of

the vascular system.

Proceeding then, we have a young white

woman who died within 2 to 3 weeks from
the apparent onset of her illness, and some
7 days after being admitted to this hospital.

At the time of her present illness she was 8

months pregnant. I suspect the pregnancy
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is just a coincidental phenomenon since

there had been no elevation of the blood

pressure or proteinuria to suggest that she

might have had toxemia which could have

involved her vascular system. I think it

would be proper to eliminate pregnancy as

an etiologic association.

Then after having been admitted to the

hospital with anemia, gross hematuria, and

severe respiratory distress, she developed

nausea, vomiting, and diarrhea which later

became a bloody diarrhea. She soon devel-

oped bilateral chest pain which was never

clearly described, and was quite short of

breath.

The laboratory findings included an ele-

vated plasma urea nitrogen which at that

time could have been a factor contributing

towards her dehydration or even a result

thereof. Then it was noted on Oct. 22,

which was some 8 days before she was ad-

mitted for her terminal illness, that she had

jaundice, which finding had not been pres-

ent at the time of her admission the day

before. The hematocrit which had been 37%
on the day of admission fell to 22%; this

fall occurred in the absence of obvious

bleeding. One then may assume that this

patient had had a hemolytic phenomenon,

and I think it is fair to assume this is what
happened on repeated occasions.

Then on Oct. 24, she went into labor and

had a stillborn infant. It is recorded that

there was no evidence of infection at deliv-

ery, and that the nausea and vomiting had

completely disappeared as well as the diar-

rhea. She had been febrile all along, but

her temperature returned to normal. On
Oct. 29 she became worse after having a

normal temperature. The dyspnea increased

and she had marked discomfort in her chest.

Hematuria was noted for the first time. She
became pale, had a marked tachycardia, and
was given blood transfusions in an effort

to correct this abnormality.

I would like for Dr. Booth to describe the

chest films and I will try to fit them into

the clinical picture.

DR. J. L. BOOTH: As you will note this

patient had four chest films; one was made
on the date of admission, Oct. 30. This film

shows the heart of normal size and contour,

scattered fluffy infiltration is seen through-

out both lung fields but no fluid. This

finding is suggestive of pulmonary hemor-
rhage or pulmonary edema. In view of the

history of bleeding in the urinary and G.I.

tracts, this very likely represents some hem-
orrhage into the lungs.

On Oct. 31, the patient is still short of

breath; we see even more infiltrate and this

again could represent pulmonary hemor-
rhage. No fluid is seen. On Nov. 1, the

chest film showed clearing of the pulmo-
nary infiltrate. At this time the patient

was clinically much better and the lung

fields were clear. A final x-ray film was
made on Nov. 3, or 2 days before death and
at this time the lung fields had cleared al-

most completely. The heart size is difficult

to evaluate because it was a short portable

film technic. No evidence of cardiac en-

largement is seen during this period of

study.

DR. FRIEDMAN: With regard to the

roentgen appearance of the lungs possibly

being due to uremia, I would think that the

blood urea nitrogen is not quite high

enough for this to be the etiologic process.

Furthermore, it does not have the roentgen

appearance of uremic lung disease. I think

we usually see uremic disease in patients

who are more or less in terminal uremia
with blood urea nitrogens over 100 mg.%.
The lungs exhibit a patchy diffuse exudate

and this with clinical hemoptysis suggests

that she is bleeding into the interstitial and
intra-alveolar spaces of the lungs which is

the basis upon which I am predicating my
discussion. I do not think it is an
inflammatory reaction of the lungs, nor do I

think it is congestive heart failure. The nor-

mal-sized heart is against its being due to

congestive failure. The patchy densities

are too peripheral also, and the hilar densi-

ties are not dense enough to go along with

a congested lung. On the other hand, I

think the pulmonary changes represent an

active process, but I do not think it is

inflammatory, but rather an active exuda-

tion of blood into the interstitial lung

spaces as well as into the alveolar spaces.

The electrolytes were normal and there

was a negative Coomb’s test. An LE prep-

aration was negative, but this does not nec-

essarily rule out lupus erythematosus. Cul-
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tures and smears of bone marrow were neg-

ative for acid fast and fungi. The bilirubin

distribution and liver function studies sup-

port the conclusion that the jaundice was
the result of hemolysis. The serum electro-

phoretic pattern was normal. Swelling of

the parotid and submandibular glands was
noted, but I think this phenomenon was a

secondary affair in a very sick woman who
was dehydrated.

It is noted that on Nov. 4, which was 4

days prior to death, she was improved

somewhat and that the parotid and man-
dibular swellings had subsided. Her pulse

had slowed to 100 and respiration had

dropped from 60 to 32 per minute. X-ray

film of the chest on Nov. 1 revealed some
clearing of the patchy, spotty, flaky

infiltrate in the lung fields with concomi-

tant improvement in her dyspnea. This im-

provement, I believe, was incident to the

steroids she was receiving, which is of con-

siderable diagnostic significance, I think.

Then she had a grand mal seizure. Now
we are beginning to see evidence of central

nervous system involvement, having al-

ready noted kidney, bowel, and lung par-

ticipation, as well as, mucous membrane in-

volvement in this vascular disease process.

It is to be noted that a neurologic consul-

tant found no evidence of massive intra-

cranial hemorrhage, but did find evidence

of involvement of multiple areas of the

brain.

In summary, we have a young lady who
apparently had been in good health until

about two to three weeks prior to her ter-

minal illness which was characterized by

involvement of multiple organs of the body

by a diffuse pathologic process which I am
assuming to be a vascular disease. From a

differential diagnostic standpoint then, the

question of what kind of vascular disease

might this patient have had. I think in the

final analysis, one is going to need a tissue

diagnosis to be absolutely sure.

Some years ago, there was a syndrome
that was described by Goodpasture which

was characterized by renal insufficiency,

renal bleeding, pulmonary hemorrhage, et

cetera. However, so far as I know, Goodpas-

ture did not describe hemolytic anemia or

thrombocytopenia with his disease, so it

would not seem that this particular case

would fit the so-called Goodpasture’s Syn-

drome.

One might consider that this could be dis-

seminated lupus erythematosus, which is, as

you know, a generalized vascular disease.

But we do not have enough evidence to

make such a diagnosis in that the peripher-

al blood was negative for lupus cells and
there was no skin rash. In addition, we do

not have any tissues to corroborate this di-

agnosis. In my experience, I have never

seen these lung findings in lupus erythema-

tosus.

One might incriminate polyarteritis nodo-

sa, which is a diffuse vascular disease in-

volving the smaller arteries of the body.

This disease is a distinct possibility, but

there are several things against it. Even
though patients with polyarteritis might
have hemolytic anemia, they usually have
eosinophilia, which is not to be found in

this case.

Then one has to consider thrombocyto-

penic purpura. Indeed the patient did have

thrombocytopenia, but the “hemorrhagic

study” was normal and I presume this in-

cluded bleeding and clotting times and ob-

servation of clot retraction. I do not think

one can make a diagnosis of thrombocyto-

penic purpura in the absence of abnormal

bleeding and abnormal clot retraction.

Lastly, I wish to consider the entity

which I think this case represents. That is,

thrombotic thrombocytopenic purpura. I

think this patient was having thrombotic

and hemorrhagic episodes in numerous or-

gans of her body. The thrombocytopenia,

the hemolytic anemia, all go very well with

this diagnosis. Even if this case is not one

of thrombotic thrombocytopenic purpura, it

must be some form of angiitis.

DR. UPSHAW: Are there any comments?

DR. A. P. KRAUS: I can only agree with

Dr. Friedman in the diagnosis of thrombotic

thrombocytopenic purpura. This patient

presents a classical picture of thrombocyto-

penia, hemolytic anemia, and multiple tran-

sient neurologic disturbances so character-

istic of this disorder. I would like to take

this opportunity to congratulate the hema-

tology laboratory on their description of
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the red cells found in the peripheral blood.

(Fig. 1) The marked anisocytosis and

Fig. 1. Peripheral blood showing marked aniso

and poikilocytosis with fragmented cells.

poikilocytosis with misshapen cells and cell

fragments has been called microangiopathic

hemolytic anemia and is seen in patients

with artificial heart valves, uremia and

metastatic carcinoma in addition to throm-

botic thrombocytopenic purpura. When seen

in conjunction with thrombocytopenia, TTP
should always be suspected.

DR. UPSHAW: Dr. Kim will tell us what
was found on the autopsy.

DR. Y. C. KIM: At the time of the au-

topsy the body was that of a well developed,

well nourished young woman with pete-

chiae on the skin of the upper extremities

and around the venipunctures. Small

amounts of blood-tinged fluid were found in

the serous cavities. There were numerous
petechiae in the visceral pleura. The heart

showed petechiae in the myocardium, sero-

sa and endocardium. The entire gastroin-

testinal tract contained a large amount of

blood. The gall bladder was completely

hemorrhagic. The renal capsule stripped

with ease leaving some petechiae on the

cortical surfaces. The renal parenchyma
also showed a few petechiae. The entire

mucosa of the ureters and the urinary blad-

der was hemorrhagic. The uterus was still

enlarged. Hemorrhage was present in the

cervix and the myometrium to a greater de-

gree than expected in the average postpar-

tum uterus. The brain weighed 1400 Gm.
Externally many hemorrhagic areas were
found to involve the posterior lobes, how-
ever, cross-sections revealed diffusely dis-

tributed hemorrhage. Hematomas were
noted in the cerebellar hemispheres. (Fig.

2) The most striking finding on the micro-

Fig. 2. Multiple small hemorrhages of cerebral

cortex and hematoma of cerebellum.

scopic examination was the presence of

numerous small eosinophilic thrombi in ar-

Fig. 3. Eosinophilic hyalin material in glomerular

capillary tuft,
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terioles and capillaries in many organs.

(Figs. 3 & 4) In addition, many of the blood

Fig. 4. Eosinophilic hyalin material in pulmonary
alveolar capillary.

vessels showed fibrinoid degeneration of

their walls. (Fig. 5) However, no inflam-

Fig. 5. Fibrinoid necrosis of wall of ovarian ves-

sel.

matory reaction was present.

There have been numerous speculations

as to the pathogenesis of thrombotic throm-

bocytopenic purpura but so far it has

eluded solution. Moschowitz 1 described a

case in 1925 under the title of “acute febrile

pleiochromic anemia with hyaline thrombo-

sis of terminal arterioles and capillaries”

and he suggested it was due to coagulation

of red blood cells. In 1936, Baehr and asso-

ciates2 explained the thrombocytopenia on

the basis of agglutination of platelets. Craig

and Gitlin3
,

in 1957, utilizing immuno-
fluorescent technics with labeled antibodies,

demonstrated that the plugging materials of

thrombotic thrombocytopenic purpura con-

sisted of fibrin and not platelets. This ob-

servation suggested a close relationship of

this disease with the collagen disease which
are frequently associated with fibrinoid de-

generation of vessel walls.

In 1964, Taub and his associates 4 at-

tempted to explain thrombotic thrombocy-

topenic purpura as a Schwartzman reaction.

In this reaction, severe alteration in the clot-

t i n g mechanisms with consumption of

plasma clotting factors leads to the in-

travascular deposition of fibrin. Depressed

phagocytic function of the reticuloendothe-

lial system in this reaction makes the

phagocytes unable to clear the intra-vascu-

lar fibrin that naturally occurs. They also

explained the bizarre erythrocytic morphol-

ogy on the basis of trauma occurring dur-

ing the passage through the already nar-

rowed capillaries by the fibrin deposit.

What role the pregnancy played in this

case is not known, but it seems likely that

it was a coincidence.
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in diarrhea

Each tablet and each 5 cc. of liquid contains:

diphenoxylate hydrochloride .... 2.5 mg.

(Warning: May be habit forming)

atropine sulfate 0.025 mg.



Blue Cross-Blue
Shield Named by
Welfare Department
As Intermediary For
Old Age Assistance

Reference Guide
For Physicians

• The Tennessee Department of Public Welfare has named the
Blue Cross-Blue Shield to handle the deductibles, the co-
insurance and the premium payments under Part B of Medicare
for Old Age Assistance recipients receiving benefits under
Medicare. (This is the "buy in" coverage under Part B.)
Similar payments will also be made for the deductibles and
co-insurance under Part A (hospital coverage). These pay-
ments will be made by the State of Tennessee, Department of
Public Welfare, with Blue Cross serving as intermediary.

Besides the programs under Medicare, the Welfare Depart-
ment will continue its drug and nursing home programs for
the 40,000 people in the State receiving Old Age Assistance.

Physicians will submit their claims for payment to the
fiscal intermediary (Equitable Life Assurance Society of the
United States) for OAA recipients, the same as any other
person over 65.

• The Reference Guide for Physicians, designed to answer
the physician’s questions about the provisions and operation
of the two-part program on health insurance for the aged,
was mailed to all physicians in the United States during
June and covered some 280,000 physicians in private prac-
tice.

The physician's Medicare reference guide includes ex-
amples showing which health services are covered, which are
not covered, and what part of the hospital and other medi-
cal expenses, the Medicare program will pay after July 1.
The reference guide covers several points of special inter-
est to physicians:

(1) The policies for claims payment by "carrier" organ-
izations.

(2) The physician's participation in utilization review.
(3) Certification of medical necessity for hospital

stays.

(4) Recertification of medical necessity after stays of
14 days and at longer intervals of hospitalization.

Claims for physicians’ services—under Part B—will be
handled by the Equitable Life Assurance Society of the
United States.

In addition, the American Medical Association is publish-
ing a pamphlet on Medicare for use by physicians. The AMA
announced that the booklet was to be published shortly after
&IJ regulations on P. L. 89-97 are published. Check your
information material for explanations of billing procedures
under Part B of "Medicare". Determine whether you plan to
bill the patient and let him collect from the carrier, or
whether you will accept an assignment, collect in part from
the carrier and bill the patient for the difference. Be
sure your "Medicare" patients understand your procedure, and
their responsibility for payment.



Medicare Handbook

Medicare Report

Consultant Firm
Studying
Administration of
Title XIX Under
Medicare

H.R. 10—Keogh
Law Amendments
Passed by House of
Representatives

TMA Council Meets
With Hospital-Based
Specialists

• Mailing of the Medicare Handbook began on June 1 and
continued throughout the month of June. This publication
placed detailed information about Medicare benefits and how
Americans who are eligible will be paid after July 1. Each
physician also has been mailed an advance copy of the
beneficiary's Medicare Handbook, along with the Doctor's
Reference Guide.

• The June 20 issue of the AMA NEWS, received by all phy-
sicians, contained a special section devoted to the Medi-
care Law (P.L. 89-97). This special section will answer
questions physicians need to know about the Medicare Law

—

its provisions, terms, forms, procedures. The special sec-
tion of the AMA NEWS is designed so that physicians can keep
it and use as a ready reference.

• The consultant firm of John B. Joynt & Associates, Inc.,
New York City, has been retained by the State Government of
Tennessee to study and advise on what state agency should
administer Title XIX of the Medicare Act. This is the Title
that brings in the medical and health care programs of the
indigent and welfare type of persons. The Tennessee Medical
Association has been invited to have representatives to dis-
cuss this subject with the consultant firm. Since TMA has
taken a strong position recommending the Department of
Public Health to be the state agency to administer Title
XIX, physicians of the Committee on Governmental Medical
Services will, at an early date, discuss preliminary matters
and present TMA's position to the consultant firm.

• On June 6, the House approved a bill liberalizing the
Keogh Law providing tax deferments on retirement savings
by the self-employed. The bill would allow the self-
employed, such as physicians, to deduct from reported in-
come 100% of their retirement savings up to $2500 per year.
The present Law limits the deduction to 50% of $2500. Or-
ganizations representing self-employed persons, including
the American Medical Association, have urged that the Keogh
Law be broadened to allow a 100% deduction on the $2500
maximum. In addition, they have called for an unlimited
ceiling on how much could be set aside for retirement with
tax deferred until retirement.

• The Council of the Tennessee Medical Association met
jointly with representatives of the specialties of Radiol-
ogy, Pathology and Anesthesiology on May 29th. The discus- „

sions concerned the payment of hospital-based specialists
after July 1. The TMA House of Delegates and the Council
had set a date of July 1 as the time when the separation of
fees of the Radiologists and Pathologists from hospitals
was to become effective.

A special letter has been sent to the membership out-
lining the position of the Council. The official action of
the Council was to the effect that at the end of June 30,
1966, a separate fee on a group or personal billhead should
be rendered and the collection of all monies should be
separate from hospital bill collections. The Council like-
wise stated its disapproval of collusive activities of any
hospital and physician for the purpose of collecting monies
from a third party.

Previous efforts had been made by the Executive Commit-
tee of the Board of Trustees of TMA to obtain an agreement
from the Tennessee Hospital Service Association (Blue
Shield) to reimburse Radiologists and Pathologists and other
hospital-based specialists with separate payments from
those made to hospitals.



TV Series Being
Aired in Chattanooga,
Johnson City

M.D. Population
On Increase

Hadley Williams, Public Service Director

• "Spotlight on Medicine", TMA's current public service
television series is now being shown over WRCB-TV in Chatta-
nooga on Sunday evenings at 7:00 and over WJHL, Johnson
City at 2:00 on Sunday afternoons.

The 13-week series, which utilizes a panel of local
physicians to discuss various surgical operations and dis-
eases following a filmed description, has completed success-
ful runs over stations in Jackson, Nashville and Knoxville.

With the inclusion of Chattanooga and Johnson City, a
conservative estimate of the commercial cost of the tele-
vision time donated as a public service by the stations
involved amounts to more than $11,000.

• Another medical milestone was achieved this Spring when
graduations from medical schools pushed the nation's
physician population past the 300,000 mark.

In addition to personal achievement, the crossing of the
300.000 barrier symbolized the nation's progress in produc-
ing more and more doctors of medicine to meet the increas-
ing demands for medical care in a growing population.

The physician-population ratio, which is the number of
physicians divided into the total population, has materially
improved just since 1960. At the end of 1960, there were
253.000 MD's in the U.S., or one physician for every 737
people. By the end of 1965, the M.D. population rose to
292.000 or one for every 681 people.

The Council on Medical Education of the AMA forecasts
that by 1975 there will be one physician for every 638
people, and by 1985 that ratio will have improved still
further to one physician for every 619 people.

There are now 88 medical schools in the U.S. with 10
new schools built since 1947 and a former osteopathic col-
lege converted into a fully accredited medical school. By
1970 an additional 13 schools will be in operation. Six
more are virtually assured and another 6 are possible by
1975.

There are more applicants to medical schools, more stu-
dents enrolled and more M.D.'s being graduated than ever
before. In the 1964-65 school year, the 88 medical schools
had a total enrollment of 32,428 students and graduated a
record 7,409 new M.D.’s.

A large measure of the credit for this improving picture
must be given to the nation's physicians who have supported
extensive career programs through the AMA and the state
medical associations.

Each county medical society in Tennessee has received a
kit of materials encouraging a public relations program to

inform the public of medicine's progress in turning out
doctors fast enough to keep up with the growth in popula-
tion. All too frequently people who are uninformed or mis-
informed accuse the AMA, state and local medical socities
of limiting the supply of physicians.

County medical societies can aid in this nationwide ef-

fort by utilizing the materials on hand from the AMA to ar-

range for speaking engagements on the subject before civic

groups and other organizations, encourage local newspapers



A Look To
The Future

Health Care
Spending Increases

to editorialize and to generally promote better understand-
ing of the facts by the general public.

• In the May, 1966 edition of INDICATORS, a publication of
the Department of Health, education and Welfare, Under-
secretary of HEW Wilbur J. Cohen authored an article "Social
Policy for the Nineteen Seventies."

Mr. Cohen, often referred to as the creator of the cur-
rent Medicare law, made the following comments:

"By new and ingenious provisions in our private enter-
prise, social security and tax systems, the private and
public sectors will be able to assure a minimum income to
all who work, and to all who are too sick or disabled or
too old or too young to work." . . .

"The organization and delivery of medical service s will
also be change d as we go along. Much better use must be
made of trained professional manpower by delegating the
nonprofessional aspects of their jobs to subprofessional
aids." . . .

"And the miracles of modern medicine will be available
to all, through private and public insurance arrangements,
irrespective of race or color, income, or any other factor
unrelated to medical necessity. Insurance will cover
practically all maj or medical costs for virtually the entire
population.

"

• Americans are increasing spending for health care. The
AMA reports, however, that more money is spent for tobacco
than for hospital care, and more for cosmetics and haircuts
than for doctor bills.

Spending for health care totaled $25.2 billion in 1964,
according to figures of the U. S. Department of Commerce.
That's an increase of 7.8 per cent from the $23.4 billion
spent in 1963.

The Department of Commerce reported these expenditures
for health care in 1964:

Hospitals, $7.6 billion, up 12.5 per cent over 1963;
physicians, $6.8 billion, up 5.5 per cent over 1963; drugs,
$4.4 billion, up 5.2 per cent; dentists, $2.4 billion, up
5.8 per cent; health insurance, $1.8 billion, up 6.3 per
cent; appliances, $1.1 billion, up 9.7 per cent and other
services, $1.2 billion, up 6.9 per cent over 1963.

The chart below shows the distribution of the health
care dollar in 1964 as compared with the years 1954 and
1944.

1944 1954 1964

Hospitals

300
Hospitals

240
Hospitals

180

Dentists

120
Dentists

100 y

AppliancesAppliances

Physicians

270

Dentists

120

Appliances

Health Insurance Health Insurance Health Insurance

DISTRIBUTION OF THE HEALTH CARE DOLLAR
SURVEY OF CURRENT BUSINESS, November 1965. Vol. 45. No. 11 I

SOURCE: U. S. Department of Commerce, Office of Business Economics. I —AMA News Graphichart

pp. 20-23. (Calculations by Department of Economics. AMA) I
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TENNESSEE VALLEY MEDICAL ASSEMBLY
(Sponsored by the Chattanooga and Hamilton County Medical Society, Inc.)

TIVOLI THEATER, CHATTANOOGA, TENNESSEE
Monday, September 26, and Tuesday, September 27, 1966

14TH ANNUAL ASSEMBLY
7:30 REGISTRATION BEGINS-MON D AY, SEP-

TEMBER 26, 1966

9:00 James Z. Appel, M.D., Past President, AMA,
Chicago, 111., “Medicare, Titles XVIII and XIX
Today”

9:30 Bentley P. Colcock, M.D., Surg. Staff, Lahey
Clinic, Boston, Mass., “The Complications of

Gallstones”

10:00-10:30 A.M. INTERMISSION-REVIEW OF
EXHIBITS

10:30 Eric E. Wollaeger, M.D.. Head of Sect, in

Medicine, Mayo Clinic, Rochester, Minn., “The
Diagnosis of Diseases Causing Malabsorption”

11:00 Yernelle Fox, M.D., Medical Dir., Georgian
Clinic, Atlanta, Ga., “The Physician’s Role in

the Alcoholic’s Recovery”

11:30 Joseph A. Freiberg, M.D., Prof, of Surg., Dir.

Orthopaedic Div., Univ. of Cincinnati, Cincin-
nati, Ohio, “The Painful Foot, Diagnosis and
Treatment”

NOON

LUNCHEON SYMPOSIUMS—Sept. 26, 1966 $4.00

(Limited to 85 physicians per symposium)
(Tickets must be obtained prior to assembly)

LTPER GASTROINTESTINAL BLEEDING
Guest Panelists: Robert J. Coffey, M.D., Bentley
P. Colcock, M.D., James D. Hardy, M.D.. W. Gordon
Walker, M.D., and Eric E. Wollaeger, M.D.

2:00 Joe M. Blumberg, Brig. Gen., MC. USA; Dir.

Armed Forces Inst, of Path.. Washington, D. C.,

“The Role of the Pathologist in Aviation Acci-

den ts”

2:30 Thomas P. Haynie, M.D., Asst. Prof, of Medicine,
E’niv. of Texas M. D. Anderson Hospital and
Tumor Institute, Houston, Texas, “Visualization

of Organs and Tumors With Radioactive Iso-

topes”

3:00-3:30 P.M. INTERMISSION-REVIEW OF
EXHIBITS

3:30 James A. Johnson, Jr., M.D.. Dept, of Psychiatry,

Emory Univ. Clinic, Atlanta, Ga., “Group Be-
havior and Group Therapy”

4:00 AY. Gordon Walker, M.D., Assoc. Prof, of Med-
icine, Johns Hopkins, Baltimore, Maryland. “Di-
uretic Therapy and Its Complications”

4:30 Robert J. Coffey, M.D., Prof, of Surg., Chairman
Dept, of Surg., Georgetown E

T
niv. School of

Medicine, Washington, D. C., “Experiences in

the Diagnosis and Treatment of Hyperpara-
thyroidism”

7:30 REGISTRATION—TUESDAY. SEPTEMBER 27,

1966

9:00 Richard H. Overholt, M.D.. Dir., Overholt Tho-
racic Clinic, Boston, Mass., “The Challenge of
Pulmonary Cancer Today”

9:30 Blrtis B. Breese, M.D., Clin. Prof, of Pediatrics,

L’niv. of Rochester, Rochester, Minn., “The
Diagnosis and Treatment of Streptococcal In-

fection in Children”

10:00-10:30 A.M.-IXTERMISSION-REVIEW OF
EXHIBITS

10:30 Charles
J. Frankel, M.D., Assoc. Prof., Ortho-

pedic Surg., Univ. of Ya. Hospital, Charlottes-

ville, Ya., “Doctors and the Law”

11:00 James F. Glenn, M.D., Prof, and Chief, Div. of

Urologic Surg., Duke Univ., Durham, N. C.,

“Vesicoureteral Reflux in Children

”

11:30 Nobel O. Fowler, M.D., Prof, of Medicine, Univ.
of Cincinnati, Cincinnati, Ohio, “Problems in

the Diagnosis and Treatment of Pulmonary
Embolism”

NOON

LUNCHEON SYMPOSIUMS—Sept. 27, 1966 $4.00

(Limited to 85 physicians per symposium)
(Tickets must be obtained prior to assembly)

RECENT DEVELOPMENTS IN CANCER THERAPY
Guest Panelists: Thomas P. Haynie, M.D., Charles

J. Frankel, M.D., James F. Glenn, M.D., Robert
D. Sullivan, M.D.. and William H. Moretz, M.D.

2:00 James D. Hardy, M.D., Prof, of Surg., Chairman
of Dept., Univ. of Miss., Jackson, Miss., “Prob-
lems Associated With Gastric Surgeiy”

2:30 Howard W. Jones, Jr., M.D., Assoc. Prof.,

Obstetric and Gynecology, Johns Hopkins School
of Medicine, Baltimore. Md., “Diagnosis and
Treatment of Primary Amenorrhea”

3:00-3:30 P.M.-INTERMISSION-REYIEW OF
EXHIBITS

3:30 Robert D. Sullivan, M.D., Dir., Dept, of Cancer
Research, Lahev Clinic Fdn.. Boston. Mass., “Cur-
rent Status of Cancer Chemotherapy”

4:00 William H. Moretz, M.D., Chairman. Dept, of

Surg., Medical College of Ga., Augusta, Ga.,

“Problems in Management of Occlusive Arterial

Disease”

Make check payable to Tennessee Valley Medical As-

semble. (Tickets will be mailed to you or held

at Registration Desk only if check is enclosed.)
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B
July 1, 1966, will be a day that goes down in medical history.

The date that Medicare started will in all likelihood have an im-

pact upon the economics of medicine that will not be forgotten.

Under Part B of Medicare—the section of the law that will pay

a major portion of the cost of physicians’ services for those of the

elderly who contribute $3 per month, the Equitable Life Assurance

Society of the United States has been designated as the carrier for

Tennessee. The Equitable Life Assurance Company will have

certain responsibilities for making the arrangement work in ac-
Dr. Hubbard

cordance with the terms of the law.

As the “usual and customary charges” provided for in the Medicare Law, Social

Security Administration should be willing to accept the usual and customary fees that

individual physicians in this state charge their private patients. Whenever questions are

about charges for care provided to particular patients, the review committees of the ap-

propriate county medical societies will be consulted and the Equitable Life Assurance

Company will act as coordinator. The insurance carrier will take a major part in physi-

cian-relation programs concerned with Part B of Medicare. As a first undertaking in the

area of physician relations and information on the new program, I am sure that many
TMA members reaped worthwhile information from the four regional conferences con-

ducted at Chattanooga, Knoxville, Nashville and Memphis, explaining the functioning of

the law. The conferences were sponsored jointly by the Tennessee Medical Association,

Tennessee Hospital Association, and the Tennessee Nursing Home Association during the

latter part of May.

On July 1, 1966, over 17 million Americans who have reached the age of 65 became
immediately eligible for the hospital care benefits embraced by this legislation. Every

person over 65 will be eligible for hospital benefits provided under Part A of the law.

Part B provides supplementary medical benefits for a monthly insurance payment of $3.

On January 1, 1967, the extended care facility benefits will begin. This is intended

to provide intermediary care after the acute hospital phase ceases. To be eligible an in-

dividual must have been provided 3 days of hospitalization, and the benefits extend for

20 days. For another period of 80 days residence in extended care facility is available

with the patient paying $5 per day.

We are experiencing the crush in hospitals on and after July 1st and it is hoped that

as we learn to live with these rulings and when the extended care facility benefits be-

come available on January 1, 1967, the public will be able to continue to benefit by the

high medical standards previously provided.

President
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EDITORIAL

TREATMENT OF HYPERTHYROIDISM

Hyperthyroidism is a syndrome of meta-

bolic and pathologic disturbances resulting

from the action of the excessive circulating

thyroid hormone on peripheral tissues.

Its cause is unknown although a familial

and constitutional predisposition has been

recognized. A recent study by Vanderlaan 1

failed to demonstrate any psychologic fac-

tor more common in patients with hyper-

thyroidism. Recent evidence suggests that

the thyroid gland is driven to produce ex-

cess thyroid hormone by a circulating stim-

ulator which is not thyrotropin. This stim-

ulator has been found in the serum of many
hyperthyroid patients but not in the serum
of those with autonomous thyroid adenoma,

Plummer’s disease.

In the absence of a known cause at which
treatment can be rationally aimed, present

modes of therapy are directed at control of

the excessive production and secretion of

thyroid hormone by either partial ablation

of the thyroid with radioiodine or thyroid-

ectomy or by reducing synthesis with anti-

thyroid drugs.

Jerome Hershman2 has recently summar-
ized his conclusions regarding the most
effective methods of treating hyperthy-

roidism. Each type of therapy has certain

disadvantages which must be considered

before the clinician seeks the surgeon, the

radioisotope therapist or the corner drug
store.

Although thyroidectomy has been used
for many years, it was not until the pre-

operative use of iodine tumbled mortality

rates that our present rates of 0 to 0.6%
could be achieved. Were it not for the

complications of surgery, thyroidectomy
would be an efficacious treatment for hyper-
thyroidism. Following operation hypothy-
roidism occurs in 4 to 30% while, on the

other hand, 8% remain thyrotoxic or have a

recurrence necessitating further treatment.

In addition, hypoparathyroidism, tetany,

permanent vocal cord paralysis and scar-

ring due to poor surgery, serous effusions,

hematoma and occasional tracheostomy
must be included as significant complica-

tions of the surgical approach.

In 1943, Astwood described the effective-

ness of anti-thyroid drugs. The thionamide
derivatives interfere with the synthesis of

thyroid hormone by blocking the organic

binding of iodine and the subsequent steps

in the synthesis of thyroxine probably
through inhibition of a peroxidase enzyme
system. The most widely used drugs in this

group include propylthiouracil and methi-

mazole with short durations of action neces-

sitating division of the daily dose to an 8-

hour schedule. With rare exceptions im-

provement occurs in 2 or 3 weeks and pa-

tients are usually asymptomatic in 6 to 8

weeks. They may be seen at intervals of 2

to 3 months for adjustment of dosage and
treatment is ordinarily continued for one
year.

Astwood has demonstrated the efficacy

and safety of these drugs in the treatment

of hyperthyroidism in pregnancy.

Although skin rash is common with anti-

thyroid drugs, it disappears with cessation

of the drugs. Agranulocytosis may occur

in 1 out of 250 to 500 patients and when it



magnesium trisilicate 150 mg.
homatropine
methylbromide 1.25 mg.

The trial period need not exceed 1 week. In

contrast, the recommended trial period for

indomethacin is at least 1 month.

That’s why it’s logical to start therapy with

Butazolidin alka—you’ll know quickly whether
or not it works. And usually, it will.

A large number of investigators have re-

ported major improvement in about 75% of

cases. Some patients have gone into remis-

sion. Relief of stiffness and pain may be fol-

lowed quickly by improved function and res-

olution of other signs of inflammation. And
Butazolidin alka is well tolerated, especially

since it contains antacids and an antispas-

modic to minimize gastric upset.

Contraindications

Edema, danger of cardiac decompensation;
history or symptoms of peptic ulcer; renal,

hepatic or cardiac damage; history of drug
allergy; history of blood dyscrasia. The drug
should not be given when the patient is se-

nile, or when other potent drugs are given

concurrently. Large doses are contraindi-

cated in patients with glaucoma.

Precautions

Obtain a detailed history and a complete
physical and laboratory examination, includ-

ing a blood count. The patient should be

closely supervised and should be warned to

report immediately fever, sore throat, or

mouth lesions (symptoms of blood dyscrasia);

sudden weight gain (water retention); skin

reactions; black or tarry stools. Make regular

blood counts. Use greater care in the elderly.

Warning
If coumarin-type anticoagulants are given

simultaneously, watch for excessive increase

in prothrombin time. Pyrazole compounds
may potentiate the pharmacologic action of

sulfonylurea, sulfonamide-type agents and
insulin. Carefully observe patients receiving

such therapy.

Adverse Reactions

The most common are nausea, edema and
drug rash. Hemodilution may cause mod-
erate fall in red cell count. The drug may
reactivate a latent peptic ulcer. Infrequently,

agranulocytosis, generalized allergic reac-

tion, stomatitis, salivary gland enlargement,
vertigo and languor may occur. Leukemia
and leukemoid reactions have been re-

ported but cannot definitely be attributed to

the drug. Thrombocytopenic purpura and
aplastic anemia may occur. Confusional

states, agitation, headache, blurred vision,

optic neuritis and transient hearing loss

have been reported, as have hepatitis,

jaundice, and several cases of anuria and

hematuria. With long-term use, reversible

thyroid hyperplasia may occur infrequent!

Dosage
The initial daily dosage in adults is 300-60!

mg. daily in divided doses. In most in-

stances, 400 mg. daily is sufficient. When

improvement occurs, dosage should be de

creased to the minimum effective level: th

should not exceed 400 mg. daily, and is

often achieved with only 100-200 mg. daily

Also available: Butazolidin®,

brand of phenylbutazone
Tablets of 100 mg.
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Ardsley, New York BU-380^

Geigy

i
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occurs, comes on rapidly and with charac-

teristic symptoms. Patients with hyperthy-

roidism often have leucopenia. Routine

counting of blood cells may lead to needless

alarm and interruption of therapy and is

rarely of value in heralding agranulocytos-

is.

The incidence of recurrence is high fol-

lowing the use of such drugs. A minimal

follow-up of 4 years after treatment reveals

that the incidence of remission varies from

45 to 72 percent. Reduction in the size of

the goiter at the end of treatment and dura-

tion of symptoms of less than one year are

strong indications of probable long term

remissions. The major advantages of treat-

ment with antithyroid drugs are that no

damage is done to the thyroid gland, no ir-

reversible changes are induced, lasting

myxedema does not occur and hyperthy-

roidism can be corrected in a reasonably

short time. The disadvantages are the high

recurrence rate when treatment is stopped

and the long period of treatment.

Radioiodine has been used as a means of

selectively placing radiation within thyroid

tissue for the treatment of hyperthyroidism.

It does not produce mortality, tetany or vo-

cal cord paralysis. Failures of treatment

are rare and recurrences are virtually un-

known. The major drawback of such treat-

ment is the induction of hypothyroidism in

a large percentage of cases. In the early

months after such treatment low thyroid

function may be transient but myxedema
appearing one year after therapy is per-

manent. The incidence of hypothyroidism

increases so that 10 years after therapy it is

45 to 50% and continues to increase at the

rate of 2% per year. 3 It is difficult to be

certain that patients will take oral medica-

tion regularly for life and, therefore, the

long term hazards of myxedema confront

many patients whose hyperthyroidism is

treated with radioiodine.

Hershman suggests that antithyroid

drugs are preferable for treating hyperthy-
roidism in young people, pregnancy and pa-

tients with a recent onset of hyperthy-

roidism. Radioiodine is indicated for thera-

py of hyperthyroidism in patients with a

complicating medical illness for whom re-

currence of hyperthyroidism is hazardous,

for the elderly, for patients with recurrent

hyperthyroidism after surgery and for those

who have relapsed after two successive

courses of antithyroid drugs. The high in-

cidence of post-treatment hypothyroidism

and myxedema makes this form of therapy

less desirable, particularly in the young.

Because of the complications of thyroidec-

tomy medical modes of treatment are usual-

ly preferred.

The ideal treatment of hyperthyroidism

has not been developed. All forms of ther-

apy currently in use have undesirable fea-

tures. However, Hershman has summarized
satisfactorily the present status of treat-

ment of this puzzling disorder.

A.B.S.
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MEDICARE AND MEDICAL EDUCATION

There are many dire predictions of what
will happen in the new era of medical care

which will be underway by the time this is

published. On the other hand, there is much
whistling in the dark at HEW. The old

adage, “Time will tell” is never in question.

There are bound to be snafus in anything

so big and as complex as Medicare and

implemented in short order. Red tape will

become snarled; recipients in their igno-

rance of the “small print” will be unhappy;

in some heavily populated areas especially,

hospital administrators will “tear their

hair;” and Congress and HEW will need to

sweat out the certainty of underestimation

and underbudgeting. Doctors will swear as

they need to “do this” and “do that” to

aid their old patients.

January first, next, will bring some serious

headaches in the shortage of extended care

facilities, unless the bars are let down. The
home care program demands personnel

which on the face of it just does not exist.
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All of the above has been pointed up
repeatedly here and there, and has been

knocked down by the HEW cohorts as

straw-men. Well, “Time will tell!”

The impact of Medicare on medical edu-

cation, particularly upon graduate educa-

tion, has not been aired extensively but has

many educators worried. The implementa-

tion of Title XVIII may not bring this to

prominence. But there is a built-in time-

fuse postponing the explosion of Title XIX.
By 1975 it is said 40% of the population

will be covered by Medicare (Titles XVIII
and XIX) to which one may add a large

segment of children and youths, since it

seems highly improbable that suggested

legislation for their medical care will not

be passed in the next 9 years.

Third party contracts have already
sharply circumscribed the “clinical ma-
terial,” in the old sense, over the past 20

years. With every person under Medicare a

potential private patient, the problem of an

insufficiency of teaching cases become en-

hanced. Not so much under Title XVIII,

because a goodly segment of oldsters have

always financed their medical care. But
when the welfare recipients become private

patients under Title XIX the squeeze will

be on! (Add to this, probably, the children

and youths of the country.)

Undergraduate education is not a worry.

A majority of private patients enjoy the

visits with undergraduates or accept them
with good natured tolerance, unless they

are desperately ill or have unpleasant per-

sonalities. The younger generation of wom-
en is more tolerant of the student in the

delivery room and gynecology clinic than

its mothers.

The greater problem is at the graduate

level of education. Again, in the “medical

specialties” this can be managed quite

well as is widely done now, both in the

university hospital and in the community
hospital having a residency program. The
teachers who are really worried, if they will

“let their hair down” are the surgeons,

whatever the specialty. With all the talk of

learning as the assistant, the honest surgeon

admits there is only one way to really learn

and that is by doing. Here is where the

bind will come.

In the next few years the staff in the

teaching hospital will need to organize it-

self in such a way that any patient entering

its practice will recognize that automati-

cally he becomes a teaching case for either

the undergraduate or the graduate. Of
necessity such planning is already under-

way in a number of institutions in this

country. (At a committee meeting some
weeks ago a Canadian colleague described

to us the workings of such an established

organization north of the border.)

The legal implications, especially in the

surgical field are ghastly. A sensible “out”

will be required licensure of the resident,

the teaching hospital covering him with lia-

bility insurance. The liability might become
so inordinate that the government might
need to write this insurance, since the wel-

fare recipient, and all this implies, in the

majority of instances, is the ideal person

to enter litigation with the hopes of a

“ride on the gravy train”!

In the White Paper of the National Health

Service of Great Britain broadcast on NBC
Television in 1963 an orthopedist described

the good care provided by the Service as

equal to that of the private patient and
that he gets the care “that he needs, not

what he wants.” Another item slipped into

the telecast, that “The National Health

Service patient signs a release at the time

of admission to the hospital for operation,

stating that he is willing to accept the

services of any surgeon assigned by the

Chief of the Service.” A teaching service

can take this leaf from the British book,

provided the resident has the legal status

of state licensure followed by ample cover-

age of liability insurance. Though Medi-

care assures the patient of free choice of

physician there is nothing that forbids him

to abrogate this free choice by signing a

release. Who gets the fee, resident, hospital

or the service will need to be worked out.

The private practitioner may complain of

any scheme which is set up on a teaching

service, but I would think this the lesser

evil of all the facets of socialized medicine.

Teaching must go on, doctors are needed,

sons will need to be educated, adequately

trained associates will be needed in prac-

tice. The problem of the loss of the in-

digent teaching case and the problems of
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the medical educator are merely part and

parcel of the great society—no one is im-

mune.

R. H. K.

DEATHS

Dr. James Otis Gordon 69, Memphis, former

president of the staff of St. Joseph Hospital, died

May 6th at his home.

Dr. Hamilton V. Gayden, 55, Nashville, died

May 17th at his home following a lengthy illness.

Dr. William Ross Arrants, 74, Athens, died Ap-
ril 29th in a local hospital.

Dr. E. O. Prather, Jr., 60, Alamo, died May 18th

at Haywood County Memorial Hospital in

Brownsville.

Dr. Edmund B. Allen, Sr., 79, Murfreesboro,

died May 24th in Rutherford Hospital.

Dr. Sam C. Cowan, Jr., 55, Nashville, died of a

heart attack at his home on May 15th.

Dr. Robert Leo McReynolds, 84, Knoxville, died

May 27th at Kingston Pike Nursing Home.
Dr. Robert J. Phlegar, 76, died at his home in

Washburn on May 13th.

Dr. Paul L. Warner, 66, Nashville, died May
10th at his home.

Dr. James Frederick Thackston, 62, Bristol,

died April 30th at his home following a heart at-

tack.

Dr. Dwight Noble Arnold, 64, Cleveland, died

April 30th in a local hospital.

Dr. R. A. McCall, 65, Sevierville, died May 13th

in a Knoxville Hospital.

Dr. William Tilson Woodward, 83, Erwin, died

May 29th in Unicoi County Memorial Hospital

after an illness of two weeks.

PROGRAMS AND NEWS OF
MEDICAL SOCIETIES

Suilivan-Johnson County Medical Society

Dr. John W. Goldschmidt, Philadelphia,

who has gained national recognition in

coordinating a community-wide program on

stroke rehabilitation, presented the Nat T.

Winston Lecture at the dinner meeting of

the Sullivan-Johnson County Medical So-

ciety in Kingsport on May 12th. The Phila-

delphia specialist, director of the Depart-

ment of Physical Medicine and Rehabilita-

tion at Jefferson Medical College Hospital,

presented the latest techniques and

refinements in stroke rehabilitation to area

physicians, hospital administrators, nurses

and community officials, using as his topic,

“A Community-Wide Program on Stroke

Rehabilitation—The Team Approach”. The
lectures, established in 1961, are sponsored

by the Appalachian Heart Association and
the Sullivan-Johnson County Medical So-

ciety in cooperation with the Home Federal

Savings & Loan Association.

Roane-Anderson County Medical Society

All ministers of Roane and Anderson
Counties were invited to attend the dinner

meeting of the Society on May 31st. The
speaker was The Reverend James E. Spicer

of United Church. His subject was “The
Treatment of Crocks”, a discussion of emo-
tional illnesses which complicate everyday

medical problems.

Memphis-Shelby County Medical Society

The Memphis-Shelby County Medical So-

ciety met in regular session in the auditori-

um of the Institute of Pathology on June
7th. The program, entitled “Medicare and
the Practicing Physician” was presented by
Dr. James J. Feffer of Washington, D.C.,

President-elect of the American Society of

Internal Medicine and Consultant to the Di-

vision of Medical Care Administration,

Public Health Service, Department of

Health, Education and Welfare.

Consolidated Medical Assembly
of West Tennessee

Ken Roberts, Republican candidate for

the U. S. Senate, was the principal speaker

at a joint meeting of the Consolidated Med-
ical Assembly of West Tennessee and the

West Tennessee Consolidated Medical Aux-
iliary, held at the New Southern Hotel on

May 3rd. His topic was “So You Never
Had It So Good?”

NATIONAL NEWS

The Month in Washington

(From the Washington Office, AMA)

Administration officials say that the doc-

tor-patient relationship should not be im-

paired under medicare. Dr. Philip R. Lee,
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For cold hands and feet, nothing

beats hot stoves—but they are

awkward to carry around. Now
Gerilid, in good-tasting take-along

chewable tablets can provide

rapid vasodilation of peripheral

circulation, bringing real warmth

to the extremities and decreasing

sensitivity to sudden temperature

change. Patients like Gerilid and

know they are getting relief.

GERILID

Each chewable tablet contains:

nicotinic acid (niacin) 75 mg. and

aminoacetic acid (glycine) 750 mg.

Administration and Dosage: One or two

chewable tablets 3 times a day before

meals. If flushing is objectionable, dosage

may be lowered. However, tolerance to

flushing usually develops without loss of

efficacy in regard to vasodilation. The

recommended dosage should not

be exceeded.

Side effects: Occasional lightheadedness

or transient itching which may disappear

with continued use. There are no known

contraindications; however, caution is

advised when there is a concomitant

administration of a coronary vasodilator.

Supplied : Packages of 50 chewable tablets.

Also available in liquid form as

Geriliquid®, in bottles of 8 and 16 ounces.

LAKESI DE LABORATORIES, INC., Milwaukee, Wisconsin 53201
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assistant secretary of health, education and
welfare for health and scientific affairs,,

said in an interview that federal officials, in

drafting medicare regulations, had been

doing their utmost to insure that the tradi-

tional doctor-patient relationship is pre-

served.

“The guidelines for the medicare program
were developed with the close cooperation

of so many physicians and other people in

the health care field that this will provide

the best assurance for the physicians, for

the government, for Congress and for the

public that the implementation of medicare

will not alter the fundamental and vital

personal relationship between the doctor

and the patient. This was clearly the in-

tent of Congress,” Lee said.

Lee termed the cooperation of physicians

and hospital officials in developing medi-

care guidelines as “extraordinary”. He
said he personally expects the doctor-pa-

tient relationship to improve under medi-

care because removal to a large extent of

the financing problem will give a physician

more leeway in ordering laboratory tests

and sending a patient to a hospital.

“Our most important concern in imple-

menting the medicare program is education.

The education extends to the doctor, the

patient and administrators of the program”.

Lee’s office published a brochure for pa-

tients and another for doctors explaining

what the medical insurance program does

and doesn’t do.

The Social Security Administration said

that nine out of ten of those 65 and over

had enrolled in Plan B of medicare by the

second signup deadline of midnight, May
31. The original deadline was extended for

two months in an effort to get a reply from
as many as possible of the 19.1 million aged

persons eligible. More than 400,000 signed

up during the two months, bringing the to-

tal to about 17.2 million. About one million

said they did not want Plan B coverage.

Those who did not sign up this time will

not have another opportunity until Oct. 1,

1967, and they then will have to pay at

least ten percent higher premiums.
President Johnson invited about 200 phy-

sicians and hospital administrators to a

White House meeting on June 15 “to exam-
ine problems that may arise and to discuss

cooperative arrangements so that the (med-
icare) program will get off to a good start.”

In addition to Johnson, speakers at the

meeting included HEW Secretary John W.
Gardner; HEW Undersecretary Wilbur J.

Cohen; Lee; Surgeon General William H.

Stewart; Social Security Commissioner
Robert M. Ball, and Arthur E. Hess, direc-

tor of medicare.

Social Security headquarters at Balti-

more set up an around-the-clock medicare
information service to help its district

offices in responding to queries from,

beneficiaries, physicians, hospital adminis-

trators and others.

^ ^

The Defense Department has slashed by
almost one-third—from 2,496 to 1,713—its

special draft call for physicians to be deliv-

ered to the armed forces this summer.
Under the revised doctor draft call, the

Army will take 958, the Navy 405 and the

Air Force 350. The Pentagon said casual-

ties in Southeast Asia had been fewer than

expected and the number of volunteer phy-

sicians had exceeded estimates. In reducing

the call by 783, the Defense Department
pointed out it had originally issued its re-

quest to Selective Service last February. At
that time it used best estimates available on

the number of additional physicians who
would be needed for the buildup of the

armed forces in connection with the Viet

Nam war.

HEW Secretary John W. Gardner plans

to reorganize the Public Health Service to

give the Surgeon Generali more control over

eight new divisions which would replace

the present eight. One of the new eight

major divisions would be a National Insti-

tute of Mental Health which is now lumped
under the National Institutes of Health.

The new national institute will include the

Fort Worth and Lexington Narcotics Hospi-

tals and will “administer a unified program
of research, manpower training, demonstra-

tions and mental health services.” Gardner

said the institute will “serve as the princi-

pal focus for research and control programs

in alcoholism and drug addiction.”

The other seven new divisions would be

National Institutes of Health, the Bureau of

Health Services, the Bureau of Health
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In fact, there's as much iron... 250 mg.

...in a 5 cc. ampul of Imferon (iron dextran

injection) as in a pint of whole blood.

When iron deficient patients are intolerant

of oral iron. ..or orally administered iron

proves ineffective or impractical. ..or if

the patient cannot be relied upon to take oral

iron as prescribed, Imferon (iron dextran

injection) dependably increases hemoglobin

and rapidly replenishes iron reserves.

WHAT’S THE
COMMON
DENOMINATOR?

/flail

IMFERON®
(iron dextran injection)

IN BRIEF: ACTION AND USES: A single dose of Imferon
(iron dextran injection) will measurably begin to raise hemo-
globin and a complete course of therapy will effectively rebuild
iron reserves. The drug is indicated only for specifically-

diagnosed cases of iron deficiency anemia and then only when
oral administration of iron is ineffective or impractical. Such
iron deficiency may include: patients in the last trimester of

pregnancy; patients with gastrointestinal disease or those re-

covering from gastrointestinal surgery; patients with chronic
bleeding with continual and extensive iron losses not rapidly

replenishable with oral iron; patients intolerant of blood trans-

fusion as a source of iron; infants with hypochromic anemia:
patients who cannot be relied upon to take oral iron.

COMPOSITION: Imferon (iron dextran injection) is a well-

tolerated solution of iron dextran complex providing an equiva-
lent of 50 mg. in each cc. The solution contains 0.9% sodium
chloride and has a pH of 5. 2-6.0. The 10 cc. vial contains 0.5%
phenol as a preservative.

ADMINISTRATION AND DOSAGE: Dosage, based upon
body weight and Gm. Hb/100 cc. of blood, ranges from 0.5 cc.

in infants to 5.0 cc. in adults, daily, every other day, or weekly.
Initial test doses are advisable. The total iron requirement for

the individual patient is readily obtainable from the dosage
chart in the package insert. Deep intramuscular injection in

the upper outer quadrant of the buttock, using a Z-track

technique, (with displacement of the skin laterally prior to

injection), insures absorption and will help avoid staining of

the skin. A 2-inch needle is recommended for the adult of

average size.

SIDE EFFECTS: Local and systemic side effects are few.

Staining of the skin may occur. Excessive dosage, beyond the
calculated need, may cause hemosiderosis. Although allergic

or anaphylatoid reactions are not common, occasional severe
reactions have been observed, including three fatal reactions

which may have been due to Imferon (iron dextran injection).

Urticaria, arthralgia, lymphadenopathy, nausea, headache and
fever have occasionally been reported.

PRECAUTIONS: If sensitivity to test doses is manifested, the

drug should not be given. Imferon (iron dextran injection) must
be administered by deep intramuscular injection only. Inject

only in the upper outer quadrant of the buttock, not in the arm
or other exposed area.

CONTRAINDICATIONS: Imferon (iron dextran injection) is

contraindicated in patients sensitive to iron dextran complex.
Since its use is intended for the treatment of iron deficiency
anemia only it is contraindicated in other anemias.

CARCINOGENICITY POTENTIAL: Using relatively massive
doses. Imferon (iron dextran injection) has been shown to

produce sarcoma in rats, mice and rabbits and possibly in

hamsters, but not in guinea pigs. The risk of carcinogenesis,

if any in man, following recommended therapy with Imferon
(iron dextran injection) appears to be extremely small.

SUPPLIED: 2 cc. ampuls, boxes of 10; 5 cc. ampuls, boxes
of 4; 10 cc. multiple dose vials.
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Manpower, the Bureau of Disease and Inju-

ry Prevention and Control, the National Li-

brary of Medicine, the National Center for

Health Statistics and Surgeon General’s

office.

Gardner also told a House Commerce
Subcommittee that studies are underway to

reorganize HEW into a Pentagon-type or-

ganization with a super-type secretary over

three separate secretaries of Health, Educa-

tion and Welfare. But he said, “now is not

the time to act on those proposals.”

Gardner’s Public Health Service reorgan-

ization plan transfers to the secretary all

functions of the Public Health Service, the

Surgeon General and all other agencies in

the service. Gardner called the present

structure of the Public Health Service “ob-

solete”. He pointed out it was unchanged
since 1943 when the service had a budget of

$52 million compared to the present budget

of $2.4 billion.

MEDICAL NEWS
IN TENNESSEE

Tennessee Heart Association

Physicians and lay members from

throughout the state attended scientific and

general membership sessions of the Tennes-

see Heart Association’s 13th Annual Meet-

ing in Gatlinburg, May 19-21. The faculty

for the scientific sessions included: Dr. J. E.

Acker, Knoxville; Dr. John Foster, Nash-

ville; Dr. Bernard Lipman, Atlanta; Dr. Da-

vid Meek, Memphis; Dr. James Pate, Mem-
phis; and Dr. Borys Surawicz, Lexington,

Kentucky. Dr. Laurence A. Grossman,

Nashville, was installed as President at the

closing session of the three-day meeting.

Dr. Grossman appointed a long-range plan-

ning committee, chaired by Dr. David Mc-
Callie of Chattanooga, to evaluate activities

and make plans for the continuation and
expansion of the Association’s work. Dr.

Robert F. Thomas of Pitman Center was
guest speaker at the President’s Dinner,

held at the Greystone Hotel on May 20th.

National Symposium on Deafness

A national symposium on deafness in

children, cosponsored by the Bill Wilkerson

Hearing and Speech Center and the Van-
derbilt University School of Medicine was
held May 5-6 at the school’s Underwood
Auditorium. Guest lecturer was Sir Terence

Cawthorne, London, consulting adviser in

otolaryngology to the British Ministry of

Health. The Center and the lecture series

honor the late Dr. William Wesley Wilker-

son, Jr., who originated a statewide speech

and hearing program. Approximately 450

attended the symposium supported by a

grant from the U. S. Children’s Bureau of

the Department of Health, Education and
Welfare and the Tennessee Hearing and
Speech Foundation.

$48,000 for New ORAL) Study

Oak Ridge Associated Universities medi-

cal division will undertake a study of infec-

tions in irradiated patients for the U. S.

Army Medical Research and Development
Command. The AMRDC has granted $48,000

for the first year of the study program
which began July 1st. The work will be

carried out by the medical division under
an interagency agreement with the Oak
Ridge Operations Office of the U. S. Atomic
Energy Commission. The medical division

will endeavor to determine in patients with

bone marrow depression from irradiation

and other causes, the types of infections

that occur, factors in susceptibility, and im-

proved methods of treatment.

Advisory Board to Guide
Memphis' Medical Center

Organization of a planning group to serve

in an advisory capacity on health care and

development of Memphis’ ever-expanding

medical center is in progress. The group,

tentatively to be known as the Memphis
and Mid-South Medical Center Board, will

have twenty-six members initially repre-

senting a cross-section of the medical com-

munity. A study committee of the Memphis
and Shelby County Medical Society recom-

mended that the board also be composed of

members-at-large to represent all aspects of

community life. The Board will strive to:

1) Work toward improving quality of pa-

tient care in Memphis as economically as

possible. 2) Encourage new construction

and improvement of existing facilities and
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METAHYDRIN (trichlormethiazide)

is prescribed by physicians because it

not only approximates the diuretic

efficacy of parenteral meralluride

injection . . . but, it is the least expensive

of all "brand-name” thiazides. Therefore,

when you prescribe METAHYDRIN
(trichlormethiazide) your patients receive

the thiazide diuretic that removes a little

more salt and water than earlier

thiazides, with relatively less loss of

potassium . . . and, it’s therapy they can
more easily afford . . . only pennies a day.

METAHYDRIN"
(trichlormethiazide)

oral diuretic

Dosage: One 2 or 4 mg. tablet

once or twice daily.

Precautions: As with all effective

diuretics, vigorous therapy may produce
electrolyte depletion. Patients with

severely reduced renal function should

be observed carefully since thiazides

may be contraindicated. Care should

be taken with patients predisposed to

diabetes or gout. Patients with a

tendency to potassium deficiency, as in

hepatic cirrhosis or diarrheal syndromes,
or those under therapy with digitalis,

ACTH, or certain adrenal steroids, also

should be watched carefully.

Side Effects: Nausea, flushing,

constipation, skin rash, muscle cramps
and gastric discomfort have occasionally

been noted; rarely thrombocytopenia
and bone marrow depression,

photosensitivity, cholestatic jaundice,

pancreatitis, perimacular edema, gout
and diabetes have been caused by

the administration of thiazides.

Contraindications: Complete renal

shutdown; rising azotemia or

development of hyperkalemia or

acidosis in severe renal disease;

demonstrated hypersensitivity.

How Supplied: Bottles of 100 and
1000 tablets.

LAKESIDE LABORATORIES, INC., Milwaukee, Wisconsin 53201
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services. 3) Assure more effective use of

funds by avoiding duplication of facilities.

4) Stimulate educational programs of a

medical and paramedical nature. 5) Repre-

sent the public interest in all matters per-

taining to medical center developments and

operations. 6) Develop more effective in-

ter-relationships among institutions and fa-

cilities. 7) Assist in developing an orderly

distribution of facilities in keeping with

projected population characteristics and

over-all community development.

Grants to Tennessee Medical Schools

Vanderbilt University School of Medicine

and Meharry Medical College have gained

preliminary approval for a joint federal

grant “in excess of $500,000”. The grant re-

ceived the approval of the Regional Adviso-

ry Group and is being considered by the

National Institute of Health. The money
will be used for planning a program in the

field of heart disease, cancer, stroke and the

related diseases in the eastern two thirds of

Tennessee, a part of southern Kentucky
and part of northern Alabama.

Three federal grants totaling $50,696 have

been awarded for development of the divi-

sion of ophthalmology at Meharry Medical

College. The grants were made by the Na-
tional Institute of Neurological Diseases

and Blindness under the Department of

Health, Education and Welfare. The money
will be used to start a training program in

the science which deals with the structure,

functions and diseases of the eye.

The Department of HEW also awarded a

grant of $72,575 to Meharry to be adminis-

tered by the committee on institutional re-

search. It will be used to provide student

research fellowships during the summer
months, to provide interim research grants

for new and returning faculty members, to

support faculty research associates and to

purchase research equipment for use joint-

ly by departments and faculty members.
A total of $81,000 in federal scholarship

grants has been allocated to the University

of Tennessee Medical Units in medicine,

dentistry and pharmacy. The Department
of Health, Education and Welfare has allo-

cated funds for the academic year 1966-67

on the following basis: College of Medicine,

$40,000; College of Dentistry, $21,000; and

College of Pharmacy, $20,000. The funds are

for use of incoming, or first-year students

who need financial assistance in obtaining

an education. Applications or inquiries for

further information should be directed to

the Office of the Dean of the particular col-

lege involved at the Medical Units in Mem-
phis.

PERSONAL NEWS

Dr. George V. Mann, associate professor of

biochemistry at Vanderbilt University School of

Medicine, was installed as president of the Middle

Tennessee Heart Association. Dr. Crawford
Adams, Nashville, was named president-elect to

take office in 1967. Dr. Lloyd Ramsey, Nashville,

was selected as Chairman of the Board.

Dr. George K. Carpenter, Sr., Nashville, was
the recipient of the MTMA’s first distinguished

service award at the 143rd Semiannual Meeting

in Shelbyville, May 19. Dr. Carpenter was cited

for meritorious service to medicine and the com-
munity.

Dr. Charles G. Stockard, Jr. has become asso-

ciated with Dr. J. E. Young in the practice of

medicine in Sweetwater.

Dr. William G. Hayes, Cleveland, has been

elected to Fellowship in the American Academy
of Pediatrics.

Dr. David P. Hall, Chattanooga, discussed ad-

vances in surgery during the past forty years in

treating patients with cardiovascular disease at a

recent meeting of the Rotary Club.

Dr. James L. Craig, Chattanooga, has been

named chief health officer in TVA’s division of

health and safety.

Dr. Stanley M. Elmore, instructor in Vanderbilt

University’s School of Medicine, became associate

professor and chairman of orthopedic surgery at

the Medical College of Virginia in Richmond on

July 1st.

Dr. John O. Williams, Jr., Mt. Pleasant, has

been elected an active member in the American
Academy of General Practice.

Dr. John H. Burkhart, Knoxville, was guest

speaker at the Senior Citizens Center on May 4th.

Dr. Burkhart discussed medicine with relation-

ships between doctors, hospitals and patients.

Dr. Eben Alexander, Jr., formerly of Knoxville,

and professor and director of the section on neu-

rosurgery at the Bowman Gray School of Medi-
cine, Winston-Salem, has been selected president

of the Harvey Cushing Society.

Dr. James A. Kirtley, Jr., Nashville, clinical

professor of the Department of Surgery, Vander-
bilt University, was guest speaker at a recent

meeting of the Memphis Surgical Society. His

subject was “Surgery of the Common Duct”.

Dr. Ira S. Pierce, Knoxville, assumed the presi-
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BRING IT DOWN
AND
KEEP IT DOWN

Metatensin lowers blood pressure and

keeps it low—effectively and

economically. It combines reserpine

with trichlormethiazide which affords

more potent saluresis with less loss of

potassium than from earlier thiazides.

Reserpine contributes antihypertensive

effect by relieving anxiety and tension.

Metatensin is well-tolerated over long

periods; with its effectiveness and

economy it assures antihypertensive

therapy you and your patients

can stay with.

METATENSIN*
Each scored tablet contains:

METAHYDRIN® (trichlormethiazide)

2 mg. or 4 mg. and
Reserpine 0.1 mg.

Usual adult dose: One tablet twice

daily. Precautions and side effects:

Patients with hepatic cirrhosis or

diarrheal syndromes, or under therapy

with digitalis, ACTH, or potassium-losing

steroids, should be observed for signs

of hypokalemia. With thiazides,

electrolyte depletion, diabetes, gout,

granulopenia, nausea, pancreatitis,

cholestatic jaundice, flushing, mild

muscle cramps, constipation,

photosensitivity, acute myopia,

perimacular edema, paresthesias,

neonatal bone marrow depression in

infants of mothers who received

thiazides during pregnancy, skin rash

or purpura with or without

thrombocytopenia, may occur. With

reserpine, untoward effects may include

depression, peptic ulcer and bronchial

asthma. Withdraw medication at least

7 days prior to electroshock therapy,

2 weeks prior to elective surgery.

Contraindications: Complete renal

shutdown, rising azotemia or development

of hyperkalemia or acidosis in severe

renal disease.

Supplied: Metatensin tablets, 2 mg.,

4 mg.—bottles of 100 and 1000.
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dency of the East Tennessee Heart Association on
April 27th, succeeding Dr. William K. Rogers.

Dr. George G. Young, Chattanooga, has been
named chairman of the health and sanitation

committee of the Greater Chattanooga Chamber
of Commerce.

Dr. Greer Ricketson, president-elect of the

Nashville Academy of Medicine, was guest speak-

er at a banquet on May 23rd honoring 19 doctors

for their outstanding services and dedication at

Madison Hospital. Those honored and their years

of service were: Drs. Eric Bell, Jr., W. J. Card,

William H. Edwards, Hillis F. Evans, James T.

Ladd, Charles M. Gillit, Henry B. Brackin, Jr.,

and Robert L. Pettus, Jr., 5 years of service; Drs.

Wendell W. Wilson and Christopher C. McClure,
Jr., fifteen years; Drs. Henry B. Brackin, Sr. and
Frederec B. Cothren, twenty years; Dr. Max K.
Moulder, 25 years; Drs. Cyrus E. Kendall, J. E.

Sutherland, Thomas W. Dailey, and Alvin Haw-
kins, over thirty years of service. Drs. Dailey,

Southerland, Hawkins and Kendall received addi-

tional recognition in the form of matching
plaques bearing the Hippocrates Oath.

Dr. Philip M. Lewis, Memphis, has been named
president of the American Ophthalmological So-

ciety.

Dr. Nicholas Gotten, who has been associated

with neurology for thirty years at the University

of Tennessee College of Medicine was honored
with a formal dinner by forty of his colleagues

and their wives on May 27th. Dr. R. A. Utter-

back, who succeeded Dr. Gotten as chairman of

the division of neurology in 1959, unveiled a por-

trait of the neurosurgeon which will be placed in

the division’s conference room. A plaque was
presented to Dr. Gotten in appreciation of his

service.

Dr. Carroll Long, Johnson City, has been com-
missioned as the first medical missionary of the

Holston Methodist Conference. Dr. and Mrs.
Long will leave in August for Nome, Alaska,

where they will be in charge of the Maynard-Mc-
Dougall Methodist Hospital.

BOOK REVIEW

Hernia. Edited by Lloyd M. Nyhus, M.D., and
Henry N. Harkins, M.D., both of the Depart-

ment of Surgery, University of Washington
School of Medicine, Seattle. 822 pages.

Philadelphia: J. B. Lippincott Company, 1964.

Price $28.50.

This book is a very thorough treatise on the

many types and variants of abdominal and juxta-

abdominal hernias. There are 59 chapters writ-

ten by 105 contributors, each of whom is an au-

thority on some aspect of hernia. One interesting

feature is the incorporation of “special comments”
by invited experts at the end of many chapters.

These comments are sometimes critical in nature,

often presenting different or alternate opinions

and in many instances summarize the commenta-
tor’s experience on the specific subject under dis-

cussion. In addition the editors frequently add
comments based on their own knowledge and ex-

perience.

Nineteen chapters are devoted to hernias in the

groin. The anatomy of the inguinal and femoral
regions is presented by several authors with each
giving his own concepts and interpretations. The
apparent differences and disagreements are elimi-

nated and reconciled to a great extent by the edi-

torial comments. The history of repair of groin

hernias is reviewed in detail. The various tech-

niques of herniorrhaphy and the results of surgi-

cal repair are documented.
Seven chapters are devoted to abdominal her-

nias other than those of the groin. There are de-

tailed descriptions of the rarer forms of abdomi-
nal hernias. Included are the various types of in-

ternal hernias and pelvic hernias. Ten chapters

are given to the pathology, anatomy, diagnosis,

and therapy of the various types of diaphragmatic

hernia. Again there is a wealth of information

furnished by the many authorities writing these

sections.

One large section (8 chapters) of the book is

devoted to discussion of specific and general ad-

junctive techniques and maneuvers to the repair

and management of hernias. Also the problems

of “industrial” hernia and the medicolegal aspects

of hernia are discussed.

In summary, this book is a very current, com-
plete, and authoritative compendium of the entire

subject of hernia. It is a must as a reference

work for the library of the herniologist or any
surgeon possessing a special interest in the man-
agement of hernias.

Calendar of Meetings, 1966

State

Sept. 26-27 Tennessee Valley Medical As-

sembly, Tivoli Theater, Chatta-

nooga
Oct. 12-13 Second Annual Tennessee Men-

tal Illness & Health Congress,

Hotel Hermitage, Nashville

Nov. 9-11 Tennessee Academy of General

Practice, 18th Annual Scientific

Assembly and Congress of Dele-

gates, Gatlinburg Auditorium,

Gatlinburg

National

Sept. 8-10 American Association of Ob-
stetricians and Gynecologists,

The Homestead, Hot Springs,

Va.
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When depressed patients say:

“1 can’t sleep at night” “I’m tired all day long”

NORPRAMIN'
(desipramine hydrochloride)

non-sedating* rapid-acting

ANTI DEPRESSANT

restores normal patterns of sleep and activity

Norpramin (desipramine hydrochloride)

reverses the signs and symptoms of de-

pression including sleep disturbances,

feeling of sadness, guilt, worthlessness,

anxiety and bodily complaints without
physical basis. In 2-5 days most patients

become more hopeful, more active and
less weighed down by their problems.

Norpramin (desipramine hydrochloride)

has only slight sedative qualities, neverthe-

less sleep disturbances and restlessness

are relieved as depression is lifted. If

anxiety or tension develop or persist a

tranquilizer may be added or dosage
reduced. Side effects are usually mild,

occurring in about 1 of 4 patients.

Indications: in moderate to severe depression—neurotic or psychotic. Dosage: Optimal results are obtained

at a dosage of two 25 mg. tablets t.i.d. (150 mg. /day). Contraindications and Precautions: Glaucoma, urethral

or ureteral spasm, recent myocardial infarction, severe coronary heart disease and epilepsy. Should not be
given within two weeks of an MAO inhibitor. Safety in human pregnancy has not been established. Adverse
Effects: Usually mild, may include: dry mouth, constipation, dizziness, palpitation, delayed urination, "bad
taste", sensory illusion, tinnitus, agitation and stimulation, sweating, drowsiness, headache, orthostatic hypo-
tension, flushing, nausea, cramps, weakness, blurred vision and mydriasis, rash, allergy, transient eosinophilia,

granulopenia, altered liver function, ataxia and extrapyramidal signs. Supplied: Norpramin (desipramine
hydrochloride) tablets of 25 mg., in bottles of 50, 500 and 1000.

PRODUCTS FOR PATIENTS YOU SEE EVERY DAY LAKESIDE LABORATORIES, INC., Milwaukee, Wisconsin 53201
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Sept. 16-24

Sept. 17-23

Sept. 29-Oct. 2

Oct. 1-5

Oct. 1-7

Oct. 2-7

Oct. 10-14

Oct. 10-13

Oct. 13-15

Oct. 15-16

Oct. 16-21

Oct. 17-20

Oct. 17-22

Oct. 21-25

Oct. 22-27

Oct. 23-26

Nov. 2-3

Nov. 14-18

Nov. 26-27

Nov. 27-30

American Society of Clinical

Pathologists, Washington Hilton

Hotel, Washington, D. C.

College of American Patholo-

gists, Washington Hilton Hotel,

Washington, D. C.

American Medical Writers’ Asso-

ciation, Annual Meeting, Wal-
dorf Astoria, New York City

American Society of Anesthesi-

ologists, Sheraton Hotel, Phila-

delphia

Annual Otolaryngologic Assem-
bly of 1966, New Illinois Eye
and Ear Infirmary at the Medi-
cal Center, Chicago

American Society of Plastic and
Reconstructive Surgeons, Inc.,

Flamingo Hotel, Las Vegas, Nev.
American College of Surgeons,

Fairmont Hotel, San Francisco

American Academy of General
Practice, War Memorial Audi-
torium, Boston
Association of American Physi-

cians and Surgeons, Disneyland
Hotel, Disneyland, Calif.

American Association of

Ophthalmology, Palmer House,

Chicago

American Academy of Ophthal-
mology & Otolaryngology, Pal-

mer House, Chicago

American Academy of Neurolog-

ical Surgery, San Francisco

Congress of Neurological Sur-

geons, Americana Hotel, San
Juan, P.R.

Association of American Medical
Colleges, San Francisco Hilton

Hotel, San Francisco

American Academy of Pediat-

rics, Palmer House, Chicago

American College of Gastroen-

terology, Bellevue-Stratford Ho-
tel, Philadelphia

American College of Preventive

Medicine, San Francisco Hilton,

San Francisco

Southern Medical Association,

Washington, D. C.

American College of Chest Phy-
sicians, Flamingo Hotel, Las Ve-
gas, Nev.

American Medical Association,

Las Vegas, Nevada

Course in Postgraduate Gastroenterology

The Annual Course in Postgraduate Gas-

troenterology of the American College of

Gastroenterology will be given at the Bel-

levue Stratford in Philadelphia, October 27-

29. The moderators for the course will be

Dr. I. Snapper, consultant, Ft. Hamilton

Veterans Administration Hospital, Brook-

lyn, and Dr. John L. Madden, Clinical Pro-

fessor of Surgery, New York Medical Col-

lege and Director of Surgery, St. Clare’s

Hospital, New York.

The faculty for the course will be drawn
from the medical schools in and around

Philadelphia. The subject matter to be cov-

ered, from the medical as well as the surgi-

cal viewpoint, will be essentially, the diag-

nosis and treatment of gastrointestinal dis-

eases and comprehensive discussions of dis-

eases of the esophagus, stomach, pancreas,

liver and gallbladder, small intestine and

colon. A session on instrument technics will

be held at the Albert Einstein Medical Cen-

ter, Norther Division.

For further information and enrollment,

write to the American College of Gastroen-

terology, 33 West 60th Street, New York,

New York 10023.

Ninth Annual Medical Progress Assembly
Sponsored by Birmingham Academy

of Medicine

Physicians of Tennessee are invited to at-

tend the Ninth Annual Medical Progress

Assembly to be held in Birmingham, Ala-

bama, September 18-20. Assembly head-

quarters will be at the Parliament House
Motor Hotel. The Assembly, sponsored by
the Birmingham Academy of Medicine, is

held in cooperation with the Jefferson Coun-

ty Medical Society and the Jefferson County

Chapter of the American Academy of Gen-

eral Practice. Participants will include:

Dr. Gene H. Stollerman, professor and

chairman, department of medicine, Univer-

sity of Tennessee, Memphis; Dr. I. Snapper,

department of medicine, Brooklyn VA Hos-

pital, New York; Dr. Denis Cavanagh, pro-

fessor and chairman, department of obstet-

rics and gynecology, St. Louis University

School of Medicine; Dr. William T. Fitts,

professor of surgery, Graduate School, Uni-

versity of Pennsylvania, Philadelphia; Dr.

Bruce H. Stewart, urology department,

Cleveland Clinic, Cleveland; Dr. James W.
Harkness, professor of orthopedics, Univer-

sity of Georgia Medical College, Augusta;

Dr. Edward B. Shaw, professor and head of
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fn colicky infants Pediatric Piptal with

Phenobarbital slows down spasm, diminishes

pain and crying and improves feeding pat-

terns. It permits sleep and rest for patient and

family. The less than hypnobc amount of

phenobarbital in the recommended dose

affords a mild, calming action and enhances

the antispasmodic action of Piptal (pipenzo-

late bromide). The latter drug, as reported in

the medical literature, has a favorable ratio of

effectiveness to side-effects which is unusua I

in anticholinergics and thus is particularly

appropriate to pediatric use.

PEDIATRIC PIPTAL®
WITH
PHENOBARBITAL
each cc. contains 6 mg. phenobarbital (warning: may
be habit forming); 4 mg. Piptal® (pipenzolate bromide),

and 20% alcohol.

Pleasant-tasting Pediatric Piptal with

Phenobarbital is miscible in milk, formulas

and fruit juices, and may also be given by

dropper directly on the infant’s tongue. Dos-

age is 0.5 cc. 15 minutes before feeding; in

severe cases, 1.0 cc. four times daily. High

doses may occasionally cause constipation

with tenesmus and, rarely, flushing without

fever. It is contraindicated in bowel obstruc-

tion or sensitivity to phenobarbital or anti-

cholinergics. Available in 30 cc. dropper

bottles, droppers calibrated to deliver 0.5 cc.

LAKESIDE LABORATORIES, INC., Milwaukee, Wisconsin 53201

LAKESIDE

PRODUCTS
FOR PATIENTS

YOU SEE

EVERY DAY
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department of pediatrics, University of

California School of Medicine, San Francis-

co; Dr. Luigi Mastroianni, Jr., professor and

chairman, department of obstetrics and

gynecology, University of Pennsylvania

School of Medicine, Philadelphia; Dr. Cal-

vin J. Dillaha, professor and chairman, de-

partment of dermatology; University of Ar-

kansas School of Medicine, Little Rock; Dr.

71 i

Rudolph E. Noer, professor & chairman, de-

partment of surgery, Louisville Medical

College, Louisville; Dr. Tyra Hutchens, pro-

fessor and chairman, department of clinical

pathology, University of Oregon Medical

School, Portland, Oregon; and Dr. John
Conley, Division of Head and Neck Sur-

gery, Facial Plastic Surgery, Pack Medical

Group, New York.

A Symbol
to Support . .

.

American Medical

Association — Education

and Research Foundation
535 N. Dearborn St., Chicago 10, III.

STAFF PHYSICIAN — MEDICAL SERVICE

in 228 bed accredited GM&S hospital. Con-

genial atmosphere, excellent fringe benefits.

Applications or inquiries solicited from In-

ternists and General Practitioners. Contact

Director, VA Hospital, Poplar Bluff, Mo.

Ufiff C^st
HOSPITAL

(Formerly Hill Crest Sanitarium)

7000 5TH AVENUE SOUTH

Box 2896, Woodlawn Station

Birmingham, Alabama 3521 2

Phone: 205 - 595-1151

A patient centered

independent hospital for

intensive treatment of

nervous disorders . . .

Hill Crest Hospital was estab-

lished in 1925 as Hill Crest

Sanitarium to provide private

psychiatric treatment of nervous

or mental disorders. Individual

patient care has been the theme

during its 41 years of service.

Both male and female patients

are accepted and departmental-

ized care is provided according

to sex and the degree of illness.

In addition to the psychiatric

staff, consultants are available in

all medical specialities.

1 1
1 jiNi'iitSfe

f.

MEDICAL DIRECTOR:
James A. Becton, M.D., F.A.P.A.

CLINICAL DIRECTORS:
James K. Ward, M.D., F.A.P.A.

Hardin M. Ritchey, M.D., F.A.P.A.

HILL CREST is a member of:

AMERICAN HOSPITAL ASSOCIATION . . .

. . . NATIONAL ASSOCIATION OF PRI-

VATE PSYCHIATRIC HOSPITALS . . .

ALABAMA HOSPITAL ASSOCIATION . . .

BIRMINGHAM REGIONAL HOSPITAL
COUNCIL,

Hill Crest is fully accredited by the Joint

Commission on Accreditation of Hospitals.

qjiM C»est
HOSPITAL

BIRMINGHAM, ALABAMA
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Lactinex
TABLETS & GRANULES

LACTINEX contains a standardized viable

mixed culture of Lactobacillus acidophilus

and L. bulgaricus with the naturally

occurring metabolic products produced

by these organisms.

LACTINEX was introduced to help

restore the flora of the intestinal tract

in infants and adults .

1,2,3,4

LACTINEX has also been shown to be

useful in the treatment of fever

blisters and canker sores of

herpetic origin .

5,6,7,8

No untoward side effects have been

reported to date.

Literature on indications and dosage

available on request.

HYNSON, WESTCOTT
& DUNNING, INC.

BALTIMORE, MARYLAND 21201

(LX03)

References: (1) Siver, R. H.: CMD, 21:109, September
] 954. (2) Frykman, H. H.: Minn. Med., 38:19-21,

January 1955. (3) McGivney, J.: Tex. State Jour. Med.,
: 16-18, January 1955. (4) Quehl, T. M.: Jour, of

Florida Acad. Gen. Prac., 1.5:15-16, October 1965. (5)
Weekes, D. J.: N.Y, State Jour. Med., 56:2672-2673,

August 1958. (6) Weekes, D. J.: EENT Digest,

25:47-59, December 1963. (7) Abbott, P. L.: Jour. Oral

Surg., Anes., & Hosp. Dental Serv., 310-312, July 1961.

(8) Rapoport, L. and Levine, W. I.: Oral Surg., Oral

Med. & Oral Path., 20:591-593, November 1965.
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Diabetes millitus and gout are not infrequently associated, a fact not generally known. In
diabetes of the mature adult, a search should be made for gout. The author points to the use of the
thiazides as a factor in bringing gout to the clinical horizon.

The Gouty Diabetic or v. v.
*

RICHARD L. WOOTEN,
The looking glass of disease catches

reflections of other abnormalities; a mirror
reflects side images if not held too closely

to the object—and sometimes these side im-
ages may be as significant as the principal

object. A telescope focused on a star denies

the viewer the glory of a galaxy. The fol-

lowing empiric observations will attempt to

enlarge the view and bring into focus a

combination of two metabolic diseases that

may exist in many more individuals than
we realize.

“The gouty diabetic or v.v.” does not

mean a new triad, a new syndrome, or a

new abbreviation. The “v.v.” is simply the

Latin of vice versa. This two-sided meta-
bolic state has received very little attention

during the past century. In the 19th centu-

ry the relationship and importance were
much more widely studied. Interest dwin-
dled and not much was written about the

gouty diabetic or the gout with diabetes. In

1952, Joslin 1 reported the incidence of gout
in diabetics to be 1:1500. In the past 10

years, however, articles have appeared in-

dicating renewed interest in the problem
and the association of the two diseases is

becoming more realistically significant. Bar-
tels 2 reports twice the expected incidence

of diabetes mellitus in gouty patients as

compared to the general population. The
probable reasons are: (1) A more thorough
approach to the routine study of the pa-

tient’s basic metabolism, and (2) the wide-
spread use of the thiazide compounds.

*Read at the meeting of the Tennessee Di-

abetes Association, April 19, 1966, Gatlinburg,
Tenn.

fFrom the Department of Medicine, University
of Tennessee College of Medicine, Memphis, Ten-
nessee and the Baptist Memorial Hospital, Mem-
phis, Tenn.

M.D.f Memphis, Tenn.

Recent clinical and laboratory observa-
tions by several groups indicate certain

pathophysiologic features affecting directly

or indirectly the inter-relationship between
carbohydrate and uric acid metabolism. 3 ’ 4

(a) Uric acid is chemically related to al-

loxan and can be oxidized to alloxan in vi-

tro. It has been shown in glutathione

deficient rabbits that defective purine me-
tabolism leads to the production of an al-

loxan-like compound known to be diabeto-

genic.

(b) Renal retention of uric acid can be
produced by a high fat diet and relieved by
a high carbohydrate diet.

(c) Marked hyperuricemia is often seen
in diabetic acidosis.

(d) Increase in blood lactate diminishes

renal excretion of uric acid.

(e) Recently 6 patients with glycogen
storage disease had associated hyperurice-

mia.

(f) The increased frequency with which
uremia causes both an elevated uric acid

and blood sugar.

This last observation brings up an appar-

ent contradiction. It has been shown that

insulin requirement drops in diabetics who
develop renal disease and uremia, for exam-
ple, the reports of patients with Kimmel-
stiel-Wilson disease. Therefore, we might
suppose that the increase in uric acid asso-

ciated with renal failure may be responsi-

ble for the amelioration of the diabetic

state and the reduced insulin requirements.

We know from observers (Beckett 3
,
Bar-

tels2 ) that, in general, a person with gout

will improve if diabetes develops. Such ob-

servations support the theory of hyperuri-

cemia in renal failure improving the dia-

betic state but does not support the report-
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ed alloxan-like action of uric acid. Such in-

consistencies, however, stimulate further

thought and investigation. Bartels has sug-

gested that the hyperuricemia first pro-

duces an alloxan-like effect on carbohy-

drate metabolism and a diabetic state. The
resulting high glucose load as mentioned
before would then lessen the uric acid re-

tention at the tubular level and decrease

the serum uric acid.

Clinical Material

A review was made of all patients diag-

nosed as having both gout and diabetes at

the Baptist Memorial Hospital between 1956

and 1966. Twenty-nine cases were suitable

for study. The criteria of a normal BUN., a

fasting serum uric acid level greater than

6.5 mg.%, and a two-hour post-prandial

blood sugar of 130 mg.% (Somogyi-Nelson
method) were satisfied. Twenty-four pa-

tients were over the age of 50 and 5 were
between 39 and 49 years of age. The 6 wom-
en were all over the age of 57 and asympto-

matic. The fact that 6 were female suggests

a higher incidence of gouty diathesis in dia-

betic females than in the nondiabetic popu-

lation.

Proteinuria was found in all patients.

Serum cholesterol levels were elevated

(over 250 mg.%) in 11 of 17 cases recorded.

All patients were reported overweight. The
family history of 25 patients was negative

for gout but positive for diabetes mellitus

in 11 of these.

Diabetes

Most authors agree that gout appears

first, followed by diabetes. In this series,

however, 50.7% showed diabetes first.
2

- 5 ’ 6

The duration of diabetes known in 21 pa-

tients indicated that 15 patients were so

diagnosed more recently than 5 years. This

point may be invalid because these 15 pa-

tients may have had carbohydrate intoler-

ance longer than indicated—diabetes in

gout is the mild, frequently asymptomatic

diabetes of the maturity onset type.

Twenty-four of the 29 diabetics were ea-

sily controlled on diet and oral agents or

diet alone. In all cases diabetic control was
smooth and there were no reported acidotic

or hypoglycemic episodes. Critical gout
did not affect diabetic control and diabetic

control did not influence the degree of criti-

cal gout. It would seem that while gout

and diabetes may be wedded in these pa-

tients, each disease maintained a degree of

distinction.

Gout

The onset of diabetes seemed to amelio-

rate the course of gout. This is in agree-

ment with all previous reports. Bartles2

presented 3 cases of gout in which the key

to suspecting and diagnosing asymptomatic

diabetes was an unexplained improvement
in the patients’ gout.

Advanced tophaceous gout was present in

2 cases. Acute gout (noted only in 3 pa-

tients) was easily controlled with colchi-

cine and all patients received long term
probenecid therapy.

It would be well to emphasize the impor-

tance of routinely determining the fasting

serum uric acid. Larval gout can exist for

many years without critical symptomatic

episodes and in those individuals a

differentiation must be made between gout

and primary hyperuricemia. All male pa-

tients included in this report had had at

one or more times acute symptomatic gout.

Features Common to Both

The importance of such a double-imaged

metabolic dysfunction can best be appre-

ciated by the following dual characterist-

ics:

TABLE 1

1. Obesity

2. Atherosclerosis

3. Familial incidence of diabetes is higher

4. Greater severity of disease in the younger

patient

5. Peak incidence in middle life

6. Both diseases aggravated by stress

7. Facility of both diseases to respond adverse-

ly to thiazide compounds

The last feature is important at the pres-

ent time because of the widespread use

of the thiazide drugs and probably is re-

sponsible, as indicated previously, for an ap-

parent increase in the number of gouty dia-

betics. Thirty-eight percent of the patients

in this series had been taking thiazide com-

pounds. In 2 cases it was clearly evident

that the diabetic developed gout within a

year after starting thiazide medication.

The exact mechanism of action is not

known. Probably the thiazides interfere
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with tubular secretion of uric acid, result-

ing in increased serum uric acid. Schwab,

et. al7 reported a patient receiving chloro-

thiazide continually for 4 years and who
developed, in sequence, hyperuricemia

—

acute gout—hyperglycemia—coma. Usual-

ly, the gout brought forth by thiazides is

mild as is the diabetic fault.

The associated disease states found in

this series also indicate the close relation-

ship between gout and diabetes.

TABLE 2

Hypertension — 11

Heart failure — 6

Peptic ulcer — 6

Vascular disease — 9

Peripheral vascular disease 2

Coronary occlusive disease 6

CVA 1

Renal stones — 3

Gallstones — 3

Cancer — 2

Pancreatitis — 2

Cataracts — 1

Glaucoma — 1

Of interest is the same incidence of gall-

stones (known to be more common in dia-

betics) and kidney stones (known to be

more common in gout) . The number of pa-

tients with peptic ulcer disease is suspi-

ciously higher than might be expected. Yet,

all of these ulcer patients were men in

their fifth decade and the seemingly high

incidence might lend support to the recent

observations proclaiming gout as the dis-

HOME POISONS. HEALTH AND SAFETY TIPS
FROM THE AMERICAN MEDICAL
ASSOCIATION

Upstairs, downstairs, all through the house are

deadly poisons, ready for the taking.

Catherine de Medici, says a new pamphlet from
the American Medical Association, hid deadly

poisons behind a secret panel in her boudoir.

Chances are, says the AMA, your supply of

potential poisons is not so well hidden. Seemingly
harmless household items—items which cause

half a million accidental poisonings in our coun-

try each year—are probably stored in every room
of your house. Before someone finds them acci-

dentally, look for these items:

Kitchen killers may include household chemi-

cals such as detergents, ammonia, silver and
brass polishes, disinfectants, room deodorants

and insect poisons. They may be under the

kitchen sink in easy reach of children.

Medicines cause most accidental poisonings in

children, and aspirin leads the pack. Cosmetics,

ease of the business executive—a group
also known to have a higher, ulcer rate.

Conclusion

A marriage of diabetes and gout is a le-

gitimate and documented event. Each part-

ner retains his identity but tends to soften

the bad features of the other. Consanguin-

ity seems to exist in many of these mar-

riages. Because of the present day prom-

iscuous use of thiazides, we should begin to

watch carefully for positive blood tests of

hyperuricemia in all diabetic partners.

Otherwise, many of these weddings will be

missed.
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deodorants, shaving lotion and unlabeled medi-

cine can poison adults who take them in the

dark without reading the labels.

Garden aids, such as insect sprays, weed killers

and fertilizers may benefit your plants, but they

can kill children. Store garden chemicals out of

reach of children. When applying, keep prepara-

tions away from eyes, nose, mouth and skin.

In the bedroom, never leave cosmetics and pills

on tabletops or in low drawers where children

can find them. Mothballs are a hazard if you

store winter clothes in a low chest or drawer

that children can reach.

Some final precautions—label everything, keep

medicine in a locked cabinet, never store chemi-

cals in food or beverage containers or on food

shelves, date medicines and discard old drugs, use

only prescriptions ordered for you by a physician,

do not contaminate food or utensils with insect

sprays, aerosols, rat poisons, weed killers or

cleaning agents, and, keep potential poisons out

of children’s reach.
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After reviewing the pathophysiology of the hypoxic myocardium, the author considers preventive

measures hopefully to reduce the high incidence of “coronary” disease among the U.S. population.

He points especially to physical activity and a reduction in stressful living as especially salutary in

prevention.

Origin and Prevention of So-Called

“Coronary” Heart Disease*

W. RAAB, M.D.,t Burlington, Vt.

Coronary atherosclerosis is the most com-

mon and the most important predisposing

pathogenic factor in the origin of myocardi-

al hypoxic pain, necrosis, fibrosis, failure

and death. Nevertheless, the traditional

use of the term “coronary” heart disease is

unfortunate because it has for decades

maintained a mental block, even among

leading cardiologists, by excluding from

clinical thinking some of the most funda-

mental neurogenic, hormonal and metabolic

nonvascular causes of hypoxic degenera-

tive myocardial disease.

Besides, the common indiscriminate appli-

cation of such diagnostic labels as coronary

“thrombosis” or “occlusion” ignores the fact

that in 50 or more per cent of clinically

manifest “infarctions,” autopsy does not re-

veal the presence of fresh thrombi or other

forms of vascular obstruction near the site

of necrotic foci. Some pathologists are

even doubtful as to whether post mortem

detectable thrombi do not constitute a he-

modynamically elicited sequel rather than

the cause of adjacent infarctions.

What then is the nature of the other,

non-vascular elements involved in the ori-

gin of not simply “coronary” but pluricausal

myocardial degenerative and necrotic dis-

ease?

Combined Vascular and Metabolic Pathogenesis

of Myocardial Damage

Paramount for the understanding of lo-

calized hypoxic or anoxic conditions in the

heart muscle is the realization that the all-

important availability of oxygen to the

myocardium, like the availability of money

*Kead at the joint meeting of the Tennessee

Academy of Preventive Medicine and Public

Health and the Tennessee Industrial Medical As-

sociation, April 19, 1966, Gatlinburg, Tenn.

fEmeritus Professor of Experimental Medicine,

University of Vermont, Burlington, Vermont.

in business, does not depend solely on vas-

cular oxygen supply (i.e., income) but

equally so on its logically inseparable corol-

lary, the simultaneous, fluctuating oxygen

consumption (i.e., expenditure). In other

words, the customary interpretation of

myocardial anoxia merely in terms of the

coronary “plumbing” disregards those fac-

tors which determine the sound balance or

detrimental discrepancy, respectively, be-

tween myocardial oxygen supply and con-

sumption.

It has long been known that the latter is

to a large extent regulated by the autonom-

ic nervous system. The sympathetic, by lib-

erating metabolically powerful catechola-

mines (epinephrine from the adrenal me-

dulla and norepinephrine from the in-

tramyocardial adrenergic nerve terminals)

greatly augments myocardial oxygen con-

sumption, whereas the vagus and certain

hypothalamic sympathoinhibitory mecha-

nisms exert an opposite, oxygen-economiz-

ing effect.

As long as the coronary arteries are

young, supple, and capable of ample dilata-

tion, any rise of myocardial oxygen con-

sumption is promptly accompanied by a

compensatory increase of coronary blood

flow. Thus, an augmented liberation of

adrenergic catecholamines, unless excessive

(e.g. in cases of pheochromocytoma), will

remain innocuous.

By contrast, in the presence of coronary

rigidity or stenosis, increases of sympathet-

ic neurosecretory catecholamine action,

even within physiologic limits, create the

danger of an anoxiating disproportion be-

tween vascular oxygen supply and myocar-

dial oxygen consumption. Such discrepan-

cies occur particularly frequently in the

subendocardial layers of the left ventricle

where coronary ramifications are exposed
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to hemodynamic compression from within

the ventricular cavity when the blood pres-

sure rises.

When the coronary blood supply lags be-

hind oxygen demands, the distribution of

glycogen and potassium in the myocardial

tissue becomes deeply disturbed as the ini-

tial phase of necrotic destruction.

Recent studies have shown that the

potentially cardiotoxic effects of sympathet-

ic catecholamine action are greatly inten-

sified by interference of adrenal cortical

hormones which, by their own action, de-

plete the vital potassium reserves of the

myocardium.

Thus, degenerative destruction of the

heart muscle must be interpreted in terms

of both sclerotic vascular lesions and super-

imposed neurogenic-hormonal disturbances

of oxygen economy and electrolyte balance.

Role of Dietary and Living Habits in

Cardiac Pathogenesis

The excessive dietary fat intake in most

Western nations has been recognized over

the past 30 years as a probable leading

cause of atherosclerosis, even in young in-

dividuals. Saturated animal fats and cho-

lesterol seem to be the main culprits. More
precise data on this problem are to be ex-

pected from the current large-scale “Na-

tional Diet Study” conducted by the U. S.

Institute of Health.

By comparison with these lavishly sup-

ported investigations, only minimal atten-

tion had been paid until recently to the

above-mentioned, fundamentally important

neurogenic and hormonal factors involved

in the origin of rampant degenerative heart

disease.

Three peculiarities of Western and, in

particular, American civilization are to be

made largely responsible for the approxi-

mately 250,000 premature (i.e. below age

65) annual cardiac deaths in the U. S. A.

All of these three factors share the basical-

ly pathogenic feature of an exaggerated,

oxygen-wasting sympathetic-adrenergic ac-

tivity, superimposed on inadequate corona-

ry compensatory dilatability. They are the

following:

(1)

Sedentary living with insufficient

physical activity. This is demonstrably ac-

companied by a steadily elevated cardiac

sympathetic tone (increased heart rate,

shortening of the isometric tension period

of the left ventricle), resulting from a de-

teriorated vagal and sympatho-inhibitory

counter-regulation.

(2) Socio-economic emotional and envi-

ronmental sensory stresses (tensions, anxie-

ties, frustrations, annoyances by noise, etc.)

without appropriate motor outlets (suppres-

sion of fight and flight reflexes) . These

stresses are accompanied by hypothalamic

stimulation and by a thus elicited markedly

increased sympathetic catecholamine activi-

ty. They are apt to produce cardiac accel-

eration, arrhythmias, electrocardiographic

signs of myocardial anoxia, anginal attacks

and, ultimately, myocardial necroses, if

coinciding with coronary vascular lesions.

(3) Tobacco smoking: Nicotine is an ex-

quisitely sympathetic-stimulating agent,

acting via the peripheral ganglia, and capa-

ble of eliciting clearly anoxic responses of

the myocardium.

Epidemiologic data to substantiate the

above outlined concepts of pathogenesis are

available in abundance in the contemporary

world literature

A three- to four-fold higher incidence of

cardiac morbidity and mortality among
sedentary, compared with physically active,

occupational and social groups has been ob-

served in a steadily increasing number of

large-scale statistical studies in England,

the U. S. A., Germany and the U.S.S.R. Of

special interest are investigations of this

kind concerning inhabitants of communal
settlements in Israel because they represent

a racially homogenous subject material, liv-

ing under identical climatic, nutritional and

housing conditions, with only occupational

differences to account for the markedly

higher cardiac mortality among the seden-

tary than among the physically laboring

groups.

Beyond this, the far higher survival rate

of persons afflicted with coronary infarc-

tions who had previously led a physically

active life, as compared with that of form-

erly sedentary ones, points in the same di-

rection.

Emotionally high-strung, ambitious, rest-

less personality types, as well as emotional-
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ly and intellectually stressful occupational

categories, such as general medical practi-

tioners (vs. e.g. dermatologists and patholo-

gists)
,
were found conducive to a high inci-

dence of degenerative heart disease, where-

as the opposite was the case in emotionally

placid and carefree living populations.

The susceptibility to hypoxic degenera-

tive heart disease is notoriously augmented

among heavy smokers but drops abruptly to

a lower level when smoking is discontin-

ued.

Principles of Prevention

With the pluricausal origin of degenera-

tive hypoxic heart disease in mind, it is

possible to rationally deduce those practi-

cally applicable principles which, in fact,

are today widely advocated (even though

only very sporadically put into effect in

Western countries)

.

Restriction of saturated animal fats and

cholesterol in the diet lowers the serum

cholesterol level and is expected to retard

the development of atherosclerosis. A pro-

longed follow-up of adherents to the “Pru-

dent Diet” of the New York “Anti-Corona-

ry Club” and to a Chicago dietary program

have already provided encouraging results.

No large-scale prospective comparisons

between sedentary and vigorously exercis-

ing groups with regard to cardiac morbidity

and mortality have yet been carried out.

However, among a large number of sys-

tematically trained post-infarction patients

in Israel the occurrence of infarctions and

cardiac mortality proved remarkably low.

Favorable changes of myocardial function

and metabolism as a result of physical

training are manifested by a regularly oc-

curring diminution of the heart rate and

prolongation of the isometric period, both at

rest and in response to exercise as well as

to emotional and sensory stresses. All of

these features indicate a reduction of oxy-

gen-wasting cardiac sympathetic tone and

over-excitability, and an oxygen-economiz-

ing elevation of vagal tone. Contrasting

with the powerful influence of physical

training on cardiac autonomic nervous reg-

ulation, no major effects are noticeable

with regard to the blood pressure level.

Serum cholesterol is frequently but not

regularly lowered after prolonged training,

and there is only little evidence in favor of

a significant antiatherogenic effectiveness

of muscular activity. Its value rests mainly

in a marked improvement of the autonomic

nervous regulation of myocardial efficiency

and oxygen economy.

A further important bonus of physical

training, now under intensified study,

seems to be the building-up of an enriched

potassium reserve in the heart muscle. This

is probably facilitated by the transfer of

potassium into the myocardium from the

skeletal muscles which pour relatively

large quantities of potassium into the blood

stream during vigorous contractile activity.

In well-trained individuals this phenome-
non was found augmented. It may offer an

explanation of the only recently appreciat-

ed and unexpected fact that even individ-

uals with advanced coronary atherosclero-

sis who had experienced myocardial infarc-

tion and who suffer from angina pectoris

can develop astonishing degrees of exercise

tolerance and physical fitness if cautiously

trained over longer periods from small, me-
ticulously supervised beginnings.

Finally, in the presence of an already

partially compromised coronary vascular

supply, the development of new collateral

vessels seems to be favored by physical ac-

tivity.

Prevention of emotional and sensory

overstimulation of the hypothalamo-sym-

pathetic system, and associated overproduc-

tion of cardiotoxicity-potentiating 17-hy-

droxycorticosteroids from the adrenal

glands is theoretically feasible by elimina-

tion of detrimental emotional tensions and

anxieties, and sensory annoyances. Ob-

viously, the competitive, acquisitive pattern

of our civilization does not lend itself well

to such desirable environmental and social

adjustments.

Abstinence from smoking frees the heart

from the partially contributory pathogenic

factor of incessantly repeated bombard-

ments with brief but potent ganglia-mediat-

ed catecholamine discharges into blood and

myocardial tissue.

Practical Preventive Measures

Although the 55% cardiac mortality of

the American people would justify an early
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adoption of rational rules of prevention by

everyone, their recommendation must be

most emphatically aimed at those in whom
appropriate screening procedures have de-

tected objective signs of so-called “corona-

ry-proneness” (hereditary predisposition,

hypertension, hypercholesterolemia, etc.)

,

as revealed by the “Framingham Study”

and other similar statistics. A new test to

evaluate the autonomic regulatory and me-
tabolic status of the heart muscle itself was
recently developed at the University of

Vermont.

Practical rules for antiatherogenic nutri-

tion can be found in many special manuals,

e.g., in the “Prudent Diet,” issued by the

New York City Board of Health.

Physical reconditioning of degenerating

sedentary individuals requires gradually

increasing, preferably daily, vigorous exer-

cising practices, lasting for at least 15 to 20

minutes and involving a maximal amount of

muscular mass, including that of the legs.

Easily feasible home exercises are: running

on the spot, jogging, straddle hops, medium
knee bends, arm swinging, etc. Brisk walk-

ing out of doors, parking the car at a dis-

tance from the working place, avoiding ele-

vators, swimming, hiking, cycling and
sports activities provide additional benefits.

Slow-walking, golf,, isometric and static

or mere strength exercises, such as weight

lifting, and various gadget-supported pseu-

do-exercises are practically without value

for heart reconditioning. Exercise breaks

during working hours have been introduced

in industrial plants and offices in the

U.S.S.R., Sweden, Japan and other coun-

tries.

Abstinence from smoking, although

difficult for most addicts, pays impressive

dividends in terms of demonstrably reduced

cardiac morbidity rates, apart of protection

from pulmonary complications.

Emotional and environmental relaxation,

combined with systematic physical training,

hiking, mountain-climbing, outdoor sports,

etc., is most effectively achieved in rural

preventive reconditioning centers. In Eu-

rope, nearly 3000 such government-, indus-

try-, and insurance-sponsored centers ac-

commodate about 5 million tense, fatigued

and deteriorating workers, employees and

executives per year. The sojourns last 4 to

6 weeks without cost or loss of regular va-

cation periods, and are regarded as a both
medically and economically valuable sys-

tem for the “preservation of manpower and
increase of production.” Experience has

shown that the temporary “getting-away-

from-it-all” in a serene, scenically attrac-

tive surrounding, and its “rejuvenating”

effect produce a psychologically strong im-

pact on the individual’s motivation for con-

tinued adherence to those health rules in

which he had been indoctrinated and which
he had found subjectively effective during

the stay at a center.

Objective studies in special recondition-

ing research institutes abroad have demon-
strated a substantial suppression of cardiac

sympathetic overactivity in reconditioning

trainees, and a frequently occurring nor-

malization of pathologic electrocardiograms,

as well as a marked reduction of absentee-

ism over subsequent years.

Paradoxically, neither the unparalleled

and uncontrolled mass mortality from de-

generative heart disease among the Ameri-

can people nor several years of effort to-

ward the establishment of at least one pilot

preventive reconditioning center here have

yet sufficed to instigate any large-scale or-

ganized preventive action by governmental

and other responsible health agencies in

this country. Educational policies in Amer-
ican medical schools to create a new gen-

eration of prevention-oriented physicians

are equally lacking.

Discontent with this perennial state of

lethargy on the national level is mounting

in both lay and professional circles. There-

fore, a number of communities and individ-

ual physicians have begun to organize ac-

tive local prevention groups in cooperation

with Y.M.C.A.’s and qualified physical edu-

cators with, so far, limited but encouraging

results.

Summary

Contrary to still widespread beliefs, hy-

poxic, so-called “coronary,” heart disease is

not caused merely by coronary atheroscler-

osis but by a multiplicity of pathogenic fac-

tors among which myocardial oxygen-wast-

ing sympathetic adrenomedullary over-ac-
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tivity, probably in conjunction with an

overproduction of potassium-depleting adre-

nal 17-hydroxycorticosteroids, is most prom-

inently involved.

Rational preventive measures consist (a)

in a dietary reduction of atherogenic sat-

urated animal fats and cholesterol and (b)

in the avoidance of living habits and envi-

ronmental circumstances which elicit a det-

rimental, sustained elevation of the cardiac

sympathetic tone and excitability, i.e.,

sedentary living, socio-economic tensions

and anxieties, sensory annoyances (noise,

hectic “entertainments”)
,

and tobacco

smoking.

In the absence of an adequate, large-scale

organisatory initiative on the part of health

*

THE NATURE AND PREVENTION OF
PROSTHETIC VALVE ENDOCARDITIS.
Stein, Paul D., Harken, Dwight E., Dexter,

Lewis: Am. Heart J., 71: 393, 1966.

The records of 288 consecutive patients who un-

derwent prosthetic valve implacement at the Pe-

ter Bent Brigham and Mount Auburn Hospitals

were reviewed. There were 162 aortic valve re-

placements, 105 mitral valve replacements and 22

double valve replacements. Two hundred and

forty-three patients received no specific anti-

staphylococcal prophylaxis (Methicillin) after

operation. Forty-five patients received various

regimens of prophylactic methicillin and oxacillin.

Thirty-five patients of the entire group of the 288

patients (12%) had one or more positive blood

cultures in association with fever.

Staphylococci were cultured most frequently

from the blood after prosthetic valve surgery.

Staphylococcus was the offender in 13 of 17 pa-

tients with proven septicemia in this study and 18

of 26 patients reported in the literature. Of 95 pa-

tients with septicemia associated with heart sur-

gery other than with prosthetic valve implace-

ment who were reported in the literature, 67

were infected with staphylococci. Therefore, the

instances of staphylococci as the cause of sep-

ticemia in patients who underwent all types of

heart surgery as accumulated from many reports

was 71%. In nonprosthetic valve surgery coagu-

lase-negative staphylococcus aureus was reported

as frequent as coagulase-positive staphylococcus

aureus as a cause of septicemia.

authorities and agencies, small local “heart

attack prevention” programs are beginning

to be organized in communities throughout

the country to combat its unparalleled, un-

controlled and unnecessary mass mortality

from hypoxic degenerative heart disease.

The author recommends for reading: (1) Blum-
enfeld, A.: Heart Attack: Are You a Candidate?

Paul S. Eriksson, Inc., New York, 1964; (2) Raab,

W.: The Nonvascular Metabolic Myocardial Vul-

nerability Factor in “Coronary Heart Disease”

—

Fundamentals of Pathogenesis, Treatment and

Prevention, Am. Heart J. 66:685, 1963; (3) Raab,

W. (Editor): Prevention of Ischemic Heart Dis-

ease. C. C. Thomas, Springfield, Illinois (in

press); (4) Stamler, J.: Preventive Cardiology.

Grune & Stratton (in press); (5) TIME & LIFE
Books: The Healthy Life, New York. 1966.

* *

In this study the classic signs of endocarditis

was few. None of the patients had a palpable

spleen, splinter hemorrhages, Osier’s nodes or

Janeway lesions at the time of the first positive

blood culture. Only one patient had petechiae. In

many cases treatment was delayed because of the

lack of signs of endocarditis.

From this study and from reports quoted by
the authors, early treatment with specific anti-

staphylococcal therapy should be instituted in a

patient undergoing heart surgery who has a unex-
plained fever postoperatively. It was also their

opinion that bacterial endocarditis could be vir-

tually eliminated with ten days or more of methi-

cillin and oxacillin prophylaxis. They refer to

another study in which 619 patients were given

prophylactic methicillin, 4 to 8 Gm daily, until

oral medication could be given, at which time ox-

acillin, 2 Gm. daily was given for a total of at

least 10 days. Many of the patients were given

oxacillin for as long as 3 months after valve im-

plantation. Allergic patients were given chloram-

phenicol. There was only one fatal infection

among this group of 619 patients, a fatal case of

Pseudomonas septicemia from wound infection.

The present study reports that the incidence of

fatal bacterial endocarditis in patients treated

prophylactically is 0.2%, a decrease from the 3.7%

mortality due to endocarditis in those not treated

prophylactically. (Abstracted for The Middle Ten-

nessee Heart Association by Andrew Spickard,

M.D., Nashville, Tenn.)
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The author reviews the several methods of managing this fracture -dislocation. He describes good
results by a simple closed method of reduction.

Finger Fracture-Dislocation Proximal

at the Interphalangeal Joint*

PAUL SPRAY, M.D., Oak Ridge, Tenn.

In 1959, I presented photographs and x-

ray findings in 5 patients who had fracture-

dislocation of the proximal interphalangeal

joint and were treated by closed reduction

and Kirschner wire fixation through the

joint.- Shortly after this was published,

Dr. John Killeffer pointed out in a personal

communication that this injury could be

treated just as successfully, and more easily

by immobilization for 3 weeks in flexion.

Two patients have since been treated by

simple immobilization in marked flexion, us-

ing adhesive tape, with good results.

Method

The finger was taped into the palm using

V2 inch strips of ordinary adhesive tape ap-

plied to the sides of the finger, and rein-

forced by two additional strips of tape

around the middle and distal phalanges.

(Fig. 1.) The ends of the longitudinal

Fig. 1. Method of attaching tape to the finger.

strips were wrapped around the wrist.

They were reinforced by additional circu-

lar strips of 1 inch width adhesive. The
finger was placed so the end of the finger

was about V2 inch from the base of the

palm, thus permitting some motion in the

finger joints. (Fig. 2.)

*Read at the meeting of the Tennessee State

Orthopaedic Society, April 17, 1966, Gatlinburg,

Tenn.

Fig. 2. Completed taping.

Case Reports

Case 1. This patient injured his right ring

finger in handling a horse. He was treated ini-

tially by another physician with pulp traction on

a Bohler type splint. This failed to reduce the

fracture-dislocation (Fig. 3). Splint removed 2

Fig. 3. (Case 1) Pulp-traction on Bohler splint

failed to reduce the fracture-dislocation.

days later and the finger taped in flexion for 2

weeks. At 7 year follow-up motion was normal

(0 to 100 degrees) (Fig. 4).

Case 2. This patient injured the right little fin-

ger by catching it in the steering wheel of a car.

The finger was taped in flexion for 5 weeks. At 5

month follow-up motion was 30 to 80 degrees.

Comment

Though only 2 patients have been treated

by the method of taping the finger in flex-

ion, I believe the results justify continuing
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Fig. 4. (Case 1) Fracture-dislocation reduced by
taping in flexion.

with this method rather than using a Kir-

schner wire through the joint. Although

the results from immobilization with the

Kirschner wire were also considered satis-

factory, the taping method is much simpler

and easier.

Since this paper was presented to the

Tennessee Orthopaedic Association, in Gat-

linburg, the April 1966 issue of the Journal

of Bone and Joint Surgery has appeared

with an article by Wilson and Rowland2

advocating open reduction and internal

fixation of this type of fracture. The results

do not seem to indicate the need for this

form of treatment. Although their results

were satisfactory, they do not appear to be

superior to those in the patients I have

treated either with the taping method or by
closed reduction and immobilization with a

Kirschner wire. I believe open reduction

should be reserved for late cases in which
reduction is impossible by a closed method.

Wilson and Rowland refer to the method
of treating this type of fracture described

by Schulze3 in 1946. (This consisted of

just putting adhesive tape around the prox-

imal and middle phalanges with the joint in

tight flexion for 7 to 10 days, and then grad-

ually letting the joint out into more exten-

sion in a protective splint until 3 weeks
after the injury.) They state they disagree

with this method because, “First, accurate

articular alignment is extremely difficult to

achieve by closed methods. Second, if the

proximal interphalangeal joint is held in an

acutely flexed position long enough for the

volar lip fragment to unite, an unyielding

contracture will probably result.” Though
I have not had personal experience with

Schulze’s method, there was no difficulty in

obtaining an adequate reduction or with

unyielding contractures in the 2 cases treat-

ed by the method of taping presented in

this article. In one case there were only 50

degrees of motion at the end of 5 months,

but there was continued improvement.

Summary

Though acute fracture-dislocations of the

proximal interphalangeal joint can be satis-

factorily treated by open reduction and in-

ternal fixation, or by closed reduction and

immobilization with a Kirschner wire

through the joint, 2 cases are presented in

which satisfactory results were achieved by

the simpler and easier method of taping the

finger in flexion. I believe that open re-

duction should be reserved for late cases.
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The author makes a plea to discontinue the routine use of the nasal tube and gastric suction. He
points to the smoother postoperative course by its elimination.

Intra-Abdominal Surgery Without

Gastrointestinal Decompression
W. EDWARD FRENCH,

Many a surgical patient is made most un-

comfortable in the attempt to prevent com-
plications from his operation and many of

the procedures used to prevent these com-

plications are unwarranted. Such may be

said of the routine use of nasogastric suc-

tioning following intra-abdominal surgery.

The morbidity, and even mortality, asso-

ciated with nasogastric tubes was thought

so severe as to warrant still another poten-

tial danger in the recommendation of such a

procedure as suction gastrostomy, advocat-

ed by many leading surgeons. 1 - 2

In the past few years several articles

have appeared describing minor and occa-

sional major complications of nasogastric

suctioning3-6
,

as well as complications of

tube gastrostomy. 7 - 8 Subsequent reports

have dealt with the elimination of post-

operative nasogastric suctions. 9-12

Much of the controversy concerning the

need of postoperative nasogastric suctioning

occurred, perhaps, because of the misinter-

pretation of the term “paralytic ileus.” As
suggested by Gerber and his group9

,
para-

lytic ileus is not a complication but a nor-

mal physiologic response following any
type of gastrointestinal assault. It may be

reflex stimulation of sympathetic nerve

pathways. Abdominal distention, which
may occur concurrently or without para-

lytic ileus, is a complication and should be

prevented if possible.

Whether or not one equates abdominal

distention with paralytic ileus, there is uni-

versal agreement that abdominal distention

should be prevented or alleviated and be-

cause of this many continue to use some
form of intestinal decompression.

According to Gerber, no useful purpose is

served by removing the 8,500 ml. of fluid

normally secreted by the gastrointestinal

*From the Department of Surgery of the Uni-

versity of Tennessee College of Medicine and the

Baptist Memorial Hospital, Memphis, Tennessee.

M.D.,* Memphis, Tenn.

tract. Indeed, the removal of even a portion

of this fluid may lead to serious electrolyte

disturbance. Therefore, intestinal de-

compression is chiefly concerned with the

removal of “gas” within the gastrointestinal

tract. Consequently, if this gas can be pre-

vented from occurring within the gastroin-

testinal tract, the need of intestinal suction-

ing may be eliminated.

The source of gastrointestinal gas is now
a well accepted fact. The means of pre-

venting this “swallowing of air” is not so

generally agreed upon. It is not difficult to

realize that anything placed within the

mouth or pharynx will lead to a certain

amount of swallowing. It has been shown
conclusively that the nasogastric tube stim-

ulates swallowing, and unless the tube’s

suctioning is working properly and con-

stantly, this swallowed air cannot be com-

pletely removed and there is some which

will not be removed even when the tube

works properly. 4 One may then postulate

that some degree of distention inevitably

results if the nasogastric tube is used.

This “swallowed air” lends importance to

the order of “nothing by mouth,” and this

does not pertain only to food, but to any-

thing placed within the mouth, be it

cracked ice, chewing gum, or Life Savers.

Chewing gum stimulates salivation which

precipitates the need for swallowing.

At no time is it thought advisable to use

nasogastric suctioning in patients who are

to undergo elective intra-abdominal sur-

gery. Postoperatively, nasogastric tubes are

used to treat complications such as persis-

tent vomiting, uncontrollable by antiemet-

ics, or excessive abdominal distention and

the tube is not used to prevent these com-

plications.

The nasogastric tube has considerable

value as a diagnostic tool, and upon occa-

sion, may be an aid in the proper care of

certain gastrointestinal diseases. However,
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it seems the need for the nasogastric tube is

lessening both in the management of cer-

tain diseases of the gastrointestinal tract

and particularly in the routine use of such

tubes postoperatively in patients undergo-

ing intra-abdominal surgery. Indeed, sur-

geons are reporting the successful outcome

of almost any type of intra-abdominal ope-

ration without the use of the tube preoper-

atively or postoperatively.

The nasogastric tube has been found un-

necessary in perforated duodenal ulcer, va-

gotomy, with any type of gastric procedure,

operations for obstruction or resection of

the small or large bowel, abdominoperineal

resections, etc. The tube is used neither

preoperatively or postoperatively.

The following are my usual postoperative

orders in a patient undergoing vagotomy
and hemigastrectomy, Billroth I or II:

Day of Surgery:

(1) Nothing by mouth
(2) Sedative (Morphine or Demerol)—use

sparingly

(3) Antiemetic

(4) 100 cc. 5% glucose in saline tonight and
daily

(5) 1000 cc. 5% glucose in water twice daily

(6) B.P. and pulse q. 1 hr.

(7) Turn q. 1 hr.

(8) Catheterize q. 8 hr. p.r.n.—may stand to

void in 6 hrs. if attended

W. E. F.

First Postoperative Day:

( 1 ) Out of bed several times today

(2) Bathroom privileges

(3) Hematocrit at 8 A.M.

W. E. F.

Second Postoperative Day:

Encourage to be more active

W. E. F.

Third Postoperative Day:
Fourth Postoperative Day:

(1) Tap water 60 cc. by mouth q. 1 hr. from 7

A.M. to 7 P.M.

(2) Do not force water—withhold if sense of

fullness exists

(3) Omit one I.V. of 5% glucose in water
W. E. F.

Fifth Postoperative Day:

(1) Tap water ad lib

(2) Surgical liquids 120 cc. q. 2 hrs. from 7

A.M. to 7 P.M.

(3) Only one I.V. of 5% glucose in water today

(4) Encourage to be more active

W. E. F.

Sixth Postoperative Day:

(1) Discontinue I.V.’s

(2) Hematocrit this A.M.

(3)

Soft bland diet—small feeding 5 times dai-

ly

W. E. F.

Seventh Postoperative Day:

Sutures removed
Discharge

W. E. F.

Summary

Routine nasogastric suction is not indicat-

ed following most abdominal surgery. The
tube is used neither preoperatively or post-

operatively.

Abdominal distention may be prevented

and treated by withholding oral intake.

Patients undergoing abdominal surgery

and in whom intubation is not used will

have a smoother convalescence, fewer com-
plications, will be more easily maintained

in fluid and electrolyte balance, and will

require less house staff and nursing care

than if subjected to nasogastric suctioning.
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Veterans Administration Hospital*

Amebic Colitis and Peritonitis

Present Illness. This 73 year old Negro man
had enjoyed good health until about 2 months
prior to admission when he developed rather sud-

den cramping suprapubic abdominal pain. This

was intermittent and occurred about twice each

day lasting 30 to 60 minutes. It was not related

to food intake, and the patient denied any food

intolerances or indigestion. He had taken no
medications. About 2 weeks before admission he

developed an urge to defecate 10 to 15 times daily

and would pass small amounts of mucus at times

colored with bright red blood. He had two
brown stools a day, often streaked with blood.

Also, for about 3 weeks he had noted ankle ede-

ma during the day which subsided overnight.

There had been a loss in weight from 170 to 135

pounds over a four to five month period. A note

from his doctor listed some orthopnea, but the

patient denied this. The note also listed “sugar

in the urine.” He gave a history of syphilis and
gonorrhea several times since 1918.

Physical Examination. T. was 99°, P. 82, R. 20,

and B.P. 130/30. Pulses were equal bilaterally

with a typical “water-hammer” quality, and occa-

sional premature contractions were evident. The
patient appeared both chronically and acutely ill.

Examination of the head and its structures was
not remarkable. There was dullness to percus-

sion over the right lung base posteriorly. The
heart was slightly enlarged. There was a Grade
III to IV harsh, decrescendo, diastolic murmur
heard loudest in the aortic area. No thrills or

shocks were noted. The abdomen was soft, and
the liver was down 4 cm. below the costal margin
but not tender. There was slight deep tender-

ness, though without rebound or rigidity, just be-

low the umbilicus. Bilateral hydroceles were
present. Bright red bloody mucoid material was
present on the finger after a rectal examination,

and a firm, tender 2 cm. lump was felt on the

right lateral wall and thought to be a thrombosed
hemorrhoid. The prostate was moderately en-

larged. Moderate pretibial edema was present.

The skin was dry and scaly.

Laboratory Data. The WBC. was 12,000 with

80% polys, 6% bands, 9% lymphocytes, 4% mono-
cytes, and 1% eosinophils. Corrected sedimenta-
tion rate 33 mm.; RBC. was 4.4 million, the HCT.
39%, and Hgb. 12.8 Gm.% Urinalysis revealed a

rare WBC. and RBC. and 2% sugar; a 24 hour

*From the Medical Service and Laboratory
Service of Veterans Administration Hospital,

Memphis, Tenn. Dr. Alvin J. Cummins is Con-
sultant in Gastroenterology and Chairman of the

Division of Gastroenterology, the University of

Tennessee, College of Medicine.

urine for sugar on 260 cc. revealed 3.3 Gm./260 cc.

Cholesterol was 250, fasting blood sugar 276, and
BUN. 29 mg. per 100 cc. Electrolytes on admis-
sion were: COs 43, Cl 90, Na 140, and K 3.8 mEq/-
L; later, 2 days before death they were CO- 35,

Cl 100, Na 146, and K 5.4 m Eq/L. VDRL and car-

diolipin CF each were 64 units. Several fasting

blood sugars were more than 200 mg. per 100 cc.

Total serum protein was 5.5 with albumin 2.4

Gm. per 100 cc. Acid phosphatase was 0.35 and
alkaline phosphatase 2.4 BU, bilirubin 0.5 mg.%,
and transminase 26 units. The Reiter comple-
ment fixation test positive 4 units. One swab cul-

ture and a smear taken from a proctoscopic ex-

amination were negative for ova, parasites, and
bacterial pathogens.

A chest x-ray revealed moderate left ventricu-

lar enlargement with calcification in the aortic

arch, and probably some fluid, in the right infra-

pulmonic space. A barium enema was not entire-

ly satisfactory, but the cecal outline was irregu-

lar. A chest film just before death revealed air-

fluid levels beneath both hemidiaphragms, and a

plain film revealed changes of adynamic ileus. An
EKG. showed low voltage T-wave, occasional

VPC, and wide QTC.
Hospital Course. Proctoscopic examination to

a depth of 6 inches revealed a thrombosed hemor-
rhoid but nothing more. The findings of heart

failure were treated by bed rest and a low salt

diet. The urine did not show sugar after the first

2 days but because of the continuing elevation of

fasting blood sugar, the patient was placed on a

2400 calorie diet, and the FBS gradually lowered

to 160 mg. per 100 cc. Throughout his course he

had tenesmus and three to four times daily would
pass about an ounce or less of bloody mucus. He
also had intermittent brown or green semisolid

foul smelling larger stools. Late in his course

(11th hospital day) he developed abdominal dis-

tention and became quite lethargic. He was
thought to have adynamic ileus with generalized

abdominal tenderness. A Levine tube produced

about 500 cc. of dark brown, thick material from

the stomach (guaiac positive). His entire hospi-

tal course was afebrile. On the 13th hospital day,

he developed respiratory distress and expired. He
was thought to have aspirated vomitus, but no

one observed this.

Clinical Discussion

DR. CUMMINS: The case today involves

a 73 year old Negro man who had enjoyed

good health until about two months prior to

admission when he developed rather sud-

den, cramp-like suprapubic abdominal pain.

I thought I would read this protocol and

make some comments as we go along. Also,

I have some questions I would like to ask as

we get a little further into it. Now, the

pain, as we are told here, is cramp-like,

which probably means that it comes from
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the gut. I think the suprapubic location of

the pain is probably indicative of lower

colonic involvement. Some years back, Dr.

Chester Jones made a study of pain arising

from the GI tract by putting balloons into

various areas of the gut and distending

them. When he distended the right side of

the colon, pain was generally referred to the

right lower quadrant. In the transverse

colon, it was referred to the upper abdomen,

and in the sigmoid and below, it was gen-

erally referred to the lower part, either the

left lower quadrant or the midline. So the

character of the pain and its location would
suggest a lesion, I think, in the lower colon.

This pain was intermittent and occurred

about twice each day, lasting 30 to 60 min-

utes. It was not related to food intake, and

the patient denied any food intolerance or

indigestion. He had taken no medications.

About two weeks before admission, he

began to notice an urge to defecate 10 to 15

times daily, and would pass small amounts

of mucus which was colored at times with

bright red blood. He had had two brown
stools a day, oftentimes streaked with

blood. This also would suggest a lesion in

the lower colon. For about three weeks, he

had noted ankle edema during the day

which subsided overnight. There had been

a weight loss of about 35 lbs. over a four to

five month period. On physical examination,

the temperature was found to be 99°. The

blood pressure of 130/30 shows a remarka-

bly wide pulse pressure; and the pulses had

a typical water hammer quality. The pa-

tient appeared both chronically and acute-

ly ill. There was dullness to percussion

over the right lung base posteriorly, and

I think later, in the x-ray findings, we
are told there was some fluid at the right

lung base. The heart was slightly enlarged

and there was a Grade III-IV harsh, decres-

cendo diastolic murmur heard loudest at

the aortic area. No thrills or shocks were

noted. The abdomen was soft and the liver

was down 4 cm. below the costal margin,

but was not tender. One wonders if this

liver enlargement might be due to conges-

tive heart failure. There was slight deep

tenderness just below the umbilicus, but no

rebound or rigidity. Bright red, bloody,

mucoid material was present on the finger

after a rectal examination. A firm, tender

2 cm. lump was felt on the right lateral rec-

tal wall and was thought to represent

thrombosed hemorrhoids. Later on this

was confirmed, I believe, by proctoscopic

examination. The prostate was moderately

enlarged. There was moderate pretibial

edema present.

The white count was 12,000 with 80% po-

lys and 1% eosinophils. This may or may
not have any significance, but it would be a

minor point against any parasitic infesta-

tion. The corrected sedimentation rate was
33; there was no actual anemia. Urinalysis

showed 2+ sugar and a 24 hour urine sugar

study revealed 3.3 grams in 260 cc. Choles-

terol was normal, fasting blood sugar was
elevated, and his BUN was 29 mg%. Elec-

trolytes on admission were fairly normal
except for a somewhat low chloride level.

Two days before death, serum chloride had
risen, and his potassium had also risen

some. VDRL and cardiolipin fixation each

were 64 units. Several fasting blood sug-

ars were noted to be above 200 mg%. There
seems to be no doubt this man did indeed

have diabetes. His total serum proteins

were 5.5 and albumin 2.4 grams. Acid phos-

phatase, alkaline phosphatase, bilirubin and

transaminase were all normal. A Reiter

complement fixation test was positive 4

units, which I believe almost absolutely

confirms the diagnosis of syphilis. Swab
cultures and smear taken during a procto-

scopic examination were negative for ova,

parasites and bacterial pathogens. While I

don’t think that we’re going to make a di-

agnosis of parasitic infestation in this man,

nevertheless I should point out that in my
opinion one examination for ova and para-

sites is inadequate and further examina-

tions should have been done to clinch this

point. A chest x-ray disclosed moderate left

ventricular enlargement with calcification

of the aortic arch and probably some fluid

in the right infrapulmonic space. Rather

than read these x-rays, why don’t we ask

Dr. Ettman if he would show us the films,

please.

DR. ETTMAN: The chest film shows the

heart is slightly enlarged. The aorta is

elongated, and we see calcification in the

arch. The lung fields are clear, but at the
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right base we notice the diaphragm is flat-

tened and somewhat irregular. The costo-

phrenic sinus is obliterated by a small

amount of fluid. The barium enema shows

the filling defect and the incomplete filling

of the cecal areas as described in the porto-

col. In addition, we see a questionable lesion

in the transverse colon. It is rather hazy.

Films taken four or five days later are in-

teresting. The scout film of the abdomen
shows gas in the stomach, colon and small

bowel. Residual barium is also seen. In ad-

dition, we see free air under the right di-

aphragm as well as some on the left side,

and this is best demonstrated on the chest

film. On one of these films, I think I see an-

other little air pocket outside the bowel.

DR. CUMMINS: How about that cecum?

Is this area of irregularity constant?

DR. ETTMAN: Yes, it is constant on all

three films. However, during fluoroscopic

examination, I believe it was felt that the

cecum did not fill well.

DR. CUMMINS: What about the sigmoid

colon?

DR. ETTMAN: The sigmoid, as far as we
could tell, filled fairly well. The only area

that bothers us is this irregular pattern in

the upper sigmoid. It is constant on the

other films, but as I say again, the man was
poorly prepared at the time. In view of this

constant finding, as we said in our protocol,

we were very suspicious of that area being

involved.

DR. CUMMINS: I think these films Dr.

Ettman showed demonstrate very nicely

the advantage of the upright chest film over

the plain film of the abdomen in showing

free air under the right diaphragm. This is

an important point, I think. Many times,

physicians suspecting ruptured viscus, will

order a scout film of the abdomen, which

does not give you nearly as much informa-

tion about air under the diaphragm as the

upright chest film does. Am EKG. showed

low voltage T-waves and occasional VPC’s.

In the hospital course, it states that a

proctoscopic examination to a depth of 6

inches revealed a thrombosed hemorrhoid

but nothing more. Now, I would like to

ask a question. Why was a proctoscope

passed only to a depth of 6 inches? Was it

because of spasm or pain or was an obstruc-

tion encountered, or what? Does anyone

have any information about that?

DR. MILLER: There is no explanation

given in the progress notes.

DR. CUMMINS: I see. The findings of

heart failure were treated with bed rest

and a low salt diet. The urine did not

show sugar after the first two days, but be-

cause of the continuing elevation of fasting

blood sugar, the patient was placed on a

2400 calorie diet and the fasting blood sug-

ar gradually lowered to 160 mg.%.
Throughout his course, he had tenesmus
and three to four times daily would pass

about an ounce or less of bloody mucus. He
also had intermittent brown or green semi-

solid, foul smelling, larger stools. Late in

his course on the 11th hospital day, he de-

veloped abdominal distention and became
quite lethargic. He was thought to have an

adynamic ileus and generalized abdominal

tenderness. A Levine tube produced about

500 cc. of dark brown, thick material from
the stomach which was guaiac positive. His

entire hospital course was afebrile. Two
days after this (I believe, on the 13th hospi-

tal day) he developed respiratory distress

and died. He was thought to have aspirat-

ed vomitus, but no one observed this.

In summary, we have a 73 year old Negro
man whose illness probably began four or

five months prior to admission when he be-

gan to notice weight loss. In this period of

time he had lost 35 lbs. in weight. Several

months before admission, he began to devel-

op crampy abdominal pain. Several weeks
prior to admission, I believe, he began to

notice rectal bleeding and marked tenes-

mus. During his course in the hospital, I

think unquestionably he had a perforation

of one of his abdominal organs with gener-

alized peritonitis leading to abdominal ten-

derness, adynamic ileus, and air under the

diaphragm.

Now I think this case must be a difficult

one because it seems fairly simple, and

whenever I get what seems to be a simple

CPC case, I suspect that there must be a

“red herring” in it somewhere. I think we
can make two diagnoses on fairly safe

grounds. First of all, I think he had di-

abetes mellitus and maybe I’ll be right

about that anyway. Secondly, I think he

had syphilis and I think he had syphilitic
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aortitis with aortic insufficiency and con-

gestive heart failure. Then I think he also

had a lesion most likely of the lower por-

tion of the colon, which ruptured terminal-

ly and produced peritonitis. Now, what
could this lesion be in a colon which bled

intermittently, caused weight loss and rup-

ture. Well, there are several things that we
have need to think about. First of all,

chronic ulcerative colitis could do this, but

I don’t think this man had ulcerative colitis.

Against it is the fact that he had no proc-

toscopic changes. These are not always

present, but certainly in at least 90% of pa-

tients who have ulcerative colitis, the rec-

tum is involved and this diagnosis would
probably have been obvious at proctoscopy.

Also, it is rare for this disease to begin in a

man of 73, and then, too, we have no x-ray

evidence of such. So, I’m going to rule out

this possibility.

Diverticulitis must also be considered. I

am also going to eliminate this possibility. I

think for a man to bleed intermittently like

this for three weeks would be somewhat
unusual. Diverticulitis bleeds—it may bleed

only minimally, or it may bleed massively,

but I think the sort of intermittent type of

bleeding this man had would be fairly unu-

sual. He had no fever; and I think tenesmus
of this degree would also be reasonably un-

likely with diverticulitis. Another lesion

of the colon which can bleed, of course, is

uremic colitis, and I think we can rule this

out very simply because he is not uremic.

His BUN was only slightly elevated. Then
we are told by the x-ray department that

he has some deformity of the cecum. As
hard as I pressed Dr. Ettman to get him to

say that this might be an artifact, he would
not. So, we must consider that he might
have some lesion involving his cecum. What
could this be? Well, tuberculous colitis

must be considered. This involves the ileo-

cecal area and may bleed. However, we
have some fairly strong points against this,

I think. First of all, he has no chest x-ray

evidence of active pulmonary tuberculosis,

and in this day and age, I think that ileoce-

cal tuberculosis without pulmonary in-

volvement is exceedingly rare. He has no

fever, and he has no real diarrhea. He has

only tenesmus, again suggesting some lesion

closer to the anus than the cecal region. So

I’m going to rule this out too. I have read

about syphilitic ulceration of the colon, but

I have never seen such a patient. There are

described rather large, circumferential ul-

cerations of the colon indicative of the

syphilis, but this must be an exceedingly

rare situation. We have no x-ray evidence

of such, and again I’m going to rule out

that possibility.

Amebic colitis must be strongly consid-

ered, I think. This would perhaps solve

our dilemma of a cecal lesion in association

with a lesion further down in the colon. As
we know, the cecum is rather commonly in-

volved with amebic colitis. However,
against this diagnosis, again, is the fact that

there was no proctoscopic evidence of such.

There does not have to be, however. I think

the stool examination was, as we stated

above, inadequate. One examination of

mucus and secretion taken through the

proctoscope does not rule out the possibility

of amebiasis, but certainly offers no support

for it either. Another point against it is

that the man had no fever and no eosino-

philia. Some years back we received a

number of cases of amebic colitis at the

University of Tennessee. We found that

more than half of them did indeed have eo-

sinophilia. I had thought that patients with

amebic colitis did not, but in this series of

some 30 to 35 cases, more than half of them
did have eosinophilia. So we have no sup-

port for this diagnosis either, but I do feel

that I cannot rule out the possibility that

he did have amebic involvement of the co-

lon with rupture, perhaps, of an amebic ul-

ceration of the colon.

Finally, I come to what in my opinion is

the most likely diagnosis, and that of carci-

noma of the colon. I think it is most likely

because it would seem to me that it fits bet-

ter with the whole clinical picture. The
man had lost 35 pounds over a 5 month pe-

riod, and weight loss was his first symptom.

He was in his 70’s—an age group in which

carcinoma of the colon occurs frequently.

The carcinoma bleeds from ulceration; it

can perforate the colon and could very well

account for the whole picture here. We do

not see a carcinoma of the colon on x-ray,

but just one month ago, I had a patient op-

erated on who had rectal bleeding. The

barium enema was reported as normal, and



August, 1966 CUNICOPATHOLOGIC CONFERENCE 773

the patient did indeed have carcinoma of

the sigmoid colon with ulceration, bleeding,

and hepatic metastasis. So I do not believe

that one negative x-ray study rules out this

possibility. Therefore, I’m going to end my
discussion by diagnosing diabetes mellitus,

syphilitic aortitis and aortic insufficiency,

and carcinoma of the colon, probably of the

lower colon, with terminal rupture of the

colon and peritonitis. I cannot entirely

rule out the possibility of amebic colitis. I

just would like to ask one question again or

raise this subject for discussion later. I

wonder why this patient was not operated

upon. Apparently, he was in the hospital

for almost 2 weeks and bleeding. He was
not operated on during this period of time.

He even lived 2 days after apparent rup-

ture of his colon, and still was not operated

on. It seems to me that possibly this might

have been a correctible situation if surgi-

cally attacked. Thank you.

Principal Clinical Diagnosis

Carcinoma of the colon
,
with rupture

and peritonitis

DR. GOURLEY: Thank you, Dr. Cum-
mins. Are there any comments anyone
would like to make on this case?

DR. LUTON: Is there more than one le-

sion in the colon?

DR. ETTMAN: Defects are seen in the

cecum, transverse colon and sigmoid, but

this was not a very satisfactory study and
we requested it be repeated. We are more
suspicious of the sigmoid area.

DR. WAYNE: Did the patient have an
elevated temperature after it appeared that

he had developed peritonitis?

DR. GOURLEY : A lot of the patients

who are severely ill sometimes do not.

DR. WAYNE: The question is, were the

temperatures taken?

DR. GOURLEY: Dr. Miller, who has the

chart in his hand, is sitting right next to

you.

DR. MILLER: It may help Dr. Cummins
to know that the temperatures were not

taken in the last three days.

DR. CUMMINS: I’m afraid it doesn’t help

at all.

DR. GOURLEY: Dr. Gompertz, are there

any comments you would like to make?
DR. GOMPERTZ: I just want to know if

there were any indications on the chart as

to why he was not operated upon.

DR. MILLER: The possibility of surgery

was not mentioned in the chart.

DR. CUMMINS: I’m surprised the pa-

tient had no surgical consultation. Free air

in the peritoneal cavity is enough indica-

tion for exploratory laparotomy.

DR. LUTON: I think the consensus was
he had hopeless carcinoma.

DR. CUMMINS: We have no proof of

that and thus would have no real basis for

denying him surgery. Operation could pos-

sibly save his life from a nonmalignant proc-

ess—or even a malignant process, if local-

ized. Bleeding and peritonitis are complica-

tions which have to be dealt with even

though the treatment, presumably surgery,

be palliative.

DR. GOURLEY: If there are no further

comments, the autopsy findings will be giv-

en by Dr. Carter Miller of the Pathology

Department.

Anatomic Findings

DR. MILLER: At autopsy this was an

elderly Negro male with a distended abdo-

men. On inspection of the major cavities,

each pleural space contained about 100 cc.

of straw colored fluid. Approximately 2000

cc. of foul smelling, greenish fluid was pres-

ent in the peritoneal space with that in the

lower abdomen being frankly purulent.

The fibrinopurulent exudate was seen over

loops of bowel and some loops showed easi-

ly broken adhesions. A distinct perforation

was noted in the wall of the sigmoid colon.

The stomach, duodenum and appendix were

not remarkable. When the organs were ex-

amined grossly, some dependent congestion

and emphysema were noted in each lung.

The heart weighed 500 Gm. with left ven-

tricular hypertrophy to 2 cm. in thickness.

The aortic cusps were thickened, rolled,

and some fusion at the commissures was

noted, but the aortic ring was not dialated.

The cusps did not meet when the valve was

viewed from above. Only minimal corona-

ry sclerosis was noted, and there was fusi-

form dilatation of the thoracic aorta. The
coronary ostia were not remarkable. The
liver was not enlarged, but showed a 3 by 4

cm. abscess in the left lobe which contained

necrotic and purulent material. The pan-
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creas was grossly normal, as were the kid-

neys. The prostate was firm and quite grit-

ty when cut. The colon showed 10 circum-

ferential areas of ulceration scattered at 6

to 8 inch intervals. These had edematous,

red, rolled edges and blackish-brown bases.

Several penetrated deeply into the wall,

but there was only one area of perforation.

Microscopically,, the heart showed some
interstitial fibrosis and hypertrophy. The
aorta had the expected focal areas of elastic

tissue destruction. There were also areas

of round cell accumulation within the wall,

but cuffing about the vasa vasorum was not

obvious. The liver abscess was filled with

necrotic debris and numerous amebae. Peri-

pancreatic scarring and round cell

infiltration was marked,, but there were
numerous islets. The prostate section

showed a small focus of adenocarcinoma.

The colon sections revealed superficial and

deep ulcers teeming with amebae. Under-
mining was not prominent and round cell

infiltration, scarring and edema were seen

around the ulcers. Figure 1 shows a cross

Fig. 1. Vertical section through the sigmoid ulcer

showing the perforation.

section through the ulcer with the perfora-

tion. The tract is filled by necrotic debris

and amebae which are easily seen in figure

2. It shows numerous round trophozooites

with single nuclei and somewhat granular

cytoplasm. Some of these include phagocyt-

ized red blood cells.

Final Anatomic Diagnoses

(1) Amebic colitis with perforation of

sigmoid colon and peritonitis.

(2) Amebic abscess, left lobe of liver.

(3) Luetic aortitis with aortic insuffi-

ciency.

Fig. 2. High power photomicrograph of the per-

foration tract showing numerous amebas.

(4) Cardiachypertrophy and fibrosis.

(5) Adenocarcinoma of the prostate.

(6) Diabetes mellitus (clinical history

of).

I enjoyed Dr. Cummins’ excellent discus-

sion very much, including the references to

amebiasis. I might mention that Cecil 1
still

retains the comment that eosinophilia is not

seen in amebic colitis, although Dr. Cum-
mins has just presented evidence to the

contrary.

Approximately 10% of the population, as

you may know, has been said to harbor

amebae, of which only a small fraction be-

come clinically symptomatic. I might say a

word about the pathogenesis. The organ-

isms are transmitted by ingestion of the en-

cysted form which is passed in the feces.

The fecal—oral route is completed by var-

ious types of contamination. The cysts sur-

vive the acid environment of the stomach,

then release metatrophozooites in the upper

small bowel. These break loose to attach

themselves to the colon mucosa, particular-

ly in the cecal area. At this point either

increased virulence or reduced host resis-

tance come into play to bring about sympto-

matic or overt disease. Studies have shown
that for the amebae to invade the tissues,

certain bacteria are necessary. These bac-

teria provide some necessary substance

which makes tissue invasion possible. Thus,

depending on host resistance, virulence of

the organism and presence of certain bac-

teria, we can have no invasion, subclinical

infestation or symptomatic disease. Tropho-

zooites secrete enzymes which digest the

tissues and hyaluronidase which facilitates
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invasion. In this way, ulcers are formed.

In the typical ulcer the tougher muscularis

mucosa has caused lateral burrowing with

formation of “bottled ulcers.” Rarely,

deeper penetration through the wall results

in perforation. Organisms frequently in-

vade veins and are carried to the liver, and

in occasional cases, various other parts of

the body, including skin. Liver abscess is

seen in 40 to 50% of cases where the organ-

isms are harbored. So in this case, then,

we have amebic colitis with one of the unu-

sual complications, that is perforation and
peritonitis.

STUDENT: Where were the lesions?

DR. MILLER: The lesions were scattered

the length of the colon, sparing the rectum.

They were seen in the cecum, transverse

colon and in the sigmoid and they were 8 to

10 inches apart. These were large ulcers,

described as circumferential, and 10 in

number.

STUDENT: Were stool examinations

done?

DR. MILLER: No, the initial set of or-

ders states, “ova and parasites x 3” and
these studies were not done. One examina-
tion of a swab taken during proctoscopy

was negative. I might add that proctosco-

py with swab examinations of suspicious

areas is usually not helpful. With typical

ulcers and sampling of the ulcer base, it

may be diagnostic.

DR. LUTON: Was there, perhaps, anoth-

er perforation in the cecum?
DR. MILLER: No perforation was seen in

the cecum. It is possible another perfora-

tion had occurred and sealed.

DR. DIETRICH: Your description of the

aortic valve sounded more like rheumatic

disease than syphilitic involvement.

DR. MILLER: There are certain points in

the gross description against syphilitic aor-

titis and some for it. The commissures
were not widened as we would expect.

They were slightly fused, but the edges

were rolled, and this caused an
insufficiency when the valve was viewed
from above. Observation without filling of

the valve is not a true test, but he
definitely had an insufficiency. The valve

ring was not dilated; it was only 7 cm. in

diameter. The fusiform dilatation of the as-

cending aorta is more indicative of syphili-

tic involvement. Microscopically, also, this

is syphilitic aortitis.

STUDENT: What about the valve cusps?

DR. MILLER: There was no calcification

and no stiffening. The edges were rolled

and thickened.

DR. GOMPERTZ: I think follow-up of

key tests such as stool examinations is very

important. In this case, diagnosis would

have been possible clinically. Was the dis-

tention of the abdomen terminal?

DR. MILLER: No. He was distended

several days prior to demise and this was

commented upon several times. A “wet-

reading” of the film showing free air the

day before death similarly announced a

much more serious turn of events.

References
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SQUIBB NOTES ON THERAPY

Behindcontinued high bloodpressure readings

lies thepossibility oforganic damage

M ANY OF THE aspects of essential hypertension are

unpredictable—either because there are a number
of mechanisms involved or because individuals differ in

their responses to these mechanisms. 1

There is one aspect of hypertension, however, that

seems, in many cases, predictable. “.
. . when the blood

pressure is elevated to a marked degree for an adequate

period of time, this in itself leads to perpetuation of

the syndrome with resulting vascular damage through-

out the body.” 14 All too often the disease progresses

until there is damage to one of three vital organs: the

heart, the kidney, the brain.

“Hypertension is certainly a major factor in the gene-

sis of coronary heart disease, and it is even more

important when compounded with obesity.”4

“[Vascular deterioration] can be clearly seen in the

kidney with a degree of damage that can be measured

by renal function studies.” 10

. . most evidence suggests that reduction of blood

pressure, when it is too high, not only relieves the heart

of excess work but reduces vascular damage.” 1

“In short, treatment is indicated.” 1

Antihypertensive therapy will not restore the blood ves-

sels to normal. Yet many of the vascular changes and

symptoms caused by increased blood pressure may be

arrested or alleviated when the blood pressure is re-

duced to normotensive levels. 7

Reducing the blood pressure helps curtail further vascu-

lar damage and improves the prognosis — when damage
is not too far advanced before therapy is started. 14

Essential hypertension is an indication not only for

treatment, but for early and adequate treatment of the

patient in question.

Reduce the blood pressure with Rautrax-N

Rautrax-N combines the antihypertensive-tranquilizing

action of whole root rauwolfia with the antihypertensive-

diuretic action of bendroflumethiazide in one conven-

ient medication. The two drugs complement each other

so that smaller doses of both are possible.

Rauwolfia combined with bendroflumethiazide is par-

ticularly effective in long-term therapy, 15'17 since bene-

ficial effects do not diminish with continuous daily

administration.

For most patients 1 or 2 Rautrax-N tablets daily are

sufficient for maintenance therapy. The simplicity, con-

venience and economy of such a dosage schedule are
of particular benefit to older patients.

References: 1. Page, I. H., and Dustan, H. P.: The Usefulness of Drugs in the
Treatment of Hypertension, in Ingelf inger, F. J.; Reiman, A. S-, and Finland,
M. : Controversy in Internal Medicine, Philadelphia, W. B. Saunders Co.,

1966, p. 95. 2. Hollander, W..- The Evaluation of Antihypertensive Therapy
of Essential Hypertension in Ingelfinger, F. J.; Reiman, A. S., and Finland,
M.: Controversy in Internal Medicine, Philadelphia, W. B. Saunders Co.,
1966, p. 97. 3. Nickerson, M.: Antihypertensive Agents and the Drug Therapy
of Hypertension, in Goodman, L. S., and Gilman, A.: The Pharmacological
Basis of Therapeutics, ed. 3, New York, The Macmillan Co., 1965, p. 727.
4. Berkson, D. M.: Indust. Med. & Surg. 32:371, 1963. 5. Cohen, B. M.:
M. Times 91:645, 1963. 6. Lee, R. E., et al.: Am. J. Cardiol. 11:738, 1963.
7. Moyer, J. H.: Am. J. Cardiol. 9:821, 1962. 8. Moser, M.: New York J.

Med. 62:1177, 1962. 9. Wood, J. E., and Battey, L. L.: Am. J. Cardiol. 9:675,
1962. 10. Moyer, J. H., and Heider, C.: Am. J. Cardiol. 9:920, 1962. 11.
Moser, M., and Macaulay, A. I.: New York State J. Med. 60:2679, 1960.
12. Judson, W. E.: Nebraska M. J. 44:305. 1959. 13. Hodge, J. V.

:
McQueen,

E. G., and Smirk, H.: Brit. M. J. 1:5218, 1961. 14. Moyer, J. H., and Brest,
A. N.: Hypertension Recent Advances, Philadelphia, Lea & Febiger, 1961,
p. 633. 15. Berry, R. L., and Bray, H. P.: J. Am. Geriatrics Soc. 10:516,
1962. 16. Reid, W. J. ; J. Am. Geriatrics Soc. 13:365, 1965. 17. Feldman,
L. H.: North Carolina M. J. 23:248. 1962.

Contraindications: Severe renal impairment or previous hypersensitivity.
Warning: Ulcerative small bowel lesions have occurred with potassium-
containing thiazide preparations or with enteric-coated potassium salts sup-
plementally. Stop medication if abdominal pain, distension, nausea, vomiting
or G.l. bleeding occur.

Precautions and Side Effects: The dose of ganglionic blocking agents, vera-
trum or hydralazine when used concomitantly must be reduced by at least
50% to avoid orthostatic hypotension. Caution is indicated in patients
with depression, suicidal tendencies, peptic ulcer; electrolyte disturbances
are possible in cirrhotic or digitalized patients. Marked hypotension during
surgery is possible; consider discontinuing two weeks prior to elective surgery
and observe patients closely during emergency surgery. Rauwolfia prepara-
tions may cause reversible extrapyramidal symptoms and emotional depres-
sion, diarrhea, weight gain, edema, drowsiness may occur. Bendroflumethia-
zide may cause increases in serum uric acid, unmask diabetes, increase
glycemia and glycosuria in diabetic patients, and may cause hypochloremic
alkalosis, hypokalemia; cramps, pruritus, paresthesias, rashes may occur.

Dosage and Supply: Initial dosage, 1 to 4 tablets daily, preferably at meal-
time. Maintenance, 1 or 2 tablets daily. Rautrax-N is supplied as capsule-
shaped tablets containing 50 mg. Rauwolfia serpentina whole root (Rau-
dixin®), 4 mg. bendroflumethiazide (Naturetin®), 400 mg. potassium chloride.

Also available: Rautrax-N Modified — capsule-shaped tablets containing
50 mg. Rauwolfia serpentina whole root (Raudixin), 2 mg. bendroflumethia-
zide (Naturetin), 400 mg. potassium chloride. Both potencies available in

bottles of 100. For full information, see Product Brief.

RAUTRAX1N
Squibb Rauwolfia Serpentina Whole Root (50 mg.) with Bendro-

flumethiazide (4 mg.) and Potassium Chloride (400 mg.)

Squibb 'The Priceless Ingredient’ of every prod

is the honor and integrity of its maker.



REPORT ON ACTIONS OF THE AMA HOUSE OF DELEGATES

AMA House of

Delegates Acts on
Major Issues

Federal Health
Legislation

Direct Billing

Physician's Billing

Procedures

• Federal health legislation, physician's billing proced-
ures, medical ethics, racial discrimination, health man-
power and an increase in AMA annual dues were among the
major subjects acted upon by the House of Delegates by the
American Medical Association in Chicago, June 26-30.

• The House considered a large number of resolutions deal-
ing with Medicare, particularly Title XIX of P.L. 89-97.
The House recommended that "The Association give wide dis-
semination to the information contained in a Board Report,
particularly in its formal discussion of direct billing, the
basic purposes of utilization review, the rejection of com-
pensation for service on such committees except in excep-
tional circumstances, and the proper placement of any onus
of responsibility for any failure in the Medicare program.

"

• The House strongly supported the general concept of di-
rect billing under Medicare and of individual responsibil-
ity. It endorsed a report from the Council on Medical Serv-
ice which included the following statement:

"Since the Council believes that the current interest in
the doctrine of individual responsibility stems in large
part from concern over the matter of assignment under
P.L. 89-97, it hastens to add that, as a matter of AMA
policy, the Council on Medical Service recommends reaffirma-
tion of the responsibility of individual physicians for de-
termining how they will govern their professional practices
under this law and that physicians should be made acutely
aware of the manifest superiorities of direct billing as
previously communicated in a Report of the Council covering
recommendations on the physician's role in Medicare." The
House recommended the widest possible dissemination of this
information. (See Item elsewhere in the yellow pages on
advantages and disadvantages of direct billing.)

• The American Medical Association already is on record of
opposing any program of dictation, interference, or coercion
whether direct or indirect, affecting the freedom of choice
of the physician to determine for himself the extent and
manner of participation or financial arrangement under which
he shall provide medical care to patients under Public Law
89-97. In considering a resolution on the right to bill
patients under Title XIX of the Law, the House passed an
amendment pointing out that direct billing has been recom-
mended as the billing method choice under Title XVIII by the
Board of Trustees and the Council on Medical Service. It
states that since there is a wide latitude available to the
states in establishing administrative procedures under Title
XIX, each state medical association should work early and
diligently in its own state so that any plan or law adopted
in its state for approval under Title XIX would include
authorization for direct billing.



Hospital-Based
Physicians

AMA Dues Increase

Other Actions

TMA Council Actions

• The House took action involving reimbursement principle:

affecting hospi?al-based specialists but also of signifi-

cance to all physicians. The action stated. I

"The principles of medical ethics declare that a Pbysi-

nifln shall not dispose of his services to a third party or

tlay)
S
organisation

P
and Title XIX of Public Lav 89-97 recog.

the nrinciple of the separation of professional and

hospital costs for services rendered by hospital-based

physicians." The action stated that since separate billing

by the physician for his professional services is a pre-

ferred ethical practice, it shall be deemed unethical for *

physician to displace a hospital-based physician who is at-

tempting to practice separate billing when said displaces

is primarily designed to circumvent separate billing.

@ Bv a vote of 168 to 46 the House approved an increase iij

AMA annual dues from $45 to $70 per year , effective January

1 1967, thus confirming a Board of Trustees recommendatio,

which was given initial approval at the 1965 Clinical con-

vention. In taking this action, the House pointed out tha

the programs necessary to serve the needs of the members o

the Association cannot be conducted effectively without ad!

quate financing through the dues increase.

• In considering 108 resolutions, 38 ^^rd reports and at

least 20 additional reports from councils, the House also.

(1) Reaffirmed its opposition to the compulsory assess-

ment of hospital staff members in order to raise funds for

hospital construction;

(2) Reconsidered its action in defining usual, customar

and reasonable fees and referred the matter back to the

Council on Medical Service for further study;
. . J

(3) Strongly endorsed the AMA volunteer physicians for

Viet Nam program and urged the entire profession to suppoi

it by word and deed ;

(4) Adopted a resolution urging State Medical Associa-

tions to oppose, as detrimental to the public interest, ar

proposed legislation that would authorize . optometrists to

engage in the diagnosis or treatment of disease or injury

of the eye. ^ _ „ 1
(5) Dr. Milford 0. Rouse, Dallas, Speaker. of the House

for the past three years, was named AMA President-Elect

acclamation. Registration for the convention reached

35,506, made up of 12,445 physicians and 23,061 guests.

* * * *

e The Council of the Tennessee Medical Association met ii

Nashville on July 1, to further study the issue of separa'

billing and ending corporate practice in Tennessee as di-

rected by the House of Delegates.

Dr. Baker Hubbard, reported to the Council of pertinen

actions on the subject as well as ethical matters acted u.

by the AMA's House of Delegates. The Council heard a rep

also from the President of the Tennessee Radiological bo-

ciety. The Council unanimously adopted the following mot

pertaining to corporate practice:

(1) The Council of the Tennessee Medical Association r

affirms its stand on the ethics of corporate practice and

the need to bring to an end such practice in the State °i

Tennessee, as directed by the House of Delegates of TNUU

(2) The Council hereby directs hospital-based speciali

to proceed forthwith in negotiations with hospitals to di

to an end their participation in corporate practice of

medicine.

(3) All hospital-based specialists be directed to rep

to their Councilor in his respective councilor district,

writing, quarterly, of the status or negotiations with t

hospital in which he works.



Under Medicare:

Direct Billing

vs

Assignments

Hadley Williams, Public Service Director

® At the recent AMA meeting in Chicago, a multitude ofreports and resolutions were directed towards individual
responsibility of physicians under P. L. 89-97, Medicare.
A great deal was read and said on the question of directbiiling of medicare patients versus taking an "assignment".
The Council on Medical Service of the AMA gave an excellentreport which was adopted by the House of Delegates on thissubject. The following portion of the report under Billing
Procedures will be of considerable value to physicians indetermining which method of payment to choose.

"The Council points out that the physician is legally
entitled to set his own valuation upon his service, to billhis patient for services directly, and to conduct himself irthis respect essentially as though the medicare program didnot exist. The Council is persuaded that this approach will
be the least productive of misunderstandings with patients

.

eas ^ Remanding on the time of the physician and hisoffice assistants, and the least disturbing to normal
physician—pat ient relationships. If the direct billing
approach is used, the physician will not be involved in themultitude of complexities involved in "assignments" all
of which may be properly identified as matters of concernbetween the beneficiary and the program carriers and fiscal
intermediaries. Specifically, by using direct billing thedoctor will not need to concern himself with:

a. The eligibility status of the patient and extent of
coverage

;

b. A distinction between "covered" and "excluded" serv-
ices ;

c. The status of the Part "B" deductible;
d. The application of the $20 outpatient diagnostic

s
?
rv

i
ce; dedu°tible (Part "A") as a credit toward

the $50 Part "B" deductible

;

e. The application of the "three month carry over" pro-
visions from a previous calendar year to the Part
"B" deductible

;

f. The 20% co-insurance provisions with the inevitable
need for double-billing when assignments are ac-
cepted

;

g. The technical problem of calculating the 20% co-
insurance factor prior to notification of the fee
determined by carrier as "reasonable"

;

h. The relation of what the physician feels his service
is worth as opposed to what the carrier defines as a
"reasonable" charge

;

i. The presence or absence of supplementary or comple-
mentary coverage

;

j. Limitations ol payment for outpatient services for
psychiatric conditions

; and services for psychiatric
conditions

;

k. The use of prescribed forms ;

l. Direct billing does not require the listing of a
diagnosis on the receipted bill.

^ .be noted that the patient will be dependent upon
the cooperation of the physician to obtain his reimburse-
ment from the medicare program, since he will need to sub-



Community Health

Week Date Set

Physician Volunteers

Needed for Vietnam

Service

• + K-iin which properly identifies the bene—
mit a receipted bill whicn P™F 0f service, the nature of
ficiary, the physician, the <at

(home office, hos-
the service given, the place oi seivxt, v

pital, etc.) and the
physician bear in mind

"The Council suggests that th
1 billheads to

these requirements ^adopting P
..Request for Pay-

ments .

"

• The Board of Trustees of the AMA lias designated the week

of October 16-22 as Community Health Week 196 •

A-n o + atp and county medical societies are oeing UA &CU

members of the community health team 10 join

Pla
p?imlry

n
objective! ofVhi^nationiide observance are to

stimulate gr.eater public aware IK^aSailable
Tt£e community level and to ^-ss the health progress and

^i°efe?^rs
eS
of
W
aifm^err:? S2VoZ2£iV£ ^h team

^Ttit "? p?ogiao suggestions and ?
r
?“°ij;

0
?ennessee lo^n

be mailed to each county medical society in Te si
The Chairman of the TMA Communications and Public service

CoLi«ee? Sr. 0. Morse Kochtitnky in noting th,
e
^AMA an-

nouncement of Community Health Week - 1966 said,

hoDed that the president of each county medical society l

Tennessee will appoint a special committee to promote t

observance of Community Health Week in their community and

that individual physicians will aid this committee in y

way possible to call the public's attention to the health

progress being made locally."

0 The American Medical Association has contracted with the

State Department's Agency for International D®v®l°p”?"£

(USAID) to administer the volunteer physicians

Pr
°Physieians sent to South Vietnam under the program serve

a 6-day tour of duty at one of 16 provincial civilian hos-

pitals! The volunteer receives only his transportation an

an expense allowance of 10 dollars a day; otherwise his

services are entirely unpaid.
, n f

At the hospitals the volunteers will work with teams o

military physicians and corpsmen. These teams, assigned

USAID for service in provincial civilian hospitals, prov

continuity in the volunteer program.

Twenty-four to 32 physicians are needed every month to

keep hospital staffs at full strength. Most needed are ge

era? practitioners, internists, general surgeons and ortho

pedic surgeons. Small numbers of specialists m the fl ®

of chest diseases, ophthalmology, ot olaryngology ,
radiology

and psychiatry are needed from time to time. Other P

ists cannot be used at present but inquiries ai>e ^vited in

anticipation of future demands. Because of
. iang

Vietnam, only male physicians are accepted. Non-physicians

are not recruited.
. . .

To be accepted as a volunteer the physician must be in

good health and not more than 55 years old. No
,,

may accompany the volunteer. Housing is provided m aval

able hotels or apartments and each volunteer is covere ,

while in Vietnam, by a $50,000 all-risk insurance policy at

n
° Information about the program may be obtained by contact-

ing the AMA Physicians for Vietnam, 535 North Dearborn bt.,

Chicago.
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TENNESSEE VALLEY MEDICAL ASSEMBLY
(Sponsored by the Chattanooga and Hamilton County Medical Society, Inc.)

TIVOLI THEATER, CHATTANOOGA, TENNESSEE
Monday, September 26, and Tuesday, September 27, 1966

14TH ANNUAL ASSEMBLY
7:30 REGISTRATION BEGINS-MOND AY, SEP-

TEMBER 26, 1966

9:00 James Z. Appel, M.D., Past President, AMA,
Chicago, 111., “Medicare, Titles XVIII and XIX
Today”

9:30 Bentley P. Colcock, M.D., Surg. Staff, Lahey
Clinic, Boston, Mass., “The Complications of

Gallstones”

10:00-10:30 A.M. INTERMISSION-REVIEW OF
EXHIBITS

10:30 Eric E. Wollaeger, M.D., Head of Sect, in

Medicine, Mayo Clinic, Rochester, Minn., “The
Diagnosis of Diseases Causing Malabsorption

”

11:00 Vernelle Fox, M.D., Medical Dir., Georgian
Clinic, Atlanta, Ga., “The Physician’s Role in

the Alcoholic’s Recovery”

11:30 Joseph A. Freiberg, M.D., Prof, of Surg., Dir.

Orthopaedic Div., Univ. of Cincinnati, Cincin-

nati, Ohio, “The Painful Foot, Diagnosis and
Treatment”

NOON

LUNCHEON SYMPOSIUMS—Sept. 26, 1966 $4.00

(Limited to 85 physicians per symposium)
(Tickets must be obtained prior to assembly)

UPPER GASTROINTESTINAL BLEEDING
Guest Panelists: Robert J. Coffey, M.D., Bentley
P. Colcock, M.D., James D. Hardy, M.D., W. Gordon
Walker, M.D., and Eric E. Wollaeger, M.D.

2:00 Joe M. Blumberg, Brig. Gen., MC, USA; Dir.

Armed Forces Inst, of Path., Washington, D. C.,

“The Role of the Pathologist in Aviation Acci-

dents”

2:30 Thomas P. Haynie, M.D., Asst. Prof, of Medicine,
Univ. of Texas M. D. Anderson Hospital and
Tumor Institute, Houston, Texas, “Visualization

of Organs and Tumors With Radioactive Iso-

topes”

3:00-3:30 P.M. INTERMISSION-REVIEW OF
EXHIBITS

3:30 James A. Johnson, Jr., M.D., Dept, of Psychiatry,

Emory Univ. Clinic, Atlanta, Ga., “Group Be-
havior and Group Therapy”

4:00 W. Gordon Walker, M.D., Assoc. Prof, of Med-
icine, Johns Hopkins, Baltimore, Maryland, “Di-

uretic Therapy and Its Complications”

4:30 Robert J. Coffey, M.D., Prof, of Surg., Chairman
Dept, of Surg., Georgetown Univ. School of

Medicine, Washington, D. C., “Experiences in

the Diagnosis and Treatment of Hyperpara-
thyroidism”

7:30 REGISTRATION—TUESDAY, SEPTEMBER 27,

1966

9:00 Richard H. Overholt, M.D., Dir., Overholt Tho-
racic Clinic, Boston, Mass., “The Challenge of
Pulmonary Cancer Today”

9:30 Burtis B. Breese, M.D., Clin. Prof, of Pediatrics,

Univ. of Rochester, Rochester, Minn., “The
Diagnosis and Treatment of Streptococcal In-

fection in Children”

10:00-10:30 A.M.-INTERMISSION-REVIEW OF
EXHIBITS

10:30 Charles J. Frankel, M.D., Assoc. Prof., Ortho-
pedic Surg., Univ. of Va. Hospital, Charlottes-

ville, Va., “Doctors and the Law”

11:00 James F. Glenn, M.D., Prof, and Chief, Div. of

Urologic Surg., Duke Univ., Durham, N. C.,

“Vesicoureteral Reflux in Children”

11:30 Nobel O. Fowler, M.D., Prof, of Medicine, Univ.
of Cincinnati, Cincinnati, Ohio, “Problems in

the Diagnosis and Treatment of Pulmonary
Embolism”

NOON

LUNCHEON SYMPOSIUMS—Sept. 27, 1966 $4.00

(Limited to 85 physicians per symposium)
(Tickets must be obtained prior to assembly)

RECENT DEVELOPMENTS IN CANCER THERAPY
Guest Panelists: Thomas P. Haynie, M.D., Charles

J. Frankel, M.D., James F. Glenn, M.D., Robert
D. Sullivan, M.D., and William H. Moretz, M.D.

2:00 James D. Hardy, M.D., Prof, of Surg., Chairman
of Dept., Univ. of Miss., Jackson, Miss., “Prob-
lems Associated With Gastric Surgery”

2:30 Howard W. Jones, Jr., M.D., Assoc. Prof.,

Obstetric and Gynecology, Johns Hopkins School
of Medicine, Baltimore, Md., “Diagnosis and
Treatment of Primary Amenorrhea”

3:00-3:30 P.M.-INTERMISSION-REVIEW OF
EXHIBITS

3:30 Robert D. Sullivan, M.D., Dir., Dept, of Cancer
Research, Lahey Clinic Fdn., Boston, Mass., “Cur-
rent Status of Cancer Chemotherapy”

4:00 William H. Moretz, M.D., Chairman, Dept, of

Surg., Medical College of Ga., Augusta, Ga.,

“Problems in Management of Occlusive Arterial

Disease”

Make check payable to Tennessee Valley Medical As-
sembly. (Tickets will be mailed to you or held
at Registration Desk only if check is enclosed.)
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Average Adult Dosage:

One rounded teaspoonful of Metamucil (or one

packet of Instant Mix Metamucil) in a glass of

cool liquid one to three times daily.
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Physician members of this Association should be aware of the
implications of Title XIX of the Medicare Law, which will be put
into effect gradually until all present health-welfare programs
sponsored by the State come under this Law. Representatives of

your State Association are working closely with the Governor, in-

surance carriers, consultants and state government officials in this

program. Following are some of the important policy issues in

which you should be interested.

It is of foremost importance that in such a proposed program,
the traditional physician-patient relationship should not be inter-

fered with and of providing the patient with a free choice of physi-
cian and facility. The physician must be allowed to financially deal

directly with the patient and to be reimbursed for his services. TMA recommends that

payments be identical with the present method of handling of Title XVIII of the Medicare
Act, in order to give the patient and the physician the greatest individual responsibility.

TMA representatives are urging that the State of Tennessee include in any proposed pro-

gram that the principle and method of billing be the prerogative of the physician.

Specific recommendations being made to the State are:

(1) TMA favors the full implementation of Title XIX in so far as the State is fiscally

able. The speed of accomplishment should be no greater than the State of Tennessee
can afford in moving forward and still be fiscally responsible to maintain the program.
There should be available funds in order that the physician and all vendors of services

will be paid on a usual and customary basis.

(2) TMA urges the placement of the administration of this medical assistance pro-

gram under the Department of Public Health in preference to the Department of Pub-
lic Welfare. This will be a health program and should be administered by the Health De-
partment under the direct supervision of a physician and/or physicians. It is not suffi-

cient to have only a physician adviser.

(3) To facilitate the administration of Title XIX as it develops and in allowing for

the most simple mechanism for payment to those groups who provide services under the
act, it is urged that the State of Tennessee determine that only one fiscal carrier will be
charged with this responsibility, and that this be the same carrier as the one performing a

similar function under Title XVIII of Public Law 89-97. This will simplify administra-
tive problems. Use of two or more fiscal carriers will only compound and confuse an al-

ready complex situation. We as physicians, can visualize all manner of difficulty in deal-

ing with more than one carrier for the State.

The present carrier for Title XVIII is the Equitable Life Assurance Society of the U.S.
and it is felt that this company can perform the service for both Title XVIII and Title

XIX in an efficient, economical and proficient manner. The Governmental Medical Serv-
ices Committee of TMA urges that consideration be given only to private insurance car-

riers.

(4) The Tennessee Medical Association has already taken steps to organize in all of

our county medical societies, Claims Review Committees which will help in the review of

problems which may arise as they pertain to fee claims under Title XIX. Steps have been
taken to urge all hospital staffs to establish functioning Utilization Committees.

May I emphasize the importance of your being knowledgeable about Title XIX. Your
TMA officers and the Committee on Governmental Medical Services is diligently study-
ing, advising and communicating with those departments of the state government, and
other consultants in making clear the position of the Tennessee Medical Association in

the Title XIX program.

President
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EDITORIAL
COVERAGE BY VOLUNTARY
INSURANCE IS URGED

The medical profession was urged “to en-

courage the public to secure coverage rath-

er than to rely upon PL 89-97,” in a report

on voluntary insurance adopted by the

AMA House of Delegates at the Annual
Meeting. The House instructed the Council

on Medical Service to “continue to encour-

age the expansion and development of vol-

untary coverage for persons of all ages,”

and “to provide reports of these develop-

ments—at appropriate intervals.”

The Council reported that many insur-

ance carriers were modifying their policies

as of July 1, 1966. Eighty-nine companies

writing 87% of group health insurance will

continue to make coverage available for

groups. Ninety-two of the companies writ-

ing 46% of individual coverage will make
such insurance available. Seventy-two of

the 74 Blue Shield Plans will have pro-

grams to supplement Medicare benefits.

This stand by the House of Delegates and

the Council on Medical Service shows great

wisdom and foresight. It would be most
unfortunate to see the strengths of volun-

tary health insurance go “down the drain.”

Its strengths may be needed by our people
if Medicare does not fulfill all their fond
expectations.

A week before the AMA Meeting, by a

strange quirk of circumstance, there ap-

peared a lengthy article in Barron’s Nation-

al Business and Financial Weekly
, by Neil

Mclnnes, the paper’s European correspon-

dent (June 20, 1966). The article’s title —
“Cradle to the Grave?—The British are

Turning Away From Socialized Medicine.”
“London—By a curious coincidence, on July 1

the U. S. will take its first step toward socialized

medicine and Britain will take its biggest step

away from it. On the same day medicare goes
into effect for senior American citizens, all Brit-

ish subjects, old or young, will be offered a pay-
ing alternative to the free National Health Serv-
ice. A company called Independent Medical Serv-
ices, Ltd., will seek to sell Britons for cash what
they have been getting free from the welfare

state for nearly two decades. In this apparently

quixotic undertaking it enjoys the backing of the

British Medical Association, of which, the vast

majority of this country’s doctors are members.
“Executives of Independent Medical Services

recently told Barron’s that public opinion surveys

showed 30% to 40% of Her Majesty’s subjects are

not satisfied with free cradle-to-grave state medi-
cine. They would prefer to make private arrange-

ments with a family doctor. The firm, for a mod-
erate charge, will enable them to do just that.”

In 1960, on these pages I reviewed the

evolution and growth of voluntary health

insurance in Great Britain during the first

decade of its National Health Service. 1

This review showed that Great Britain

had only a very embryonic program of vol-

untary health insurance (in the American

sense) before the inception of the Health

Service in 1948, but that it was developing

into a robust youngster in spite of “free”

medical care.

The report in Barron’s describes the birth

of Independent Medical Services, Ltd.,

which has entered into competition with

the National Health Service. Already, it is

said, over 2 million Britons are covered by

private health insurance paid for individ-

ually or by employers. The British United

Provident Association (BUPA), organized

1. Editorial: Growth of Voluntary Health In-

surance in Great Britain. J. Tennessee M. A.

58:399, 1960.
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'

enhances specific therapy m Removal of vaginal

debris with STOMASEPTINE enhances the effec-

tiveness of specific therapy . . . ensures maximum
contact of topical medication with vaginal mucosa.

excellent patient acceptance s Anti-pruritic

and deodorizing. .. pleasantly scented ... patients

feel "fresh and clean.”
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by the late Lord Nuffield is signing up 75,-

000 subscribers annually, and Hospital

Services Plan of Tunbridge Wells and

Western Provident of Bristol are acquiring

28,000 subscribers annually between them.*

The selling has been by word of mouth, but

now these companies plan to enter upon an

advertising campaign.

The following paragraphs from the Bar-

ron’s article are of interest.

“Why are so many of Her Majesty’s subjects

willing to pay for medical care substantial sums
in addition to those they have already paid, in

taxes and in National Health stamps, for ‘free’

care? Not only the rich are doing so. Those who
are deserting state medicine are middle-class Bri-

tons and quite a few workers who cannot afford

catastrophic medical bills, but are not content

with socialized medicare.

“Their complaints are precise. First, the aver-

age National Health doctor has 2,300 people on
his list, ... It means long, frustrating (and, for

some, costly) hours in waiting rooms. Consulta-

tions often are so hasty that, rightly or wrongly,

patients feel they are perfunctory. If a specialist

is needed, the patient has no say in who will be

consulted, nor where, nor when.
“If the specialist is a surgeon and he recom-

mends an operation, there is no guarantee that he
will perform it himself. The scalpel may be

wielded by a surgeon whom the patient has never

seen before and may not see very often after-

ward. In short, many a sufferer gets the feeling

he is on a conveyor belt in a very impersonal

medical factor. . .

“Finally, there is the vital question of waiting

time for hospital accommodations. . . . Because of

the strain free treatment has placed on health re-

sources, only the most urgent cases can be sure of

prompt treatment. . .

“A factory hand who develops a hernia might
lose overtime for six months because he has to

rest while awaiting a hospital bed in his locality.

Subscribing to BUPA to be sure of prompt treat-

ment saves him money.
“Since his employer’s interests run along paral-

lel lines, BUPA has won the support of many
British companies. Some 70 leading insurance

firms, presumably good judges of medical under-
writing have covered their executives. Another 6,-

400 corporations or institutions have taken out

group policies on their staffs, . .
.”

To be sure, the National Health Service

of Great Britain is very different from
Medicare and the end results may be as

different. However, the basic philosophy is

the same. Thus, there is little to be gained

by discussing these words of the European

^Single persons and heads of families, in a to-

tal population of 54 million in England, Scotland,

Wales and North Ireland,

correspondent Neil Mclnnes. Nevertheless,

they are thought-provoking at this particu-

lar moment in our Nation’s history.

One can only reiterate that the stand by
the House of Delegates to support volun-

tary health insurance and to urge its ex-

pansion is wise in borrowing for the future.

Though I have quoted over-extensively, I

cannot resist citing the last paragraph of

Barron’s article:

—

“While eschewing politics, Independent Medical
Services, Ltd., recently took a fling at philosophy.

The introduction to the booklets it is distributing

this month to advertise its appearance is not a

citation from any Tory manual or Liberal mani-
festo. Rather, it quotes Abraham Lincoln,

—

‘You

cannot build character and courage by taking

away men’s initiative and independence. You can-

not help men permanently by doing for them
what they could do for themselves.’” (Italics,

The Editor)

R. H. K.

Special Item

It would seem that the members of the

Tennessee Medical Association deserve to

know in some detail certain of the actions

taken by the AMA House of Delegates at

its recent meeting. The reader must be

well aware that this meeting was held in

the atmosphere of the most far-reaching

historic moment of our Nation insofar as

the medical care of its citizens is concerned.

Government in medicine offers an entire-

ly new face in what has been implemented

and what is to come. (The reader is urged

to read carefully the “yellow pages” in this

issue, as well as in the future for here will

appear notes about the certainly ever-

changing picture.)—Editor.

Report on Actions of the House of Delegates

American Medical Association

115th Annual Convention

CHICAGO, June 30—Federal health leg-

islation, physicians’ billing procedures,

medical ethics, racial discrimination, health

manpower and an increase in AMA annual

dues were among the major subjects acted

upon by the House of Delegates at the

American Medical Association’s 115th An-
nual Convention held June 26-30 in Chica-

go-

Dr. Milford O. Rouse of Dallas, Texas,

Speaker of the House of Delegates for the
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past three years, was named AMA presi-

dent-elect by acclamation. He will succeed

Dr. Charles L. Hudson of Cleveland, Ohio,

who took office at the Tuesday afternoon

inaugural ceremony during the Chicago

convention.

The 1966 AMA Distinguished Service

Award was voted to Dr. Warren H. Cole of

Chicago, head of the Department of Sur-

gery at the University of Illinois College of

Medicine, for his work in cancer research

and his many contributions to medical liter-

ature.

The Layman’s Citation for Distinguished

Service was awarded to Danny Thomas,

well known entertainer in radio, television,

motion pictures and the stage, for his lead-

ership in founding the St. Jude Children’s

Research Hospital at Memphis, Tennessee.

Final registration reached a total of 35,-

506, made up of 12,445 physicians and 23,061

guests.

Federal Health Legislation

The House of Delegates received and con-

sidered a large number of reports and reso-

lutions dealing with Medicare, the expand-

ed Kerr-Mills program under Title 19 of

Public Law 89-97 and other federal laws or

programs.

In accepting and commending a Board of

Trustees report on Medicare, the House re-

commended that

“the Association give wide dissemination to the

information contained therein, particularly its in-

formed discussion of direct billing, the basic pur-

poses of utilization review, the rejection of com-
pensation for service on such committees except
in exceptional circumstances, and the proper
placement of any onus of responsibility for any
failure in the Medicare program.”

The Board report ended with the follow-

ing conclusion:

“During the past year many individuals have
represented the American Medical Association

and the physicians of the United States by meet-
ing frequently with officials of the Department of

Health, Education and Welfare. This degree of

cooperation on our part should be viewed as a rec-

ognition by responsible citizens of an obligation

to obey the law of the land, including this law
with which we disagree. Our specific purposes
have been to provide expert assistance to the

government so that this law could be implement-
ed in a manner most helpful to the beneficiaries

while disturbing the practice of medicine to the
minimum degree. Despite our best efforts it is

apparent that serious problems are inevitable in

connection with the implementation of this law
and we trust that the physicians and the public

will place the blame for such deficiencies squarely

where they belong—on the Federal Government.

“We are proud of the role we have assumed
and in many instances our efforts have been pro-

ductive. Proposed forms were simplified; some un-

necessary forms eliminated, and a number of our

suggestions was incorporated in regulations and

procedures. An informative “Reference Guide”

for physicians, recently distributed, was prepared

with consultation of AMA staff. Numerous other

items will continue to receive our most serious

study and consideration, and the Board urges and
requests that every member exhibit his personal

diligence by supplying his local medical society

documented evidence of transgressions of the

spirit or the letter of the law as it is implemented.

“The Board of Trustees intends to continue to

supply advice, guidance, and dissent when neces-

sary to the Government or to other third parties

on matters that pertain to the health of the pub-
lic and the interests of the medical profession.”

The House strongly supported the gener-

al concept of individual responsibility and

endorsed a report from the Council on Med-
ical Service which included the following

statement:

“Since the Council believes that the current in-

terest in the doctrine of individual responsibility

stems in large part from concern over the matter

of assignments under PL 89-97, it hastens to add
that, as a matter of American Medical Associa-

tion policy, the Council on Medical Service rec-

ommends reaffirmation of the responsibility of

individual physicians for determining how they

will govern their professional practices under this

law and that physicians should be made acutely

aware of the manifest superiorities of direct bill-

ing as previously communicated to this House in

the Council’s Report E(A-66) on ‘Recommenda-
tions on the Physician’s Role in Medicare.’ ”

The latter report (Report E) was highly

commended, and the House recommended
its widest possible dissemination, including

publication in its entirety in a prominent

place in the earliest possible issue of AMA
News.

Physicians' Billing Procedures

In connection with the Medicare part of

Public Law 89-97, the House also adopted

three resolutions which recommended that

physicians use the direct billing method
rather than the assignment procedure. At

the same time, the House pointed out that

adoption of these resolutions should not be

interpreted as contravening the statement
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approved at the Special Session in October,

1965, which said:

“The American Medical Association opposes

any program of dictation, interference or coer-

cion, whether direct or indirect, affecting the

freedom of choice of the physician to determine

for himself the extent and manner of participa-

tion or financial arrangement under which he

shall provide medical care to patients under Pub-
lic Law 89-97.”

In considering a resolution on the right to

bill patients under Title XIX of the law, the

House passed an amendment pointing out

that direct billing has been recommended
as the billing method of choice under Title

XVIII by the Board of Trustees and the

Council on Medical Service. It then said

that since there is a wide latitude available

to the states in establishing administrative

procedures under Title XIX, each state

medical association should work early and

diligently in its own state so that any plan

or law adopted in its state for approval un-

der Title XIX would include authorization

for direct billing.

The House also instructed the AMA Ad-

visory Committee to the Department of

Health, Education and Welfare to do all in

its power to implement the intent of the

resolution at the national level. In addition,

the House urged positive steps to obtain

statutory authority for a continuing medi-

cal advisory committee under Title XIX,
and it called on the AMA and the state so-

cieties to maintain added vigilance to elimi-

nate any patterns which might subvert the

intent of Title XIX.

Hospital-Based Physicians

The House passed two resolutions involv-

ing billing and reimbursement principles

affecting hospital-based specialists but also

of significance to all physicians. The first

said:

“The Principles of Medical Ethics declare that

a physician shall not dispose of his services to a

third party or “lay” organization, and
“Title XVIII of Public Law 89-97 recognizes

the principle of the separation of professional and
hospital costs for services rendered by hospital-

based physicians; and
“This principle has been advocated by the

AMA, the American College of Radiology, the

American College of Pathologists, and many re-

gional organizations, and
“A great number of hospital-based physicians

throughout the nation have declared their inten-

tion to bill separately for their professional serv-

ices in keeping with this principle; therefore be it

“Resolved, That, since separate billing by the

physician for his professional services is a pre-

ferred ethical practice, it shall be deemed unethi-

cal for a physician to displace a hospital-based

physician who is attempting to practice separate

billing when said displacement is primarily de-

signed to circumvent separate billing.”

The second resolution regretted that pub-

lication of Medicare Regulations No. 5 was
delayed until June 28, three days before

the effective date of Medicare, and said that

these regulations do not conform to the in-

tent of Congress as expressed in Section

1801 of the Medicare law. It then declared

that:

“The House of Delegates instruct the Board of

Trustees and the Executive Vice President to re-

quest from the Social Security Administration an
extension of date of final adoption of the pro-

posed regulations of not less than 90 days, in or-

der that the American Medical Association and
all other interested medical organizations be al-

lowed reasonable time to study, and to submit, to

the Social Security Administration data, views or

arguments and pertinent constructive comments
and suggestions.

“To preserve the professional independence of

medical practice that the Board of Trustees and
Officers of the AMA be instructed to immediately
inform the membership that Medicare Reg. No. 5

will not apply to physicians (whether hospital-

based or not) who
“1. have no financial relationship with a hospi-

tal covering medical services to patients

“2. do not accept assignments but bill directly

“The AMA News and other appropriate media
be used to advise all physicians who are develop-

ing contractual relationships with hospitals for

professional service that they should delay the

finalization of any agreements pending further

analysis of the implementing regulations.”

Medical Ethics

In acting upon a Board of Trustees rec-

ommendation that a physician may partic-

ipate in the ownership of a pharmacy or

regularly dispense drugs, remedies or ap-

pliances or provide eyeglasses to his pa-

tients only when approved by his compo-

nent and constituent medical associations

and when it is determined by them to be

necessary in the best interests of the pa-

tient, the House approved the following ref-

erence committee statement:

“The Principles of Medical Ethics provide:

‘Drugs, remedies or appliances may be dispensed

or supplied by the physician provided it is in the

best interests of the patient.’ Your reference
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committee reaffirms the 1963 House of Delegates

interpretation of the words ‘in the best interest of

the patient,’ which reads as follows:
“

‘It is the opinion of the Judicial Council that

this language was adopted to permit both the

practicing physician and the local medical socie-

ties to evaluate the many factual situations inci-

dent to prescribing and dispensing which are

bound to arise in the practice of medicine. Under
this language the doctor is permitted to exercise

his own best judgment when caring for his pa-

tient. It is known that there will be situations

when it is necessary or desirable for a physician

to dispense or supply what he has prescribed. The
Principles permit this to be done. On the other

hand, this broad language provides a means by
which a component medical society can inquire

into the facts of a particular practice. The profes-

sion thus can act to prevent abuse of discretion

and protect patients from exploitation. In es-

sence this language means that a physician in the

exercise of sound discretion may dispense ‘in the

best interest of his patient’; it does not authorize

him to dispense solely for his convenience or for

the purpose of supplementing his income.’

“The reference committee approves the goals

sought by the Board’s report, but disapproves its

specific recommendations. It notes that mecha-
nisms presently exist for processing charges of

deviation from the foregoing ethic and urges that

these mechanisms be made vitally active at local

level. When charges of deviation develop, com-
plaints should be made to the local society and
vigorously processed by the appropriate commit-
tee of that society. If they are not resolved there-

by, the complaints should then be carried to the

state constituent association. The prudent physi-

cian will always seek the guidance of his local

medical society in situations relating to ethical

conduct.”

The House directed the Board of Trustees

to take action as expeditiously as possible

to give wide dissemination to the reference

committee report.

Discrimination

The House received six resolutions deal-

ing with the subject of discrimination

against some applicants for membership in

component medical societies. It called at-

tention to the strong position taken by the

House in 1964 but pointed out that it is

difficult to follow the 1964 directive because

there is now no mechanism at the national

level whereby a rejected applicant for

membership at county or state level may
obtain a hearing in order to right an al-

leged wrongful discrimination.

In lieu of the six resolutions, the House
adopted a substitute resolution which di-

rected the Council on Constitution and by-

laws to prepare such changes in the Consti-

tution and Bylaws “as may be necessary to

permit the Judicial Council to receive and

act upon appeals filed by applicants who
allege that they have been unfairly denied

membership in a local and/or state society.”

The House asked the Council to report its

recommendations at the 1966 Clinical Con-

vention.

Health Manpower

On the subject of health manpower the

House received reports from the Board of

Trustees, Council on Medical Education and

Council on Medical Service and also one

resolution. In general, all of them urged the

AMA to assume leadership and mobilize its

efforts to meet present and future shortages

in health manpower. The House approved

the Board report, announcing appointment

of a Committee on Health Manpower, and

adopted the resolution. The two Council

reports were referred to the new Board

committee.

In taking these actions, the House ap-

proved a reference committee statement

which included the following:

“Your Reference Committee is well aware of

the drastic shortage of health manpower that is

confronting the American public. It is keenly ap-

preciative of the opportunity presented to the

American Medical Association to furnish leader-

ship in the solution of this problem. The neces-

sary additional manpower in the medical profes-

sion and in allied health professions must be de-

veloped. The most effective and efficient utiliza-

tion of existing health manpower must be made
at all times. This is no time to surrender leader-

ship to persons or organizations outside of the

medical profession.”

AMA Dues Increase

By a vote of 168 to 46, the House ap-

proved an increase in AMA annual dues

from $45 to $70, effective January 1, 1967,

thus confirming a Board of Trustees recom-

mendation which was given initial approval

at the 1965 Clinical Convention.

The House, in approving the dues in-

crease, accepted a reference committee

statement which said:

“It is quite apparent that the programs neces-

sary to serve the needs of the members of the

Association cannot be conducted effectively with-

out adequate financing and it is equally apparent

that such adequate financing is impossible with-
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DACTILASE®

Each tablet contains:

Dactil® (piperidolate hydrochloride), 50 mg.;

Standardized cellulolytic* enzyme, 2 mg.;

Standardized amylolytic enzyme, 15 mg.;

Standardized proteolytic enzyme, 10 mg.;

Pancreatin 3X** (source of lipolytic activity),

100 mg.; Taurocholic acid, 15 mg.

•Need in human nutrition not established.

••As acid resistant granules equivalent in activity to 300 mg. Pancreatin N.F.

In chronic or acute indigestion, fluttery,

gassy stomachs obtain prompt, gratifying

relief through the antispasmodic, surface

anesthetic and enzymatic activity of

Dactilase. Dactilase decreases hypermotility

and pain and reduces the production of

gas. Dactilase does not induce stasis, but

helps restore normal tone. It has little or no

effect on enzyme secretions, but adds

enzymes, thus contributing to the digestive

efficiency of the patient.

Side Effects and Contraindications:

Dactilase is almost entirely free of side

effects. However, it should be withheld

in glaucoma and in jaundice due to

complete biliary obstruction.

Administration and Dosage: One tablet
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Tablets should be swallowed whole.
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out the dues increase requested by the Board of

Trustees. Your Reference Committee reaffirms its

confidence in the judgment of the Board of Trus-

tees which has in the past and must in the future

exercise the most careful and prudent steward-

ship over the assets of the Association. The Board
of Trustees is the Committee elected by the

House of Delegates to investigate and control the

finances of the Association. The appointment of

any other committee to perform this function

would be most inappropriate.”

Other Actions

In considering 106 resolutions, 38 Board

reports and at least 20 additional reports

from councils and other groups, the House
of Delegates also:

Endorsed the Declaration of Helsinki, al-

ready adopted by the World Medical Asso-

ciation, as a guide to those who are engaged

in clinical medical investigation.

Reaffirmed its opposition to the compulso-

ry assessment of hospital staff members in

order to raise funds for hospital construc-

tion;

Reconsidered its action in defining usual,

customary and reasonable fees and referred

the matter back to the Council on Medical

Service for further study;

Urged all state and county medical socie-

ties to send representatives to the Third

National Congress on Medical Quackery to

be held October 7-8, 1966, in Chicago;

Commended the American Medical Asso-

ciation Education and Research Foundation

for its accomplishments during the past

four years and gave a standing vote of gra-

titude to Dr. Raymond M. McKeown, AMA-
ERF president since 1962;

Strongly endorsed the AMA Volunteer

Physicians for Vietnam program and urged

the entire profession to support it by word
and deed; approved a recommendation by
the AMA survey team and the Board of

Trustees that the Association organize and
administer a program of American assist-

ance in medical education in South Vietnam
supported by the U. S. Agency for Interna-

tional Development; was impressed by a re-

port from Dean Pham Bieu Tam of the

Faculty of Medicine, University of Saigon,

and urged that the AMA do everything

possible to assure that volunteer physicians

caring for the South Vietnam civilian popu-

lation are properly supplied with medicines

and other medical supplies;

Adopted a resolution urging constituent

medical associations to oppose, as detrimen-

tal to the public interest, any proposed leg-

islation that would authorize optometrists

to engage in the diagnosis or treatment of

disease or injury of the eye;

Approved, with minor editorial revisions,

a final report from the Committee on Ma-
ternal and Child Care of the Council on
Medical Service dealing with the medical

care aspects of “Combating the Problems of

Unwed Parents”;
Agreed with a strong policy statement

condemning the abuse of LSD and other

non-narcotic drugs, pointing out that the

illicit use of LSD is subverting and vitiat-

ing important and necessary valid experi-

mental studies, and recommending that the

manufacture and distribution of LSD be

continued as needed under strict control,

with the drug being made available only to

competent research workers (physicians

trained in its use) on approval of the De-

partment of Health, Education and Wel-

fare;

Reaffirmed its opposition to the compulso-

ry regulation of any single method, such as

the use of generic terms, of the prescribing

of drugs;

Offered AMA cooperation, in order to

prevent public fear and misunderstanding,

to those foundations and other groups

which request it in clarifying statistical

data, visual media and other forms of medi-

cal information to be presented to the pub-

lic so as to provide an accurate view of the

problems or problem with which they are

concerned;

Adopted a humorous resolution and an

equally humorous reference committee re-

port which requested that “in the future

full air-conditioning be considered as a

prerequisite in the selection of the head-

quarters hotel for the annual AMA Con-

vention in the ;e cities where the psycho-

physiological effects of heat may interfere

with effective delegatemanship”;

Received as information a comprehensive

report on the Rel tion of Medicine and Os-

teopathy, which contains much material

pertinent to future policy considerations,

and also approved in principle a recommen-

dation that doctors of osteopathy be com-



796 TENNESSEE MEDICAL JOURNAL August, 1966

For cold hands and feet, nothing

beats hot stoves—but they are

awkward to carry around. Now
Gerilid, in good-tasting take-along

chewable tablets can provide

rapid vasodilation of peripheral

circulation, bringing real warmth

to the extremities and decreasing

sensitivity to sudden temperature

change. Patients like Gerilid and

know they are getting relief.
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Administration and Dosage: One or two

chewable tablets 3 times a day before
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may be lowered. However, tolerance to
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missioned in the Armed Forces Medical

Services;

Agreed with a report recommending that

the core curriculum plan for continuing

medical education be not approved in its

present form, that no further core curricula

be developed at this time, and that various

methods of continuing medical education be

studied under the auspices of the Council

on Postgraduate Programs;

Expressed its opposition to the Hart bill,

S. 2568, and all similar legislation;

Adopted reports from the Council on

Medical Service on a Model Emergency De-

partment Agreement and on Multiple Cov-

erage in Voluntary Health Insurance;

Approved Board reports on Exercise and
Physical Fitness, encouraging state and lo-

cal medical societies to support the promo-
tion of fitness programs, and on Venereal

Disease Control, emphasizing the continued

need for all physicians to report all cases

that come to their attention, and

Authorized the Speaker of the House to

appoint a Resolutions Consultation Commit-
tee, purely for editorial advisory purposes,

at subsequent AMA conventions.

Presidential Addresses

Calling upon the medical profession for

strength and unity in resisting the present

socialist trend in this country, Dr. James Z.

Appel of Lancaster, Pa., retiring AMA
president, told the Sunday opening session

that physicians “must participate in the

ranks of both political parties and have a

voice in the determination of party policy

and the writing of party platforms.”

Dr. Hudson, in his inaugural address

Tuesday, declared that “we shall need all

of our intellectual and scientific resources

to cope with the new economics of medi-

cine” and to prevent the extension of the

Medicare program, without demonstrated
need, toward a national health service.

Speaking at the final session of the House
on Thursday, Dr. Hudson said that “a de-

monstration of our ability to perform must
clearly indicate not only our competency in

the field of medicine, but also our ability to

react to a new kind of government thrust

into health care.” He warned that the real

threat to our system of medicine is not the

details of Medicare implementation but in

the expansion of the principle of social in-

surance.

Signed

F. J. L. Blasingame, M.D.

Executive Vice President

American Medical Association

DEATHS

Dr. William Tilson Woodward, 83, Erwin, died

May 29th at Unicoi County Memorial Hospital

after two weeks illness.

Dr. John Franklin Gilbert, 90, a former resi-

dent of Cleveland, died June 17th at his home in

Madison, Georgia.

Dr. Henrietta Veltman, 79, Paris, died May
28th.

Dr. John E. Kimball, 51, president and co-found-

er of Woman’s Hospital and a partner in Kim-
ball-Pallas Clinic, Chattanooga, died June 2nd at

his home.
Dr. F. Tom Mitchell, Memphis, 76, died July

7th.

PROGRAMS AND NEWS OF
MEDICAL SOCIETIES

Knoxville Academy of Medicine

Mr. Wilburn Smith and Mr. Dougjass

Richard of the District Office of the Social

Security Administration, and a representa-

tive from the Equitable Life Assurance

Company, presented a discussion on Medi-

care at the meeting of the Academy on

June 14th. The program participants rep-

resented the Department of Health, Educa-

tion and Welfare and the fiscal intermedi-

ary in Tennessee for Part B under P. L. 89-

97.

The July 12th meeting of the Academy
was held at Eastern State Psychiatric Hos-

pital with Dr. Ray Bullard of Topeka, Kan-

sas, as guest speaker. Dr. Bullard’s subject

was “Doctors and Psychiatrists.”

Memphis-Shelby County Medical Society

The Society met in regular session in the

auditorium of the Institute of Pathology on

July 5th. The program entitled, “Ten Ma-
jor Problems in Medical Practice” was pre-

sented by Mr. Wayne Conwell, President,

Professional Management, Inc., St. Louis,

Missouri.
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BRING IT DOWN
AND
KEEP IT DOWN

Metatensin lowers blood pressure and

keeps it low—effectively and

economically. It combines reserpine

with trichlormethiazide which affords

more potent saluresis with less loss of

potassium than from earlier thiazides.

Reserpine contributes antihypertensive

effect by relieving anxiety and tension.

Metatensin is well-tolerated over long

periods; with its effectiveness and

economy it assures antihypertensive

therapy you and your patients

can stay with.
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METAHYDRIN® (trichlormethiazide)
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Reserpine 0.1 mg.

Usual adult dose: One tablet twice

daily. Precautions and side effects:
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diarrheal syndromes, or under therapy

with digitalis, ACTH, or potassium-losing

steroids, should be observed for signs

of hypokalemia. With thiazides,

electrolyte depletion, diabetes, gout,

granulopenia, nausea, pancreatitis,

cholestatic jaundice, flushing, mild

muscle cramps, constipation,

photosensitivity, acute myopia,

perimacular edema, paresthesias,

neonatal bone marrow depression in

infants of mothers who received

thiazides during pregnancy, skin rash

or purpura with or without

thrombocytopenia, may occur. With

reserpine, untoward effects may include

depression, peptic ulcer and bronchial

asthma. Withdraw medication at least

7 days prior to electroshock therapy,

2 weeks prior to elective surgery.

Contraindications: Complete renal
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A session of the House of Delegates was

held at 8: 00 P.M. following the program.

Chattanooga-Hamilton County
Medical Society

The Society met on August 2nd in the au-

ditorium of the Interstate Building. Scien-

tific presentations included: “The Value of

the Vectorcardiogram in Diagnosis of

Myocardial Infarction” by Dr. Philip H.

Livingston; and “The Osseous Patterns of

Metastatic Disease” by Dr. John M. Crow-

ell.

NATIONAL NEWS

The Month in Washington

(From the Washington Office, AMA)

Health manpower and medical research

are being reviewed in two comprehensive

studies being conducted by the Federal

government. President Johnson called on

the new National Advisory Commission on

Health Manpower for an evaluation of the

use of available government and non-gov-

ernment health manpower. He also asked

for commission recommendations on ex-

panding the supply of health manpower.

“The national demand for health man-

power today exceeds the supply—and this

may be the case for several years,” Johnson

told the commission. “This fact gives your

job a special importance. . . . First, I need

your advice about the Federal government’s

use of its health manpower:
—“Are we setting an example for the na-

tion in the efficient use of health manpow-
er? Should we establish new forms of

health manpower utilization? Second, we
need answers to these same questions as

they apply to non-federal health manpow-
er. Third, we need your advice on how to

develop additional health manpower—not

only high-level specialists, but technicians

and allied health professionals.”

The Advisory Committee met for the first

time a few days after the House unani-

mously passed and sent to the Senate a bill

to train more health workers. The measure

sets up a three-year, $155 million program

of aid aimed at training some 12,000 addi-

tional allied health workers such as medi-

cal technologists, therapists, x-ray technolo-

gists, dental hygienists, nutritionists, and

laboratory technicians.

The legislation authorizes half the money
for improving health worker training facili-

ties and programs at qualified universities,

colleges and junior colleges. The other

half would go into a program of fellowship

grants and federally guaranteed loans for

students.

The bill also would authorize increased

student loan forgiveness for physicians,

dentists and optometrists who set up prac-

tice in poor rural areas where the supply of

medical personnel is short or non-existent.

Johnson instructed 23 Administration lead-

ers in medicine and health matters, includ-

ing Health, Education and Welfare Secre-

tary John W. Gardner and the directors of

the national health institutes, to re-examine

their priorities to determine whether re-

search activities should be slowed down
and more effort devoted toward making
practical use of research findings.

He asked for a report in a few months on

a general reassessment of National Insti-

tutes of Health goals, effectiveness of cur-

rent medical research programs, propor-

tions of NIH funds being spent on basic

research and on applied research, and ma-
jor obstacles confronting the institutes in

translating research findings into practical

benefits.

The President was reported to have

shown concern in a meeting with his top

medicine and health advisors that too much
is being spent “for the sake of research

alone.” Similar concern has been voiced by

some non-government individuals knowl-

edgeable in the health field.

National expenditures for medical re-

search have increased from $87 million in

1947 to an estimated $1.85 billion last year.

About two-thirds of the 1965 total was fed-

eral money and about four-tenths of the to-

tal was administered by the National Insti-

tutes of Health. In the two decades follow-

ing World War II, NIH annual appropria-

tions have zoomed from $3 million to $1.25

billion. In recent years, Congress voted
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In colicky infants Pediatric Piptal with

Phenobarbital slows down spasm, diminishes

pain and crying and improves feeding pat-

terns. It permits sleep and rest for patient and

family. The less than hypnot : c amount of

phenobarbital in the recommended dose

affords a mild, calming action and enhances

the antispasmodic action of Piptal (pipenzo-

late bromide). The latter drug, as reported in

the medical literature, has a favorable ratio of

effectiveness to side-effects which is unusual

in anticholinergics and thus is particularly

appropriate to pediatric use.
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severe cases, 1.0 cc. four times daily. High

doses may occasionally cause constipation

with tenesmus and, rarely, flushing without

fever. It is contraindicated in bowel obstruc-

tion or sensitivity to phenobarbital or anti-

cholinergics. Available in 30 cc. dropper

bottles, droppers calibrated to deliver 0.5 cc.
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NIH more money than the Administration
has requested.

“The National Institutes of Health are

spending more than $800 million a year on
biomedical research,” Johnson said. “I am
keenly interested to learn not only what
knowledge this buys but what are the

payoffs in terms of healthy lives for our
citizens. . . .

“.
. . The nation faces a heavy demand on

its hospitals and health manpower. Medical
research, effectively applied, can help re-

duce the load by preventing disease before
it occurs, and by curing disease when it

does strike.

“But the greater reward is in the well-
being of our citizens. We must make sure
that no life-giving discovery is locked up in

the laboratory.”

MEDICAL NEWS
IN TENNESSEE

University of Tennessee

College of Medicine

Dr. William S. Clark of New York, presi-

dent of The Arthritis Foundation, ad-

dressed the graduates of the University of

Tennessee Medical Units in commencement
exercises on June 12th. Of the 188 gradu-
ates, 48 received Doctor of Medicine de-

grees. Dr. Helen M. Stinson was the re-

cipient of the Charles Verstandig Award,
which is voted by members of the graduat-
ing class and is presented to the student
who has overcome the most obstacles in be-
coming a physician. The first annual facul-

ty award for “outstanding achievement as a

surgical student” was presented to Dr. John
Bostwick, III, of Bostwick, Georgia. Along
with those qualifying to take their first

steps toward actual practice in the health
professions, graduates of fifty years ago who
are still in community practice and service,

received “Golden T” awards.

The Medical Units will change its medi-
cal and dental student programs to a one-
class a year structure, if needed new facili-

ties are obtained. The Board of Trustees
has approved the change which will depend
on the Legislature granting funds for the
needed buildings.

Grants awarded to the Medical Units by
the U. S. Public Health Service include:

$38,558 to the College of Medicine to sup-
port an instruction program in preventive
medicine and research in chronic diseases

found in large population groups; $273,707
to the Department of Preventive Medicine,
a seven-year grant to broaden the depart-
ment’s teaching program; and $29,616 to the
Units for research into the mechanics of

resistance to virus infections.

*
Dr. Lionel Z. Naylor, formerly of Mem-

phis, has been awarded a Southern Medical
Association grant to receive residency
training in surgery at the University.

Meharry Medical College

Marion Bayard Folsom, director of the
Eastman Kodak Company and a member of

former President Eisenhower’s cabinet from
1955-58, addressed the seventy-eight candi-
dates for degrees at Meharry’s 91st Com-
mencement on June 13th. Before the de-
grees (53 in medicine, 17 in dentistry, 4 in

dental hygiene, and 4 in medical technolo-

gy) were conveyed upon the graduating
seniors, Dr. Harold D. West, President of
Meharry, presented special awards to nine-
teen graduates of the class of 1916 in recog-
nition of fifty-years of service. Included
among the awards presented to students for

academic excellence was the Charles Nel-
son Gold Medal to Thomas Percival Logan,
Petersburg, Va., as the fourth-year student
attaining the highest general average in the
school of medicine.

*
Meharry has been awarded three federal

grants for training and teaching, totaling

$200,307. The department of psychology
will receive a $41,480 seven-year grant to

support undergraduate training in psychi-
atry; and an $81,108 one-year grant to fund
a basic psychiatry residency program. The
pathology department will receive $77,719
to support five postdoctoral trainees.

Heart Unit Increases Research Program

To launch its most extensive heart re-

search and medical service program, the
Middle Tennessee Heart Association has al-
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In fact, there's as much iron.,. 250 mg.

...in a 5 cc. ampul of Imferon (iron dextran

injection) as in a pint of whole blood.

When iron deficient patients are intolerant

of oral iron. ..or orally administered iron

proves ineffective or impractical... or if

the patient cannot be relied upon to take oral

iron as prescribed, Imferon (iron dextran

injection) dependably increases hemoglobin

and rapidly replenishes iron reserves.
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(iron dextran injection)
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(iron dextran injection) will measurably begin to raise hemo-
globin and a complete course of therapy will effectively rebuild
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oral administration of iron is ineffective or impractical. Such
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tolerated solution of iron dextran complex providing an equiva-
lent of 50 mg. in each cc. The solution contains 0.9% sodium
chloride and has a pH of 5. 2-6.0. The 10 cc. vial contains 0.5%
phenol as a preservative.

ADMINISTRATION AND DOSAGE: Dosage, based upon
body weight and Gm. Hb/100 cc. of blood, ranges from 0.5 cc.

in infants to 5.0 cc. in adults, daily, every other day, or weekly.
Initial test doses are advisable. The total iron requirement for

the individual patient is readily obtainable from the dosage
chart in the package insert. Deep intramuscular injection in

the upper outer quadrant of the buttock, using a Z-track
technique, (with displacement of the skin laterally prior to

injection), insures absorption and will help avoid staining of

the skin. A 2-inch needle is recommended for the adult of

average size.

SIDE EFFECTS: Local and systemic side effects are few.
Staining of the skin may occur. Excessive dosage, beyond the
calculated need, may cause hemosiderosis. Although allergic

or anaphylatoid reactions are not common, occasional severe
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which may have been due to Imferon (iron dextran injection).
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fever have occasionally been reported.
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drug should not be given. Imferon (iron dextran injection) must
be administered by deep intramuscular injection only. Inject
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CONTRAINDICATIONS: Imferon (iron dextran injection) is

contraindicated in patients sensitive to iron dextran complex.
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anemia only it is contraindicated in other anemias.
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doses. Imferon (iron dextran injection) has been shown to
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located $60,584 for research and $21,131 for

medical service projects relating to diseases

of heart and circulation. Research grants

designated are: $5,000 to Dr. Harold H.

Sandstead, assistant professor of biochemis-

try and neurology at Vanderbilt Universi-

ty; $4,950 to Dr. Leon W. Cunningham, pro-

fessor of biochemistry at Vanderbilt; a fel-

lowship to Dr. Alexander McLeod, assistant

professor of medicine at VU for study in

open heart surgery; and a fellowship to Dr.

John P. Matthews of Vanderbilt for investi-

gation of the aortic and pulmonary valves.

Another $5,000 was approved for the sup-

port of student fellowships at Vanderbilt,

and additional funds will be used to finance

research projects on the state level. Medical

service projects at the Bedford and Mont-
gomery County Heart Clinics and the Car-

diac Work Evaluation Clinic at Vanderbilt

will receive continued support.

New Cancer Lab at Oak Ridge

Construction has been completed in Oak
Ridge on a new Atomic Energy Commission
laboratory for use in cancer research. Com-
pletion of the Cancer Chromosome Labora-

tory will provide facilities for expanded
cancer research by Oak Ridge National Lab-

oratory’s Biology Division. The new facil-

ity is an integral part of the Co-Carcino-

genesis Research Laboratory which is used

by the Biology Division under a joint pro-

gram for cancer research supported by the

AEC and the National Cancer Institute of

the National Institutes of Health.

New Medical Facility in Marshall County
A new medical care facility is scheduled

to open in Marshall County on August 15th.

The new facility, located in Lewisburg and
to be called “Medicenter” is an intermedi-

ate facility specialized for the needs of non-

acute patients still under medical care. It is

designed to provide inpatient care between
intensive hospitalization and a return to a

normal and active life. The 61-bed Medi-

center is locally owned and operated by
Oakwood Hall, Inc. and will operate as a

licensee of Medicenters of America, Inc.

Commendation to the Woman's Auxiliary

of the Tennessee Medical Association

The Woman’s Auxiliary to the TMA re-

ceived an award of merit for its outstand-

ing efforts in the American Medical Asso-

ciation-Education and Research Foundation
program in 1965-66. A special achievement

award was presented to the Auxiliary of

the Chattanooga and Hamilton County So-

ciety for the largest donation in its mem-
bership category. The Tennessee Auxiliary

made the greatest contribution of any state

group in the 1,000 to 1,500 membership cate-

gory—$21,881.11. Only two other states,

California and Ohio, exceeded this amount,
and these states are included in the 3,000

member category.

The presentations were made during the

43rd Annual Convention of the Woman’s
Auxiliary to the American Medical Associa-

tion in Chicago, June 26-30.

*
Mrs. Erie E. Wilkinson of Nashville was

elected to a second term as Southern re-

gional vice president of the Woman’s Auxi-
liary to the American Medical Association.

Mrs. Wilkinson has served as president of

the County and State Auxiliary; and from
1962-65, she was national chairman of the

Auxiliary’s AMA Education and Research

Foundation Committee. Under her direc-

tion, the physicians’ wives raised more than

$1 million for medical school grants and
loans to medical students, interns and resi-

dents.

PERSONAL NEWS

Dr. Crawford W. Adams, Nashville, was elected

Chairman of the Section of Diseases of the Chest

of the American Medical Association at the recent

AMA meeting in Chicago.

Dr. William C. McAfee, Jackson, is associated

with the Jackson Clinic in the practice of derma-
tology.

Dr. John D. Lay, Savannah, has been elected to

active membership in the American Academy of

General Practice.

Dr. Glenn E. Horton, Memphis, was moderator

of two Workshops at the recent meetings of the

American College of Allergists held in Chicago.

Dr. Horton appeared on another Workshop where
he presented a paper on a practical instrument in

evaluating the patient with respiratory allergy.

During the regular lecture section, he presented a

paper on Lactose Intolerance which was co-au-

thored with Dr. Lawrence Wruble of Memphis.
Dr. Frank E. Whitacre, retiring professor of ob-

stetrics and gynecology at Vanderbilt University
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and head of the department of obstetrics and
gynecology at Nashville General Hospital, was hon-

ored by persons who had served under him at a

dinner on June 18th at Hillwood Country Club.

Dr. Whitacre, who was presented with a gift by
his former residents from the University of Ten-

nessee College of Medicine, Vanderbilt Universi-

ty and Nashville General Hospital, will remain as

professor emeritus of obstetrics and gynecology at

Vanderbilt University.

Dr. John F. Cason, formerly of Murfreesboro,

has moved to Byrdstown to open his office for the

practice of medicine.

The West Tennessee Heart Association, at its

Eighth Annual Membership Meeting, elected Dr.

William B. Acree of Ridgely as President for

1966-67.

Dr. R. H. Hutcheson, Jr. has recently accepted

the position of director of maternal and child

health, Tennessee Department of Public Health.

He succeeds the late Dr. M. F. Brown.
Dr. Thomas F. Frist, Nashville, was guest

speaker at a meeting of the Dickson Kiwanis

Club on June 27th.

Dr. Walter C. Beahm, Knoxville, was elected

president of the Tennessee Valley Academy of

General Practice, succeeding Dr. Harry Ogden,

also of Knoxville.

Dr. Joe Henderson, Maryville, was named vice-

president, and Dr. Fred Furr, Knoxville, secre-

tary-treasurer.

Dr. Robert L. Harrington, Donelson, has joined

the staff of Drs. Kerr, Moore and King in Dyers-

burg. Dr. Harrington will practice obstetrics and
gynecology with Dr. Elton King.

Dr. M. D. Ingram, Gibson County Health Direc-

tor, has been honored for his outstanding success

in the county during his career of 39 years. Dr.

Ingram was named “Co-Worker of the Year” by
the Public Health Workers Council, made up of

20 West Tennessee Counties.

Dr. Billy C. Nesbett, formerly of Crossville, has

opened his office for the practice of pediatrics and
general practice in Celina.

Dr. Howard C. Pomeroy, Old Hickory, has been
elected president of the medical staff at Madison
Hospital.

Dr. Wm. K. Owen, Pulaski, participated in a

seminar at Central State Hospital in Nashville on

May 26th. His subject was “The Family Physi-

cian and After Care—How Can the State Hospital

Contribute More to the Success of this Problem?”

Dr. James H. Donnell, formerly of Ripley, has

moved to Alamo to practice at the Alamo Clinic,

the former Prather Clinic.

Dr. Donald W. Bales, Kingsport, has been in-

ducted into Fellowship in the American College

of Physicians.

The Tennessee Valley Lions Sight Service Asso-

ciation honored Dr. William P. Gollihar, Chatta-

nooga, for his sight conservation work, at the

monthly meeting of the Lions organization on

June 2nd.

Dr. William V. Ginn, Jr., formerly of Memphis,

has opened his office for the practice of medicine
in Union City.

Dr. Donald A. Goss has been appointed chair-

man of Vanderbilt University medical school’s de-

partment of obstetrics and gynecology.

Dr. Walter K. Hoffman, associate professor at

the University of Tennessee College of Medicine,

was guest speaker at a recent meeting of the

Memphis Rotary Club.

Calendar of Meetings, 1966

Sept. 26-27

Oct. 12-13

Nov. 9-11

State

Tennessee Valley Medical As-
sembly, Tivoli Theater, Chatta-

nooga
Second Annual Tennessee Men-
tal Illness & Health Congress,

Hotel Hermitage, Nashville

Tennessee Academy of General
Practice, 18th Annual Scientific

Assembly and Congress of Del-

egates, Gatlinburg Auditorium,

Gatlinburg

Sept. 8-10

Sept. 16-24

Sept. 17-23

Sept. 29-Oct. 2

Oct. 1-5

Oct. 1-7

Oct. 2-7

Oct. 10-13

Oct. 10-14

Oct. 13-15

Oct. 15-16

National!

American Association of Ob-
stetricians and Gynecologists,

The Homestead, Hot Springs,

Va.

American Society of Clinical

Pathologists, Washington Hil-

ton Hotel, Washington, D. C.

College of American Patholo-

gists, Washington Hilton Hotel,

Washington, D. C.

American Medical Writers’ As-
sociation, Annual Meeting,

Waldorf Astoria, New York
City

American Society of Anesthe-

siologists, Sheraton Hotel, Phil-

adelphia

Annual Otolaryngologic Assem-
bly of 1966, New Illinois Eye
and Ear Infirmary at the Medi-
cal Center, Chicago

American Society of Plastic

and Reconstructive Surgeons,

Inc., Flamingo Hotel, Las Veg-
as, Nev.

American Academy of General

Practice, War Memorial Audi-
torium, Boston

American College of Surgeons,

Fairmont Hotel, San Francisco

Association of American Physi-

cians and Surgeons, Disneyland

Hotel, Anaheim, Calif.

American Association of
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occurring in about 1 of 4 patients.
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coma, urethral or ureteral spasm, recent myocardial infarction, severe coronary heart disease and epilepsy.

Should not be given within two weeks of an MAO inhibitor. Safety in human pregnancy has not been
established. Adverse Effects: Usually mild, may include: dry mouth, constipation, dizziness, palpitation,

delayed urination, “bad taste", sensory illusion, tinnitus, agitation and stimulation, sweating, drowsiness,
headache, orthostatic hypotension, flushing, nausea, cramps, weakness, blurred vision and mydriasis,

rash, allergy, transient eosinophilia, granulopenia, altered liver function, ataxia and extrapyramidal signs.

Supplied: Norpramin (desipramine hydrochloride) tablets of 25 mg., in bottles of 50, 500 and 1000.
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Ophthalmology, Palmer House,

Chicago

Oct. 16-21 American Academy of
Ophthalmology & Otolaryngol-

ogy, Palmer House, Chicago

Oct. 17-20 American Academy of Neuro-
logical Surgery, San Francisco

Oct. 17-22 Congress of Neurological Sur-

geons, Americana Hotel, San
Juan, P. R.

Oct. 21-25 Association of American Medi-
cal Colleges, San Francisco Hil-

ton Hotel, San Francisco

Oct. 22-27 American Academy of Pediat-

rics, Palmer House, Chicago

Oct. 23-26 American College of Gastro-

enterology, Bellevue - Stratford

Hotel, Philadelphia

Nov. 2-3 American College of Preven-
tive Medicine, San Francisco

Hilton, San Francisco

Nov. 3-5 Southeastern Chapter, Society

of Nuclear Medicine, Durham,
North Carolina

Nov. 26-27 American College of Chest

Physicians, Flamingo Hotel,

Las Vegas, Nevada
Nov. 27-30 American Medical Association,

Las Vegas, Nevada
Dec. 2-7 American Academy of Derma-

tology, Palmer House, Chicago
Dec. 5-7 Southern Surgical Association,

the Homestead, Hot Springs, Va.

Second Tennessee Congress
on Mental Illness and Health

The Second Tennessee Congress on Mental Ill-

ness and Health, sponsored by the Tennessee
Medical Association, the Tennessee Mental Health

Association, and the Woman’s Auxiliary to the

Tennessee Medical Association, will be held in

Nashville on October 12-13 at the Hermitage Ho-
tel. The program is designed to present informa-

tion about such pertinent topics as emotional fac-

tors in disease, the psychiatric emergency, psy-

chotherapy by the physician, religion and health,

the emotional problems of children, mental retar-

dation, community mental health services, and
others. All physicians are invited and urged to at-

tend.

Disability Section Meets With
County Societies

Dr. James C. Gardner, Administrative Medical

Consultant for the Tennessee Disability Determi-
nation Section, reports that for the past four

months, agency personnel and staff physicians

have been responding to invitations to speak at

county society meetings. These requests come as

a result of correspondence sent by Dr. Gardner to

the president and secretary of each society in the

state. The representatives and doctors from the

agency provide a program designed to familiarize

Tennessee physicians with the process of adjudi-

cating claims for Social Security disability

benefits and to give opportunity for questions, crit-

icisms and suggestions. Also, these meetings

have served to explain recent changes in the disa-

bility law. Dr. Gardner reports that the interest

and response throughout the state has been excel-

lent. In the brief time that this program has been
available, it has been presented to more than

fourteen societies representing over thirty-two

counties. The fall schedule is now being prepared

and arrangements can be made by writing to: Dr.

James C. Gardner, 1808 West End Avenue, Sev-
enth Floor, Nashville, Tennessee 37203.

American Academy of Pediatrics

A diverse scientific program featuring discus-

sion of such timely subjects as growth hormone
and disorders of growth, intrauterine growth re-

tardation, and clinical trial of live attenuated re-

bella virus vaccine, 26 round table discussions in-

cluding 3 Spanish, 11 seminars, and a host of so-

cial activities will highlight the 35th annual meet-
ing of the American Academy of Pediatrics in

Chicago, October 22-27. More than 4,500 pedi-

atricians, their families and guests, are expected

to attend in the Palmer House Hotel.

The meeting is open to physicians who are not

pediatricians. Registration fees are $16 for Acade-
my members, applicants to the Academy, appli-

cants to the American Board of Pediatrics, non-
members out of school less than five years, and
physicians in the Armed Forces. Registration fee

for non-member physicians out of school more
than five years is $50.

Interested physicians may write the American
Academy of Pediatrics, 1801 Hinman Avenue,
Evanston, Illinois 60204, for a preliminary pro-

gram and housing and registration forms.

Intensive Coronary Care Nursing

A course in intensive coronary care nursing

will be given at Baptist Hospital, Nashville, be-

ginning October 31st. The course, supported by
the Public Health Service and the Middle Tennes-

see Heart Association, will be Open to any gradu-

ate nurse in Tennessee, with a limit of two nurses

from any one hospital.

The first week of the course will consist of lec-

tures on the anatomy and physiology of the heart

and on arrythmias, including their electrocardio-

graphic recognition. The second week will con-

sist of lectures on coronary artery disease,

myocardial infarction and its complications, fur-

ther instruction in electrocardiographic interpre-

tation, and the use of the various monitors and
defibrillators used in coronary care units. Individ-

ual instruction and demonstration will be an inte-

gral part of the course.

Later, a third week will be spent gaining prac-

tical experience in a coronary care unit. For fur-

ther information, write to the Director, Coronary

Care Unit, Baptist Hospital, Nashville, Tennessee.
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Anorexia nervosa is a baffling clinical problem for the practitioner. The psychodynamics which
may be involved are described in this case report of anorexia nervosa in a child.

Pre-Pubertal Anorexia Nervosa*
KENT KYGER, M.D,f Nashville, Tenn.

Introduction and Definition

Anorexia nervosa is the main psychiatric

killer of children in infancy and adoles-

cence. Indeed Blitzer and associates 1 be-

lieves it is the only one. In the nomencla-

ture of the American Psychiatric Associa-

tion it is a psychophysiologic gastrointesti-

nal reaction consisting of the triad of

anorexia, emaciation, and amenorrhea. A
good diagnostic criterion is at least a 20%
loss of weight. It is not a disease entity

but a syndrome. It is a psychosomatic com-
plex, a later manifestation of serious, illness

in a seriously disturbed child with a varie-

ty of unmet needs. The name is a misnom-
er since food restriction initially is volun-

tary and not due to loss of appetite. True
anorexia occurs; later and is apparently

secondary to starvation. Anorexia in an

adolescent is a more serious disorder than it

is in a younger child where it is less an ill-

ness and more a form of opposition to par-

ental domination.

The purpose of this paper is to review

the literature and present a patient’s histo-

ry, which illustrates the many complexities

of the condition.

Review of the Literature

Morton first wrote of the subject in 1694

as a “nervous consumption.” Apparently
the first case in this country was the

daughter of Captain Miles Standish! Sir

William Gull2 named the syndrome in his

1874 paper describing amenorrhea, brady-

cardia, constipation, remarkable and cease-

* Read at the meeting of the Tennessee District

Branch American Psychiatric Association, April

19, 1966, Gatlinburg, Tenn.

t From the Department of Psychiatry, Vander-
bilt University School of Medicine, Nashville,

Tenn.

less activity despite extreme emaciation, oc-

curring more frequently in females. He as-

cribed it to a “perversion of the ego.”

Since then many papers have appeared on

the condition in adults, but few have fo-

cused on children and adolescents. Blitzer

and collaborators 1 and Falstein and asso-

ciates3 both made excellent surveys of the

literature and bibliographic compilations.

The Syndrome

The following hypothetical case typifies

the syndrome. The patient would be a pu-

beral girl with a long history of eating

difficulties:

(1) Feeding disturbances in infancy and
childhood.

(2) An alternation of bulemia and mild

starvation preceding clinical onset.

(3) Often an onset as a “diet” related to

puberal self-consciousness, or to competitive

situations beyond her coping capacity.

(4) Conflicts with the parents over food,

weight, and eating in a family which has

overinvested eating with cultural symbol-

ism.

The precipitating event is nonspecific but

may be related to loss of real or fantasied

love object. After its clinical onset, the pa-

tient is preoccupied with food, selects low

calorie foods when forced to eat, seeks vi-

carious satisfaction from fixing and feeding

food to others, and may secretly force her-

self to vomit after meals. The seriousness

of the emaciation and the illness itself is

strongly denied by her, even when her

“Auschwitz appearance” alarms those about

her. She shows considerable skill in con-

trolling and manipulating all persons in-

volved in her care, playing them one

against another, and generally defeating
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the therapeutic regimen. Often she will

make a quick transitory weight gain and
flight into health to escape therapy. She is

an immature girl with many compulsive

and hysterical traits. She is overly con-

cerned and anxious about menstrual and
sexual matters. When examined her vary-

ing clinical findings will be found to relate

solely to the duration and degree of starva-

tion. Her only endocrine disturbance is

gonadal failure due to gonadotropic in-

sufficiency; she will have no evidence of

primary thyroid or adrenocortical insuf-

ficency.

Etiology and Dynamics

(1)

General Psychological Aspects. In

Kay and Leigh’s 4 cases they found that

50% had obsessional traits. Fenichel 5 said

anorexia nervosa occurred in: (1) hysteria,

as a fear of oral impregnation; (2) compul-

sive neurosis, as an ascetic reaction forma-

tion; (3) depressions, as an effect equiv-

alent; (4) schizophrenia, as a symbolic re-

fusal of contact with the world; (5) organ

neurosis; (6) a developmental ego distur-

bance in an orally fixated individual. Les-

ser and associates0 considered the syn-

drome to be a reversion to an infantile

method of passive hostile control. Blitzer

and collaborators 1 stated that the connec-

tion with food becomes apparent only in

the context of the individual child’s and his

family’s myths and fantasies. In the chil-

dren he found: bizarre fantasies of animis-

tic food ideas; delusions of foods as poisons;

fears of oral impregnation; ideas of gastric

pregnancy and anal birth; orally aggressive

and sometimes cannibalistic impulses; equa-

tion of not eating with maintaining a life-

long childlike dependent status. He thought

the defense mechanism of isolation of affect

made it possible for these ideas to be acces-

sible to awareness (rather than a more psy-

chotic process?). A “non-classical” depres-

sion was manifested in most of his cases,

though it was not an exclusive cause.

There was a deeper regression than that

seen in other psychic and physical disor-

ders of equal severity. In the parents he

found the following to be common: severe

ambivalence toward the child; unconven-

tional ideas about food and eating; power

struggles with the child using food as the

battleground; overweight; sexual miscon-
ceptions and problems; early use of feeding

as compensation for unconscious rejection.

As illustration of its many meanings Fal-

stein and associates3 said: “Food may sym-
bolize the breast, genitals, feces, poison,

parent or sibling. Eating may be equated
with gratification, impregnation, inter-

course, performance, pleasing mother, grow-
ing or it may represent destroying, en-

gulfing, killing, castrating, or cannibalism.”

(2) Psychologic Aspects in Boys. Boys
comprised 20% of Kay and Leigh’s4 cases

where they found the syndrome to be an
expression of “bowel hypochondriasis,” ob-

sessive-compulsive states, or of a depres-

sion. Falstein’s 4
4 pre-pubertal boys all had

a strong hostile feminine identification with
the mother, based on a food-oriented imita-

tive relationship with her. Though this de-

fense had individual meaning, Falstein

found in all patients ambivalent mothers
who compensated for this unconscious re-

jection and death wishes with over-feeding

and indulging their sons. Later they ac-

tively pushed dieting in these obese boys at

puberty. Fearing growth and masculinity,

and wishing to remain in an infantile de-

pendence, the boys began then to conscious-

ly starve. The mothers, panicked by the

results, themselves regressed to earlier

forced feeding patterns. Now it became a

struggle for supremacy. The boy retaliated

with oral and anal sadism. Unconsciously

he wanted to “starve out and kill the incor-

porated mother,” to “kill and remove the

female fat.”

(3) Psychosomatic Aspects in Girls.

There is some uncertainty about the endo-

crine-nutritional relationships. For in-

stance the amenorrhea does not seem (in

post-menarche patients) to have a simple

direct relation to the starvation. Frequently

amenorrhea precedes clinical malnutrition

(due then to a complex psychophysiologic

process?). Cyclic hormonal function is of-

ten not re-established for some time, occa-

sionally never, after correction of the mal-

nutrition (due to permanent endocrine nu-

tritional damage?). Russell 7 for one hy-

pothesizes a dysfunction of the ventrolater-

al nucleus of the hypothalamus (which

then serves as a predisposing factor in the
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selection of this particular syndrome in any

given case?)

.

(4) Summary. In general one may say

that the syndrome is a defense against

growing up and assuming an adult sexual

role in a variety of psychic disorders. Kay
and Leigh 4 put it well when they said:

“There is no neurosis specific to anorexia

nervosa, and no specific anorexia nervosa.”

Perhaps some of the differences are due to

the level of regression at which the patient

is first seen, and/or to the level of depth

psychotherapy is taken.

Treatment

Though many kinds of treatment have
been suggested and tried, most authors now
recommend psychiatric-milieu in-patient

treatment, with concurrent psychotherapy

of some kind for both patient and parents.

In the child massive denial and disturbed

object relations often interferes with form-

ing a therapeutic alliance. Most agree that

the child must be separated from its par-

ents and treated in the hospital at least ini-

tially. It is important to institute supportive

nutritional measures before malnutrition

causes permanent irreversible damage to

the body. Blitzer 1 for instance believes

more deaths could be prevented if tube

feedings were started earlier. However,
treatment with anabolic agents, nutritive

supplement, and hormones fails eventually

except as adjuncts to psychotherapy. 8

Outcome. In their 38 cases Kay and
Leigh 4 reported a doubtful prognosis for

cure and a 15% mortality. Falstein’s3 re-

sults were not encouraging:—of his 4 boys

2 terminated their clinical course early and
2 relapsed. Lesser and associates0 reported

15 girls, ages 10 to 16 years with a weight

loss of 10 to 40 pounds. The resulting “so-

cial adjustments” were good in 7 of 8 “pri-

marily hysteric” patients, 3 fair and 1 poor

in the 4 “primarily obsessive-compulsive”

patients and 2 fair and 1 poor in the 3 “pri-

marily schizoids.” Of Blitzer’s 1 15 cases

(12 girls) 9 “recovered,” 4 showed “slight

improvement,” and 1 died of starvation.

Again the “hysterical” patients fared best,

all 6 recovered. When it occurs, death is

due to starvation; suicide by other means is

rare. Many cases go on through life as

chronic anorexics, their endocrine and car-

diocirculatory systems functioning efficient-

ly at low levels.

Case Report

The case to be presented is in many ways
classical but the patient had unusual capac-

ity for psychotherapeutic work.
History from Parents. The patient was an 11

year old girl whose parents interrupted high

school to marry as teenagers, supposedly partly

because of loneliness from a mutual parental loss.

The patient was the first child. She was born
“prematurely” at 7 months at a birth weight of 5

lbs. 13 ozs. (a cause of the early marriage?). Still

she was isolated a week or so in an incubator.

She was bottle-fed since the mother was “ad-

vised” against nursing because of the “prematuri-

ty.” The patient was a poor feeder, too “slow

and sleepy”, and had vomiting for several weeks.

There were many formula changes as she lost

weight down to 5 lbs. Development was normal
otherwise. The patient “weaned herself” at 9

months.

When she was subjected to both the birth of

her sibling and toilet training at one year of age

she rebelled and training was postponed until she

was 19 months old. When the patient was 2

years of age the mother returned to high school,

and at 3 to teaching special classes (working days

and many nights). The father also returned to

school about this time. The children were kept

by a combination of nursery school, the paternal

grandmother, and the father while studying. The
patient heartily disliked all this. She was put into

one of her mother’s courses; she rebelled and

quit, despite her mother’s pleadings. At about

age 3 or 4 she was caught playing at taking “rec-

tal temperatures” with her brother. At this time

it was found that she had a vaginal discharge

which required medical treatment. At 4 and 5

years she was returned to her mother’s course

and was sent to kindergarten (both of which she

disliked). At 6 she started school, doing well

with grades, peers, and teachers until the present

illness. She resisted the taking of rectal tempera-

tures when a tonsillectomy was done at age 6

years.

Tomboyish activities were suppressed by the

mother and the brother at about 9 years. The pa-

tient then turned to housekeeping activities, as-

suming maternal behavior toward her family. The
mother tried to treat her like a “sister.” The
parents thought the patient had felt she was com-
pared to, and in competition with the brother,

whom they saw as “smarter, bigger, calmer, easi-

er-going, older-looking, and probably superior”

(and probably preferred). The patient was
called a “pest” about neatness, cleanliness, order-

liness, collecting and church activities. Two years

before admission the maternal grandfather died;

he had given some medical care to the patient.

The patient showed little reaction, but peculiarly

avoided the funeral. She was told her periods

were about to start 18 months before admission
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when she was seen for a “prepubertal vaginal

discharge.” It upset her greatly to hear of anoth-

er girl’s exposing herself at school, of illegitimate

pregnancies, or reports of rape. After a summer
camp, where there was much menstrual talk, she

grew less confidential with her mother, but asked

so many questions that she was taken to a doctor

for a “sex talk.” A girl friend teased her slightly

about being fat. A friend started her periods and
the patient thought that made her fat. The
teacher “rode” the “fatties” in the class to reduce

and to avoid fatty foods at menarche. The patient’s

estimated maximum weight was 65 pounds; she

had never been fat. She became bashful, less

sociable, nervous, and easily tearful. Restless

sleep and frequent nocturia were noticed (she

shared a room with her one-year younger brother

until 4 months before admission). She seemed
to have more energy and exercised excessively

and secretly. Pushing, neglect, cajolery—every-

thing made her starvation worse. She tried to

eat now, but it caused stomach pains.

Eight months prior to admission, when the pa-

tient had lost 10 pounds, physical checkup at a

local hospital was reported to be normal. Weight
loss continued. Six months before admission she

had a thorough study at a university hospital.

Again no physical disease was found. Relevantly

or irrelevantly, while in the hospital, she had
gained 2 to 3 pounds and had more sex lectures.

The family moved to another city 4 months be-

fore admission, and the move was followed by

further loss of weight. After a trial of out-pa-

tient psychotherapy and tranquilizers proved un-

successful in halting her illness, the patient was
hospitalized in a psychiatric unit where she was
first seen by me.

Examination. Upon admission she presented

as an emaciated, sallow colored, hollow-cheeked,

frightened little girl. Physical examination by

the pediatric staff revealed a B.P. of 90/60, P. of

80, T. 98.4, R. 16. Admission weight was 52 lbs.

(at the 7 to IVi year old level); the height was of

age 10 years with chronologic age of 11 years, 11

months. She had a furuncle on the nose. There

was extreme malnutrition.

Laboratory Studies. There was a normal uri-

nalysis, W.B.C. count of 5300 with 51 P.M.N., 32

lymphocytes, 9 monocytes, 5 P.M.E., and 3 P.M.B.

The VDRL was non-reactive and skin tests with

OT. and histoplasmin were negative. The Hgb.

was 11.5 GM. The chest x-ray was normal.

The consulting pediatric endocrinologist found

early minimal puberal changes in the breast and
in the vaginal epithelium. No primary endocrine

disorder was found. In his opinion only second-

ary hypopituitarism and arrest of early minimal
puberal sexual maturation was present because of

malnutrition.

Psychologic testing revealed: (1) a WISC full

scale I.Q. of 114; and (2) on projectives: “a very

inhibited girl, with no release of fantasy or

aggression; much bodily concern; strong opposi-

tional qualities; self-denial used to punish others;

some withdrawal and depersonalization but no
psychotic process; a notably absent relationship

with the father but a very important one with

the mother, who was seen as having all authority

and supplies; use of the symptom as also an ap-

peal for help, attention, and nurturance.

Hospital Course. In the first 3 weeks of hospi-

talization her weight fell 3 more pounds. Because
of this, treatment with insulin 10 units, t.i.d., and
thioridiazine (Mellaril), 25 mg., q.i.d. were given,

raising the weight to 69 pounds by 8 weeks after

admission. Medication was stopped and the

weight was stable for 4 weeks. Insulin 5 units,

t.i.d. was then given for an additional 5 weeks
and her weight rose to 75 pounds. She has re-

mained at this normal weight since. Insulin was
resisted subtly and was used as a minor battle-

ground with her therapist. She had several mild

insulin reactions. School and ward behavior

were good, perhaps too good, and she phobicly

avoided all conversation involving profanity, sex-

uality or menstruation. Substitute satisfaction in

fixing and feeding food to others was prominent,

as was her excessive exercising. However, she

slowly developed a rather typical pattern of teen-

age interests and behavior.

Discussion of Therapy

In this case the therapy might best be

covered in an excerpted form as it emerged
in the treatment itself and as seen by the

patient. It can conveniently be divided

into four stages.

The first was denial. In this phase she

stated or implied that all her problems

were now solved since she had sexual en-

lightenment. She had no difficulties, no wor-

ries, indeed no significant feelings about

anybody or anything! Now she could eat at

home—on her own. Some of the superficial

sexual formulas which she had learned on

previous hospitalizations were mouthed,

and that should satisfy any psychiatrist!

If, in an off-guard moment, a sensitive sub-

ject slipped in, the whole trend could be

blocked by suddenly turning on a torrent

of tears.

As the therapeutic relationship devel-

oped, the second stage of “confession” and

objective self-observation began—first of

her symptoms, then of her fantasies. Grad-

ually her generalized inhibition of all her

impulses and feelings were seen—not just

of eating, but of sexual, aggressive, con-

structive, and competitive nature. Compul-

sions emerged,—such as the need to apolo-

gize repeatedly after small or imagined

offenses, to exercise violently after eating,
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that everything was characterized as

“wrong” or “not wrong,” etc. She admitted

knowledge of nutrition; low calorie foods

were picked when she felt absolutely

forced to eat something. She told that in

the past she had approached the table

wanting to eat, but something she did not

understand stopped her. “You’re hungry,

but you feel food is disgusting and dirty

(feces?). To eat?—well that meant to grow,

to grow up and get fat. Fat people look

pregnant and are people who can’t control

themselves. To grow up means to have peri-

ods, sex relations, a baby, and to leave

mother. Periods are messy; they come from
an egg bursting in some blood cells. When
periods start a boy’s sexual desire for you,

and yours for him increases beyond control.

You can’t resist, so you become loose and
wild, get pregnant, and forced into a bad
early marriage. Mother says early mar-

riage is bad, but you can’t have sex until

you’re married—that’s not fair because

mother did and does both herself. Being

skinny protects you, it makes you sexually

unattractive. Mother pushes maturity, but

you’re afraid; it’s safer to stop growing, to

stay a child at home with mother. Having
sex relations is harmful, dirty, and maybe
poisoning because it consists of urinating on

each other. It’s bad and dangerous to be

wild, but you secretly envy and admire

girls you hear about that are brave enough
to do exciting things in spite of the possible

consequences. Being raped is a constant

worry, but there’s not much real danger of

that. What you really fear is that you get

excited, not resist, lose control, and give in.

Strong feelings are what are really danger-

ous. Eggs are not only babies, so shouldn’t

be eaten, but also they may grow inside of

you—besides it’s an egg that starts a peri-

od. Somehow a portion of any food is that

way; if you don’t eat the whole portion it

has no power of growth inside you because

it’s not intact. I used to be careful eating

watermelon, if you swallowed a seed I

thought it would grow inside. Mother, the

doctor and the teacher lectured me on cor-

rect sexual information; I know what is

correct—yet I can’t help feeling it’s these

other ways. It still seems like babies prob-

ably get out through the rectum. If you had

a baby inside of you, and you didn’t eat, it

wouldn’t grow. There wouldn’t be any

trouble then.”

In the third stage . the most difficult for

her, she recovered traumatic events and
feelings associated with them. She recalled

the sexual play with her brother and how
she had sought it for the intense pleasure

associated with it. After this was sup-

pressed by the mother she carried it on

alone at night—playing at undressing for

an examination by her brother or a “doc-

tor” and gaining erotic pleasure from fan-

tasied manipulations. She continued this

until age 8 or 9. At puberty she feared

somehow the desire for this play with her

brother would return, and then with a pos-

sible danger of pregnancy. In some ways
she feared it may have already made her

pregnant. She remembered erotic pleasure

from stooling itself, and it seemed she pre-

tended the stools were babies. Constipation

from starvation put an end to the babies

coming out and also kept her from losing

any that might be inside. Though she

could not quite bring herself to think that

her conception caused her parent’s early

marriage, and was therefore a basis for re-

jection, she did feel she had initially been

an untimely and unwelcomed burden.

“They had to finish school to support a fam-

ily.” At the same time her presence made
their working their way through longer

and harder. Her needs as a child weren’t

satisfied, so she was not ready to move on.

She saw the absence of her working par-

ents as a rejection of her, especially by the

mother. She thought her mother preferred

the children in her classes, and her brother.

(The rejection pattern seemed set at birth,

and repeated at her brother’s birth and

when her mother went to work.) She began

to see that in turn she herself rebelled

against and rejected her mother. She un-

covered a terrible anger felt toward her

mother. She rejected her mother’s classes,

food, sexual information and precepts, de-

sire for her to quickly mature, accept wom-
anhood, and be more a sister and less a

daughter. Finally, by going to the hospital

she left the mother when the latter quit

work and returned home full-time, as the

mother had left her earlier. Simultaneously

both were punished by the symptom. She

saw it upset her mother more and more:
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“Mother had more headaches and took more
and more aspirin and nerve pills.” Her
angry parents used punitive methods to

make her eat. They argued among them-

selves about her eating: “Father blamed
mother and her working.” She knew her

father had a violent temper; he had phys-

ically attacked the mother in the past. She

worried about a divorce because of this.

So, in a peculiar way she felt her symptom
might anger the father in attacking the

mother, and yet simultaneously deflect the

parent’s anger from each other to her and

thereby save the marriage!

Since she felt inferior to both the mother

and the brother, she tried to find ways to

surpass them. Attention from the family

was; sought in boyish ways, but it was not

effective and it was eventually suppressed.

Concentration on academic achievement

and involvement in maternal duties were

turned to without success. She felt she did

as poorly in her mother’s role as she had in

her brother’s. Yet she simultaneously

feared doing too well in the mother’s role

—

that might result in displacing the mother,

becoming sexually more attractive to the

father, and stimulating a jealous murderous

rage in the mother. She was a “poor boy”

and a “poor girl.” Her illness on the other

hand provided attention, solicitude, and de-

pendency gratification. The weight loss

also made her seem to herself to be the

younger sibling, the asexual baby. In some

ways she was in control of the family. Even

so, their pressuring and the “whole mess”

made her wish she were dead.

The fourth and final stage was that of re-

construction and reorientation. As things

were worked through, she became a viva-

cious outgoing “normal” teenager. She re-

gretted that her illness would delay her

menarche and put her behind her age

group. “Growing up was not all facing dan-

gers, there was also more fun and things

you got to do.” She was missing a lot of

activities that her friends were engaged in

back home; she was missing life. All her

problems had to be worked out thoroughly

in therapy so they wouldn’t return to “in-

terrupt” her life again. We felt her insight

was made secure in this stage.

Summary
The literature on pubertal anorexia ner-

vosa has been reviewed. Such a case has

been presented in which the meaning and
purpose of the symptom seemed to be: (1)

Part of the suppression of all “dangerous”

impulses; (2) Phobic avoidance of food be-

cause of,— (a) hysterical fantasies of oral

impregnation and animistic conceptions of

food; and (b) an anal equation of food,

feces, and babies—as well as persisting fan-

tasies of anal (cloacal?) birth; (3) Defen-

sive halting of maturation to avoid, (a)

adult sexuality problems and attending

identification and competition with the

mother; and (b) to cling to childhood, and

unmet dependency needs; (4) A counter-re-

jecting indirect expression of anger at the

mother; (5) A simultaneous punishing of

mother and patient; and (6) Various second-

ary gains of attention and environmental

control.

Beside her return to her own home and

public school, discharge plans included con-

tinuing in occasional outpatient therapy un-

til puberty is completed and the stability of

her improvement is assured. Members of

her family improved a great deal through

casework, and because of the ending of

their chronic fatigue and stress from long

years of overwork and financial strain

when the father finally graduated from

school. Then with the father going to work
and the mother quitting work and return-

ing to the home full time, the whole family

pattern became happier and more normal.
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The author describes the pathophysiology of this congenital condition and emphasizes adequate treat-

ment quite promptly.

Goniotomy in Congenital Glaucoma*

J. WESLEY McKINNEY, Memphis, Tenn.

Congenital glaucoma is a rare disease of

infants which rapidly produces permanent

impairment of vision. Thus the diagnosis

and early treatment is extremely important

to the affected patient who has a whole life

ahead of him. Ophthalmology owes a debt

of gratitude to Dr. Otto Barkan 1 for having

reintroduced and perfected the operation of

goniotomy, first proposed by de Vincentiis2

in 1893. By this operation the cause of the

hypertension is attacked directly with a

minimum of trauma to the remainder of the

eye. This report is based on 50 cases oper-

ated upon for congenital glaucoma between

the years 1943-1964.

Pathogenesis

The pathologic picture plus the normali-

zation of intraocular pressure by goniotomy

demonstrates conclusively that the cause of

congenital glaucoma is an obstruction to the

outflow of aqueous into the canal of

Schlemm. It is believed that in rare cases

there may be a congenital absence of the

canal of Schlemm.
Gonioscopic examination reveals an an-

terior chamber angle which appears to be

filled with a gray or grayish yellow tissue.

(Fig. 1.) The last roll of the iris is pulled

Fig. 1. Typical gonioscopic picture of the angle

of anterior chamber in congenital glaucoma.

*Read before the meeting of the Tennessee

Academy of Ophthalmology and Otolaryngology,

April 19, 1966, Gatlinburg, Tenn.

fFrom the Department of Ophthalmology, Uni-

versity of Tennessee, College of Medicine, Mem-
phis, Tenn.

forward toward Schwalbe’s line and has an

irregularly serrated appearance. In some
cases the iris processes are very prominent.

Barkan, 1 judging by the gonioscopic ap-

pearance, stated that the cause of congeni-

tal glaucoma was a persistence of mesen-

chymatous tissue in the angle of the anter-

Fig. 2. Pathologic sections in eyes affected with

early congenital glaucoma. The sections indicate

clearly the surgical necessity of the cases.

ior chamber which prevented access of

aqueous to the corneoscleral trabeculum

and canal of Schlemm. Later microscopic

studies carried out by Allen, Burian and

Braley,3 Shaffer 4 and Maumenee5 demon-
strated that the real cause of the obstruc-

tion was a failure of the iris and ciliary to

separate from the corneoscleral trabeculum.

Unfortunately there have been only a few
eyes available for pathologic examination

in the early stages of the hypertension, i.e.,

free of secondary changes which hide the

basic condition. In every eye examined as

a consequence of the unexpected death of

the child, in complete separation of the iris

and ciliary body from the corneoscleral tra-

beculum has been observed. In some cases

only the anterior half of the trabeculum

has been exposed to aqueous leaving the

posterior part of the angle closed. In other

cases delicate sheets of tissue separated by

spaces are seen filling the angle. These an-

gles resemble the angles of animals. The in-

terior layer of these later cases undoubted-

ly corresponds to the membrane and iris
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Fig. 3. Diagrams showing (A) rotation of the

right eye with goniotomy knife in place; (B) ro-

tation of left eye with goniotomy knife in place.

processes seen between the iris and

Schwalbe’s line by gonioscopy.

Physiopathology

Considering the pathological physiology

of the filtration angle it is evident that the

pathogenic conditions of congenital glauco-

ma have existed since birth. Usually, how-
ever, the symptoms do not begin until sev-

eral months later. Moreover, the level of

the intraocular pressure is not found to be

high in most cases despite the fact that the

eye shows enlargement and clouding of the

cornea.

It is supposed, then, that the obstruction

to aqueous outflow is not complete and that

the production of aqueous is deficient be-

fore the onset of hypertension. As the pro-

duction of aqueous increases the tension

rises as a consequence of limited accessibili-

ty of aqueous to the trabeculum.

Goniotomy

Neither medical treatment nor the var-

ious antiglaucoma operations used in the

adult have been successful in the child. On
the other hand, goniotomy has served to

normalize the tension in a large majority of

the cases of congenital glaucoma. The in-

complete opening of the filtration angle dic-

tates the operation, the object of which is

to complete the separation of the iris and

ciliary body from the corneoscleral trabecu-

lum. It is remarkable that in most cases it is

necessary to open only a sector of the angle

to normalize the tension. In a few cases it

is necessary to open a second sector and
rarely a third or fourth.

Technic

The present technic of goniotomy is

essentially that developed by Barkan. 1 The
special instruments needed are the surgical

contact lens and goniotomy knife, a binocu-

lar loupe and focal light. The loupe plus

contact lens yields a magnification of about

4 diameters which is sufficient for the ma-
neuvers of the operation. Some operators

prefer the operating microscope instead of

the loupe. On the other hand in many
cases the angle is seen better with the low-

er magnification on account of the cloudi-

ness of the cornea. The corneal cloudiness

can often, fortunately, be reduced to some
degree by removing the corneal epithelium

before the contact lens is applied.

The operation is begun by placing bridle

sutures around the superior and inferior

recti. By means of these sutures the eye is

held steady by the assistant and is rotated

so the 12:00 meridian of the right cornea is

moved to the 10:00 position and the 6:00

meridian of the left cornea is moved to the

4:00 position. The reason for this rotation

is to place the point of entrance of the

knife in a temporal position for goniotomy

at 6:00 for the right eye and 12:00 for the

left. The corneas then can be rotated in the

opposite direction if a second operation is

necessary. The sector of the angle on both

sides of 6:00 for the right eye and 12:00 for

the left is chosen for the operation. The
surgical contact lens is now applied to the

cornea and the space beneath it filled with

saline solution. The operation may be per-

formed without the contact lens but the re-

sults are less certain. The head of the pa-

tient is turned in the direction opposite to

the surgeon to prevent air from entering

Fig. 4. Diagram showing wound with sutures in

place and course of needle for goniotomy.

the space beneath the lens and cornea. A
second assistant holds a light at the sur-

geons right temple directing the beam al-

ways toward the blade of the knife. The
knife enters the anterior chamber through

the limbus at 12:00, (now rotated) right

eye and 6:00 left eye and passes over the
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center of the pupil and penetrates the ap-

parent membrane in the angle. With a

scraping rather than a cutting motion, the

blade moves a short distance to the right

and as far as possible to the left. As the

blade of the knife advances the iris is seen

to fall backwards. It is important to avoid

passing the knife into the ciliary body with

its blood vessels. Finally the knife is with-

drawn over the iris to avoid injury to the

lens. At this time the aqueous is lost and
the anterior chamber collapses.

In Barkan’s 1 operation no suturing of the

wound is used and the anterior chamber
cannot adequately be filled with air. It is,

however, always reformed the next day. In

Fig. 5. Drawing showing goniotomy partially ac-

complished. Note iris having fallen backward in

wake of goniotomy.

order to leave the anterior chamber re-

formed I have used the following method of

closing the wound tightly. In suturing one

must keep in mind the thinness of the cor-

nea and sclera in these eyes. First the con-

junctiva is incised at the limbus for about 6

mm. and retracted. A No. 5-0 silk suture

stained with metheline blue is placed as-

tride the limbus penetrating to about one-

half the depth of the corneosclera. An ab

externo incision 4 mm. in length is made
between the point of entrance and the point

of exit of this suture until it is cut. In this

way the depth of the preliminary incision is

judged and premature entrance into the an-

terior chamber is avoided. Now a No. 6-0

catgut suture is passed through the stained

canal made by the track suture. The assist-

ant everts the lips of the wound while the

surgeon passes the goniotomy knife into the

anterior chamber. At the completion of the

operation, as the knife is withdrawn, the

assistant tightens the knot so that the an-

terior chamber is not lost. In this way pe-

ripheral anterior synechiae are avoided. Fi-

nally the conjunctiva is closed over the cor-

neoscleral wound.

Recently I have used another
modification of the technic of goniotomy
suggested by Worst. 6 Instead of the goni-

otomy knife is a No. 21 gauge intravenous
needle which is very sharp is used. It is

connected to a bottle or syringe of saline

solution. By raising or lowering the bottle

or with the syringe the assistant can con-

trol the depth of the anterior chamber
throughout the operation.

During the first two or three days after

the operation the cornea may be slightly

clouded but as the epithelium regenerates

the cornea clears. The tension is tested un-
der anesthesia in 2 or 3 weeks and if elevat-

ed a second goniotomy is done, opening the

contiguous nasal sector of the angle. After

the tension is normalized at the first check-

up it is tested again under general anesthe-

sia at 2 months, 6 months and 1 year.

Case Report

I present the following case which dem-
onstrates well the pathogenesis and the

anatomic and clinical results of goniotomy.
The patient was a 4 year old child. The mother

had noticed clouding of the cornea since the age

of 1 month with gradual enlargement of the eyes.

The child’s brother had congenital glaucoma and
the father’s eyes were reported to be large.

Under anesthesia the diameter of the cornea

measured 14 mm. in the right eye and 13.5 mm.
in the left eye. The tension was 30 in the right

eye and 17 in the left, (Schiotz). The clouding

of the right cornea was marked, making it impos-

sible to see the angle. The left cornea showed
only slight clouding in the periphery. The angle

of this eye was well seen. The periphery of the

iris or pigmented iris processes seemed to be

plastered against the wall of the angle. The wall

of the angle could be seen through narrow spaces

between these processes.

Goniotomy was done without contact lens, due

to the extreme clouding of the cornea, from 6:00

to 3:00. The tension remained normal until the

4th tonometry under anesthesia at 11 months
when it measured 30 mm. (Schiotz). Goniotomy
was therefore performed from 3:00-12:00. The
tension then remained at 17 until the last testing

in 1956, 2 V2 years after the final goniotomy on the

right eye.

At this time the patient was 8 years old. The
tension in the left eye, which had always been

below 20, was now found to be 32. Consequently
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Fig. 6. Section of angle of right eye before goni-

otomy.

goniotomy was performed. At the end of the op-

eration the anesthetist announced that the heart

had stopped beating. Despite intrathoracic mas-
sage of the heart the patient did not respond.

Microscopic examination of the eyes re-

vealed the following condition of the an-

gles: on the side of the angle of the right

eye not operated upon the incomplete sep-

aration of the iris from the trabeculum is

seen. On the side operated upon the opera-

tive separation of the iris from the trabecu-

lum is seen. The opening of the angle of

the left eye, obtained just before death, is

seen.

The microscopic picture of these eyes to-

gether with the normalization of tension in

the right eye for 2V2 years demonstrates the

cause of the hypertension and the remedy
obtained. This case confirms the rationale of

goniotomy for congenital glaucoma.

Results

This report is based on 54 cases of con-

genital glaucoma operated upon by gonioto-

my. Four cases were eliminated for lack of

complete data. Of the 50 eyes observed

from one to 15 years after the last opera-

tion, the tension was made normal in 42.

The tension of 8 eyes remained elevated

above 24 mm. (Schiotz). The tension
therefore became normal in 84% of eyes op-

erated upon. In this series 66 operations

were performed on 50 eyes. Several cases

required goniotomies on two sectors of the

angle. In one case four goniotomies were
performed and in another five with finally a

normal state of the tension.

Comments

Congenital glaucoma is a rare disease of

infants but it is of great importance to the

ophthalmologist. The symptoms are usually

manifest in the first months of life. The
pathologic changes resulting from the in-

creased intraocular pressure develop rapid-

ly. Often the affected eyes will show pro-

found clouding and enlargement of the eye

in a period of two to three weeks. There-

fore, the diagnosis and early surgical treat-

ment is urgent before permanent pathologi-

cal changes have taken place.

The pathogenesis of congenital glaucoma
has been demonstrated in the works of Bar-

kan, 1 Allen and associates,3 Shaffer4 and
Maumenee.5 The gonioscopic picture, the

microscopic examination of the few availa-

ble eyes at autopsy and the results of gon-

iotomy are in agreement that the condition

causing the hypertension is the obstruction

of aqueous outflow produced by the incom-

plete separation of iris and ciliary body
from the corneoscleral trabeculum.

Goniotomy is the operation indicated for

congenital glaucoma because of its direct

attack on the causative condition, its mini-

mum of trauma and alteration of the anato-

Fig. 7. Section showing angle of anterior cham-
ber of right eye 2 y2 years after goniotomy.

my of the eyes and above all for the high

percentage of normalization of tension ob-

tained.

Summary

The pathologic and clinical manifesta-

tions of congenital glaucoma are presented

together with a case report showing the

long term and immediate results in eyes ex-

amined after death.
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Fig. 8. Section of angle of anterior chamber of

left eye after goniotomy performed immediately
before death.

The technic of the operation developed

by Barkan with modifications is detailed.

This report is based on a series of 50 eyes

operated upon by goniotomy. The tension

was normalized in 84% of the eyes.
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menee.
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CASE REPORT

THROMBOCYTOPENIC PURPURA AC-
COMPANYING BRUCELLOSIS: A Case
Report with Demonstration of a Granu-

loma in the Bone Marrow*

Blair D. Erb, M.D., Jackson, Tenn.

A case of thrombocytopenic purpura as-

sociated with brucellosis is presented to re-

emphasize the need for establishing a pri-

mary causative factor in thrombocytopenic

purpura, and because of an interesting find-

ing on bone marrow examination.

Case Report

This 39 year old white man was admitted to

the Jackson-Madison County General Hospital on

May 29 with a 5 day history of epistaxis. Four
days before admission he had developed gross

hematuria followed by development of petechiae

on the lower extremities, trunk, and arms. Four
months prior to admission the patient, a farmer,

delivered twin calves bare-handed and carried

them into the kitchen of his: home to protect

them from the cold weather. Both calves subse-

quently died of confirmed Bang’s disease. Two
other cattle on the farm died later of Bang’s dis-

ease.

One month following this delivery he developed

a “flu-like syndrome” manifested by fever, night

sweats, fatigue, malaise, and headache which last-

ed for 2 to 3 weeks. The patient saw his physi-

cian at that time and was given symptomatic
treatment. He continued to complain of malaise

and easy fatigability from then until the admis-

sion to this hospital. The past history, family

history, and personal history offered no further

positive features.

Physical examination revealed a T. of 99.8° F.,

B.P. 154/100, and weight 148 lbs. He was well de-

veloped, well nourished and in no acute distress.

The head, neck, eyes, ears, nose, and throat were
not remarkable. Very small nontender cervical

lymph nodes were present, but axillary and ep-

itrochlear nodes were not palpable. Examination
of the heart revealed a regular rhythm without

significant murmurs; the lungs were clear. The
abdominal examination revealed a palpable non-
tender spleen under the left costal margin; the

liver was not palpable. A diffuse petechial and
purpuric eruption was present over the legs,

thighs, and entire trunk. There were small pete-

chiae on the arms.

The admission laboratory work revealed a

HCT. of 44% with a Hgb. of 14.3 Gm. The total

W.B.C. count was 7,350 per cu. mm. with 51%
neutrophils, 37% lymphocytes, 5% monocytes, and
7% eosinophils. Peripheral blood smears upon
admission showed a virtual absence of platelets.

*From the Jackson Clinic, Jackson, Tenn.

The urine was reddish-brown, with a specific

gravity of 1.024, 3+ albumin, and 40 to 50 W.B.C.

per hpf. with innumerable RBC. The BUN. was
18 mg. per 100 ml. Urine culture showed no
growth. Brucella agglutination was positive in a

titer of 1: 1280.

Aspirated sternal bone marrow demonstrated in

the clot islands of bone marrow with increased

cellularity of the usual erythroid and myeloid ele-

ments and a moderate increase in nonfunctioning

megakaryocytes. Scattered throughout the mar-
row islands were small granulomatous aggrega-

tions composed of collections of rather large epi-

thelioid cells but without definite giant cells. The
scattered focal granulomas were of interest and
are shown in figure 1.

Fig. 1. Section of bone marrow demonstrating

granuloma. (x 400).

Blood cultures and culture of the bone marrow
aspirate were negative. X-ray films of the chest

were not remarkable except for flattening of the

diaphragms. An intravenous pyelogram demon-
strated a small renal stone in the inferior calyceal

group of the right kidney.

The patient was treated with methyl predniso-

lone, 4 mg. q.i.d. Thirty-six hours after methyl
prednisolone was started, the report of the Bru-
cella agglutination was returned and tetracycline

phospate, 500 mg. every 6 hr. was administered.

The purpura had already improved when the tet-

racycline was started.

Discussion

The diagnosis of thrombocytopenic pur-

pura rests on the demonstration of marked
reduction or total absence of platelets. The
bone marrow shows morphologic change in

the megakaryocytes consisting primarily of

an increase in number and immaturity with

apparently reduced or normal platelet pro-

duction. The primary advantage of a bone

marrow examination is in ruling out an as-

sociated disease which may be responsible

for the thrombocytopenia .

1



September, 1966 CASE REPORT 877

As a dividend in this case, however, the

marrow examination demonstrated small

granulomatous aggregations of epithelioid

cells. One other case of thrombocytopenic

purpura due to brucellosis is known to have

been reported in the American literature

and granulomas were found in that bone

marrow section.2 Castaneda found 13 cases

of thrombocytopenic purpura due to Bru-

cella melitensis in Mexico, but granulomas

were not present. 2 The scattered focal gran-

ulomas were presumably due to brucellosis.

The pathogenesis of thrombocytopenia

has been controversial. Theories concern-

ing thrombocytopenia such as hyperseques-

tration of platelets in the spleen, suppres-

sion of platelet production by the spleen

via a humoral factor, and/or auto-immune

antibody effects upon platelets have been

debated. 4 Other interesting reports show
thrombocytopenia as a result of increased

utilization of platelets as associated with

the vasculitis of diseases of hypersensitivi-

ty5 or in the depletion syndromes, such as

the defibrination syndrome. 0

A review of 381 cases of thrombocytopen-

ic purpura by Doan and associates 7 found

underlying causes in 110 patients. Seconda-

ry or symptomatic thrombocytopenic purpu-

ra has been attributed to drugs and toxic

agents (quinidine, sulfonamides, arsenicals,

etc.)
,
other hematologic disorders (leukem-

ia, lymphomas, pernicious anemia, etc.)

.

congestive splenomegaly, Gaucher’s disease,

infections, hypersensitivity states such as

lupus erythematosus, and other causes. 1

The infectious diseases usually incriminated

are those associated with splenomegaly, in-

cluding tuberculosis, typhoid fever, infec-

tious mononucleosis, scarlet fever, or ma-
laria.

Splenic enlargement, more common in

secondary thrombocytopenia may be a re-

sult of direct involvement of the organ."

From 30 to 50% of patients with brucello-

sis have been reported to have splenomega-

ly. 8 On the other hand, 58% of one group

of patients with nonviral secondary throm-

bocytopenic purpura had splenomegaly as

opposed to only 3% with idiopathic throm-

bocytopenic purpura. 7 In this group of pa-

tients with enlargement of the spleen were

included such underlying diseases as tuber-

culosis, Boeck’s sarcoid, and certain other

bacterial infections. In this situation it is

difficult to decide whether the splenomega-

ly is simply a result of the underlying dis-

ease or if it is in some way related to pro-

duction of the thrombocytopenic state.

On the other hand, demonstration of the

importance of platelet antibodies in idiopa-

thic thrombocytopenic purpura and their

relationship to therapy has been produced

by Harrington and Associates 9 and Tul-

lis.
10 Demonstration of platelet antibodies

was not attempted in this case. The rapid

response (2 days) of the bleeding disorder

in this case would suggest that the corticos-

teroids played a greater role than did the

antibiotics which were not started until 36

hours after initiation of corticosteroid ther-

apy. This implies that the purpura was re-

lieved by steroid suppression of either an

immune mechanism or by reduction of tis-

sue and vascular inflammatory changes.

The mechanism of action remains a matter

of conjecture.

In addition to these considerations re-

garding pathogenesis of thrombocytopenic

purpura, the change described in the bone

marrow of this patient leads one to specu-

late about the direct effects upon bone mar-

row and their possible relationship to

thrombocytopenia and brucellosis. The
granulomas were not produced in sufficient

number to have a myelophthisic effect. One
must then consider that the thrombocyto-

penia in this case of brucellosis may have

resulted from any one or several of many
factors, including hypersequestration, auto-

immune platelet antibody effect, and/or di-

rect bone marrow changes.

Summary

A case of thrombocytopenic purpura asso-

c i a t e d with brucellosis is described.

Changes in the bone marrow with demon-

stration of a granuloma are presented. Al-

though the cause is not immediately appar-

ent, any one or several of many factors may
be involved in the production of thrombo-

cytopenia in brucellosis.
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THE DIAGNOSIS OF PHEOCHROMOCYTOMA.
Moorhead, Caldwell, Kelly and Morales,

J.A.M.A., 196; 1107, 1966.

Despite availability of reliable screening tests

for pheochromocytoma, the diagnosis too often is

made by the pathologist. The authors reviewed a

series of 26 cases at the Henry Ford Hospital. Age
ranged from 18 to 69 years. Average duration of

symptoms was 3 years. The duration of symp-
toms had no consistent relationship to the degree

of secondary vascular damage or type of hyper-

tension observed. Seventy percent of the patients

had some type of paroxysmal attack; 50% gave a

history of hypertension; 25% were normotensive

at the time of the initial examination. The inci-

dence of antemortem diagnosis was significantly

higher in the patients presenting some type of

paroxysmal attack.

Presenting complaints other than paroxysmal
attacks, included excessive sweating, weakness,

abdominal pain, chest pain frequently interpreted

as angina, vasomotor phenomena, excessive ner-

vousness, tension, or marked anxiety, and less

often headache or abdominal mass.

Of the 26 cases, 13 patients had known hyper-

tension, 4 had diabetes mellitus, and 4 a history of

peptic ulcer. None of the authors’ cases reported

neurofibromatosis or a positive family history of

pheochromocytoma.
Routine laboratory studies are rarely helpful in

the diagnosis of pheochromocytoma. An im-

paired glucose tolerance was not uncommon. Ab-
normal electrocardiograms and elevated basal me-
tabolic rates were not uncommon.
Histamine and phentolamine (Regitine) were

the drugs used in pharmacologic testing:—the

former if the basal blood pressure was below

170/110; the latter in those with a pressure over

170/110. Two false-negative responses to hista-

mine occurred, each in patients with established

diastolic hypertension. The average response to

the histamine test was a rise in diastolic blood

pressure of 50 mm. Hg. above the maximum cold

pressor response. In all cases, the dramatic

pressor response to histamine was readily re-

versed by the intravenous injection of phentola-

mine.

The one false-negative reaction to the phentol-

amine test occurred in a patient with intermit-

tent hypertension and congestive heart failure

being treated with mercurial diuretics. The phen-
tolamine test produced an average fall in diastolic

pressure of 28 mm. Hg. 2 minutes after injection.

Urinary studies for catecholamines and the me-
tabolites vanilmandelic acid (VMA) and methox-
ycatecholamines were positive in each of the

cases so studied. In one of the patients whose tu-

mor functioned paroxysmally, catecholamine and
VMA levels were normal; however, the methoxy-
catecholamine concentration was abnormally
high. Diagnosis in 56% of the cases was helped by
IVP., 63% by retroperitoneal injection of carbon

dioxide, 67% by angionephrotomogram and 25%
by an aortogram.

The paroxyms produced by pheochromocytoma
were often produced by reproducible stimuli

—

change in posture, exertion, trauma or massage,

general anesthesia, alcohol, straining, propyl-

thiouracil, corticotropin, smoking, and glucagon.

The patient is characteristically weak and ex-

hausted following the paroxyms.
Pheochromocytoma has become one of the

“great imitators” of clinical medicine, resembling

hyperthyroidism, malignant hypertension, di-

abetes mellitus, Cushing’s syndrome, reactive hy-
poglycemia, coronary artery disease, severe head-

ache, organic and functional gastrointestinal dis-

orders. It should be emphasized that the most
frequently seen clinical picture is indistinguisha-

ble from essential hypertension. Because of the

nullifying effect most antihypertensive drugs have
upon the validity of the various diagnostic tests

alluded to, it is strongly recommended that such

testing be done prior to the institution of therapy.

(Abstracted for the Middle Tennessee Heart Asso-

ciation by Ben J. Alper, M.D., Nashville.)
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Vanderbilt University Hospital*

Congenital Heart Disease

This 7 lb. 14 Vi oz. white boy was delivered at

Vanderbilt University Hospital at 10:25 P.M. on

Dec. 8, 1959 to a 35 year old RH positive, (she

had had 4 term pregnancies and 1 abortion),

mother following an uncomplicated pregnancy.

Delivery was spontaneous shortly after admission

to the delivery room. The fetal heart tones were
not checked. Cry and respirations were spon-

taneous. The child was taken to the Nursery, at

which time he was noted to have dusky extremi-

ties.

Physical examination at that time showed a T.

of 96.2 F., P. was 150. The baby was meconium
stained. He had a vigorous cry. The lips were
not cyanotic. The chest was clear to ausculta-

tion and no heart murmur was described. The re-

mainder of examination was within normal lim-

its.

The child seemed to do well after admission to

the Nursery except for intermittent episodes of

tachypnea with respirations up to 80 per min. A
feeding tube was passed into the stomach without

difficulty. On the morning of Dec. 9 the child

was observed to have increasing tachypnea but

the color remained satisfactory and physical ex-

amination wras otherwise unchanged.

A chest x-ray was interpreted as follows:

“Diffuse mottling in both lung fields is present

with the picture suggesting aspiration and/or

bronchopneumonia.” Hgb. was 22.9 Gm.
Shortly thereafter the child appeared to be

slightly dusky, was placed in an isolette, and was
started on tetracycline by mouth. The child had
progressive increase in the respiratory rate up to

96-116 per min. with grunting. He was placed in

oxygen at 2:00 P.M. on Dec. 9 with moderate im-
provement. An EKG. showed the following: Rate

160, PR 0.10, QRS 0.05, QT 0.24, Axis 135°, P in

Lead 2 “steepled” and = 2.5 mm., R in VI = 15

mm, S in VI = 1.5 mm, R in V6 F= 1.5 mm, S in

V6 = 3.5 mm. It was elected to digitalize the child

with digoxin, 0.060 mg. per kg. By the afternoon

of Dec. 9 the child had a gallop rhythm and an en-

larging liver. He continued to be cyanotic in

spite of oxygen, and at 7:00 A.M. on Dec. 10 was
seen to be icteric and very irritable. Pulse rate at

that time was 160. The blood showed baby O
positive, Coomb’s negative; the mother was O
positive. Total serum bilirubin was 13.5 mg. and
conjugated 0.6 mg. per 100 ml. Serum Ca was
4.5 mg. per 100 ml. Because of the possibility

of sepsis, a blood culture was made, and peni-

cillin 400,000 units every 4 hours intramuscularly

*From the Departments of Pathology and Pedi-

atrics, Vanderbilt University School of Medicine,

Nashville, Tenn.

was started, as well as chloramphenicol 30 mg.
every 8 hours intramuscularly and calcium glu-

conate 90 mg. orally every 6 hours. During the

day of Dec. 10, a second chest film showed some
clearing of the lung fields and enlargement of

the liver.

The child had a progressive downhill course

with increasing cyanosis, and in spite of oxygen,

digitalis, the intracardiac use of epinephrine, the

child died at 8:15 P.M. on Dec. 10. Serum K ob-

tained shortly before death was 9.6 mEq/L.
DR. ROBERT FRANKS: An attempt to

establish the correct diagnosis for the pa-

tient in the protocol presented today en-

tails, in essence, a differential diagnosis of

causes of the syndrome of respiratory dis-

tress in newborn infants.

Several potential causes can be excluded

by information contained in the first para-

graph of this protocol.

The intermittent tachypnea manifested

by this infant is not characteristic of cer-

tain types of obstruction of the upper res-

piratory tract, such as laryngeal web (or

stenosis)
,
or bilateral vocal cord paralysis.

In the presence of such conditions, early,

severe and persistent respiratory distress

would be expected. Bilateral choanal

atresia may be associated with intermittent

respirator distress—the distress increasing

when the mouth is closed, such as in at-

tempts at feeding, and decreasing when the

mouth is held open, such as with crying. As
indicated in the protocol, the catheter was
passed into the stomach without difficulty.

This almost certainly implies passage

through a nostril into the posterior phar-

ynx, esophagus and stomach. Therefore

bilateral atresia can be excluded with a

high degree of assurance. In addition, the

passage of the catheter into the stomach ex-

cludes another cause of respiratory distress,

i.e., tracheo-esophageal fistula, of the most

common type. With this abnormality there

is proximal esophageal atresia and secre-

tions which pool in the posterior pharynx

are aspirated, giving rise to aspiration

pneumonitis and respiratory distress.

In any discussion of respiratory distress

in the newborn period, hyaline membrane
disease must be strongly considered. This

condition is seen most commonly in prema-

ture infants, off-spring of diabetic mothers,

and in infants delivered by cesarean sec-

tion. The infant in this protocol was the

product of an uncomplicated pregnancy and
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spontaneous delivery, and had a birth

weight of almost 8 pounds. In addition, to

these factors, the intermittency of the ta-

chypnea without mention of retractions or

grunting is, again, not characteristic of the

disease. Respiratory distress secondary to

aspiration of meconium appears to be a

strong possibility in this infant. The child

had evidence of fetal distress, with passage

of meconium in utero; postnatally this was
reflected in meconium staining of the skin.

Infants who are depressed secondary to ma-
ternal sedation and have absence of spon-

taneous cry and respirations are prone to

develop aspiration of meconium. As noted,

such was not the case in this infant.

At any rate, because of increasing ta-

chypnea a chest film was obtained at 12

hours of age and interpreted as demonstrat-

ing “diffuse mottling in both lung fields

with a picture suggesting aspiration and/or

bronchopneumonia.” This is not the classi-

cally described “reticulogranular pattern”

of hyaline membrane disease but must be

considered as compatible with either this or

aspiration of meconium. In relation to the

chest film, however, it is possible to exclude

some further potential causes of the syn-

drome of respiratory distress. Unilateral

pulmonary agenesis, lobar atelectasis, lobar

emphysema and diaphragmatic hernia

might all be expected to give a suspicious if

not pathognomonic radiographic picture.

As appears in the protocol, progressive

respiratory distress was noticed subse-

quently and grunting respirations became
apparent. I have asked Dr. Frank Puyau to

interpret for me the EKG. findings outlined

in the protocol. It is his opinion that the

primary abnormality rests in the P waves

described in lead 2. Other than this, the

findings are compatible with those of a nor-

mal newborn infant. Found slightly later

was a serum calcium of 4.5 mg.

I might digress for a moment on this

point. There are certain groups of infants

who seem more prone to the development of

neonatal hypocalcemia. These include,

again, the offspring of diabetic mothers, the

offspring of mothers with toxemia, the ex-

tremely rare child whose mother has hyper-

parathyroidism, infants who have severe

cerebral anoxia with intracranial bleeding,

and children with hyaline membrane dis-

ease in whom the hypocalcemia may be

asymptomatic, as it was in this infant. I am
not able to relate hypocalcemia to the pa-

thogenesis of this child’s illness and will

therefore ignore it for the time being.

As was recorded on the second day of life

a second chest film showed some clearing of

the lung fields and an enlarging liver. (In-

terpretation of the x-rays by Dr. Henry
Burko.)

Subsequently the child’s course progres-

sively deteriorated in spite of various

therapeutic measures and died.

During the second day of life, the infant

had tachycardia, cyanosis with increasing

respiratory distress, hepatomegaly, a gallop

rhythm and abnormal P waves on the elec-

trocardiogram. The child certainly ap-

peared at this point to have had congestive

failure and, as is frequently the case, it was
necessary to differentiate cardiac failure as-

sociated with pulmonary disease and acute

cor pulmonale from that associated with

primary cardiac disease.

In this regard I believe it significant that

at 30 to 40 hours of age, at the time of the

second chest film, there was worsening of

the clinical symptoms with signs of cardiac

failure, in the face of improvement of the

pulmonary infiltrates seen radiographically.

We will see shortly if that observation is a

valid one regarding the differentiation of

primary pulmonary from primary cardiac

disease in the genesis of this infant’s death.

No murmur was heard throughout hospi-

talization but as many as 20% of children

dying in the first month of life with con-

genital heart disease have no murmur. Be-

cause of the evidences of improvement of

pulmonary lesions and the simultaneous

worsening of the clinical condition associ-

ated with evidences of cardiac failure, I

believe—in spite of the absence of a mur-

mur—that this infant had primary cardiac

disease.

I can make no sophisticated comments re-

garding the type defects which might cause

this. In the neonatal period the most com-

mon cause of death associated with primary

heart disease is the “hypoplastic left heart

syndrome”; transposition of the great ves-

sels is a close second. Cardiomegaly is ex-

pected in both of these. The chest films

were interpreted initially as showing no
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cardiomegaly, and infradiaphragmatic total

anomalous pulmonary venous return must

be suspected as a cause of congenital fail-

ure without associated cardiomegaly. How-
ever, as Dr. Burko has just pointed out,

there probably is cardiac enlargement visi-

ble on these x-rays.

Final diagnoses: (1) Meconium aspira-

tion; (2) Congestive failure secondary to

congenital heart disease, probably the “hy-

poplastic left heart syndrome.”

DR. JOHN SHAPIRO: I continue to be

amazed, and almost incredulous, at the ac-

curacy of approach of our pediatricians to

the basic problem with what seems to me to

be oftentimes a minimal amount of informa-

tion. Suffice it to say that Dr. Franks has

not only given, as desired, the differential

diagnosis of the respiratory distress of the

newborn but has come to a conclusion

which is entirely accurate as far as the au-

topsy findings can be interpreted.

External examination was not revealing

—some discoloration of the skin was attri-

buted to either jaundice or meconium stain-

ing. Internally the liver edge was down
some 5 cm. as a result of passive congestion

but there was a minimal collection of fluid

in the serosal lined cavities—the situation

commonly present in cardiac failure in in-

fancy.

The heart appeared moderately enlarged

in situ with predominance of the right auri-

cle. For clarification of the findings in the

heart and great vessels, the schematic illus-

tration shown in figure 1 is helpful. The
pulmonary artery arose in its usual location

but was approximately two times the nor-

mal size. There was a large patent ductus

arteriosus in direct continuity with the

stream of the pulmonary artery. The pul-

monary artery, patent ductus, and descend-

ing aorta formed a curving trunk which
passed to the left of the vertebral column
and descended in the usual manner. The as-

cending aorta from its origin to the inser-

tion of the ductus arteriosus was hypoplas-

tic and only some 3 mm. in diameter. The
major branches of the ascending aorta and

the aortic arch occurred in the usual loca-

tions. Both the superior and inferior vena

cava emptied normally into the enlarged

right atrium. The left atrium appeared to

be approximately one-third to one-fourth of

its normal size. It accepted the entire pul-

monary venous inflow. There was a patent

foramen ovale of large size. The tricuspid

valve was normally formed and appeared

competent. The right ventricular cavity

was extremely enlarged and appeared to

account for some 90 to 95% of the ventricu-

lar volume. The pulmonary valve was nor-

mally formed and appeared competent. The
interventricular septum was intact. The mi-

tral valve was extremely small but present-

ed a crude representation of its normal

structure. The unopened mitral valve

would admit a 3 mm. probe. The left ven-

tricular cavity was extremely small with its

estimated volume no more than 5 cc. The

aortic valve was very small, admitting only

a 3 mm. probe. The valve cusps appeared

normally formed and the coronary ostia oc-

curred in the usual location. The aorta

past the point of hypoplasia as described

above showed no abnormality and was of

approximately normal size.

Thus, transferring these anatomic find-

ings to the functional state, the pulmo-

nary venous return apparently entered the

left atrium and in large part passed

through the patent interauricular foramen

where it mixed with the peripheral venous

blood. This mixture then went through the

right ventricle to the pulmonary artery

where a portion of it entered the aorta by
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way of the patent ductus arteriosus. There

has been much speculation about the em-
bryologic mechanism whereby such anoma-
lies as we have described in the present

case occur, but there is no certainty as to

either the basic cause for occurrence of the

defect or an entirely satisfactory explana-

tion for the mechanism of its embryogene-

sisi.

No other abnormalities were demonstrat-

ed at the time of autopsy. The lungs were

severely congested, and, on microscopic ex-

amination, appeared to be the site of an

early acute pneumonitis.

Final Anatomic Diagnoses. (1) Hypopla-

sia of ascending aorta, left ventricle, and

mitral and aortic valves with large patent

ductus arteriosus and patent foramen ovale;

(2) Severe pulmonary hemorrhage, conges-

tion and edema secondary to above listed

anomalies; (3) Early acute pneumonitis.
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News of Interest fo Doctors in Tennessee
SUMMARY OF TMA BOARD OF TRUSTEES ACTIONS—JULY 10, 1966

Committee On
Scientific Work
Reconstituted

New Format For
1967 Annual Meeting

Committee On
Publications Named

• Upon recommendation of the Long-Range Planning Committee,
the Board revised the composition of the Committee on Sci-
entific Work for 1966-67. The committee's task primarily
is the development of the annual meeting scientific pro-
gram. Dr. R. H. Kampmeier, Nashville, was named Chairman.
Other members of the committee are: Drs. Addison B. Sco-
ville, Nashville; John H. Burkhart, Knoxville; Guy M.
Francis, Chattanooga; and Robert M. Miles, Memphis.

• The days of the week in which the annual meeting will be-
gin and end were changed and the following format was ap-
proved by the Board of Trustees for 1967.

Afternoon
Thursday, April 13

First Session, House of Delegates
Specialty Society Meetings

Morning —
Noon —
Afternoon —
Evening —

Friday, April 14
TMA Presentation (With no conflicting meetings)
Open for Luncheons
Specialty Society Meetings
Specialty Society Banquets

Saturday, April 15
Morning — TMA Presentation (With no conflicting meetings)
Noon — Specialty Society Luncheons
Afternoon — Specialty Society Meetings— Second Session, House of Delegates
Evening — President’s Banquet

The Board of Trustees meeting will be held on Sunday
morning, April 16th. TMA presentations in the mornings will
consist of scientific and socio-economic sessions and it was
determined that no specialty society sessions should be
scheduled to conflict with TMA’s presentations.

• The Board established a Committee on Publications to
serve as the committee dealing with the functional problems
of the Journal. The committee consists of Dr. Addison B.

Scoville, Nashville, Chairman; Dr. James M. Hudgins, Nash-
ville ; Dr. W. E. French, Memphis ; with the editor and the
Executive Director of TMA serving as ex-officio members.

Annual Meeting Dates • In order not to conflict with Easter, the Board approved
—1968 and 1969 the dates of April 4-7 for the 1968 annual meeting in

Chattanooga. Also, the dates of April 10-13 for the 1969
meeting were approved, with the location of the meeting yet
to be determined.

Physician Billing • The Board studied many reports and resolutions submitted
Procedure to the AMA House of Delegates on the subject of physician

billing and found that there are many advantages that will
accrue to the physician by using the direct billing method.
The physician is an independent agent who can choose his
method of payment, whether by assignment or by direct bill-
ing. It was brought to the attention of the Board that TMA



Other Actions

Medicare Patients

Should Know

AMPAC Memberships

From Tennessee
Medicare Book

could not direct a physician to follow any one method of
billing, but members could be urged to study carefully the

(

mechanisms available for compensating physicians and en-
couraged insofar as possible to advocate direct billing and
not elect to employ the assignment method, unless the physi-
cian found it most feasible to do so.

The Board took action by approving the principle of indi-
vidual responsibility and encourages the TMA membership
insofar as feasible to use the direct billing method.

• —Approved six $100 honorariums for guest speakers at the
1967 annual meeting . . .Heard a report from the Long-Range
Planning Committee relative to consideration of a feasi-
bility report on the TMA headquarters building concerning
expansion. No action was taken . . . Approved a loan for
additional financing of the TMA Student Education Fund . . .

Heard a complete report and discussion from the President,
Dr. Hubbard; the President-Elect, Dr. Kressenberg ; and
Chairman of the Committee on Governmental Medical Services,
Dr. Nesbitt, with relation to the implementation of Title
XIX and the appointment of a carrier for co-insurance and
deductibles under Title XVIII of Medicare . . . Approved a
plaque appropriately inscribed for presentation to Dr. J.
Malcolm Aste, Memphis, in recognition of his service in be-
half of TMA as Speaker of the House of Delegates for the
past four years . . . Reaffirmed appointment of Dunn, Lemly,
Sizer, Inc. as administrator for the TMA Group Life Insur-
ance Plan . . . Appointed Dr. James C. Gardner, Nashville,
Chairman of TMA's Committee on Rehabilitation, to attend a
conference of the AMA on Rehabilitation on September 8-9,
1966 . . . Approved the second quarter financial statement
for 1966 . . . Discussed the tax assessment on TMA property
by the Metropolitan Government of Nashville . . . Referred
to TMA attorney, to study the New Jersey Ruling concerning
the handling of malpractice claims . . . Invited the Chair-
man of the Board of Directors and the Executive Vice-
President of the National Association of Blue Shield Plans
to meet with the Board of Trustees in October . . . Heard a
summary report of the actions of the House of Delegates of
the American Medical Association, June 26-30 meeting.

* * *

• Even with those patients who seem to understand the Medi-
care benefit structure, physicians may want to clarify the
limitations of the program to avoid future misunderstanding.

The physician should be concerned that his Medicare
patients understand that the medical insurance portion of
the program does not pay for:

1. The first $50 yearly of covered expenses.
2. 20% of the determined "reasonable" charge.
3. Any portion of the doctor’s fee which may exceed

the determined "reasonable"" charge.
Among services not covered by Medicare are routine physical
checkups; eye examinations for refractive error only; hear-
ing examinations for hearing aids

;
and drugs and biologi-

cals, except when provided as part of a physician's service,
and then only if they cannot be self-administered.

• As of July 1, 1966, the American Medical Political Actior
Committee reported 683 members from Tennessee.

• A ninety-six page, paper-back book, dealing with aspects
of Medicare which affect the physician has been mailed to
the Nation’s physicians by AMA. The book, entitled "Medi-
care and the Physician: Questions and Answers on P.L. 89-97’’

was taken from the special section on Medicare which was
published in the June 20th edition of the AMA NEWS. Keep
the booklet handy as it will be helpful to you with your
Medicare patients.



2nd Mental Health
Congress Oct. 12-13

Hadley Williams, Public Service Director

• The Tennessee Medical Association, the Woman's Auxiliary
to the Tennessee Medical Association and the Tennessee
Mental Health Association will co-sponsor the Second Ten-
nessee Congress on Mental Illness and Health October 12 and
13 in Nashville.

Headquarters for the meeting will be the Hermitage Hotel
with general sessions being conducted in the War Memorial
Auditorium adjacent to the downtown hotel.

Dr. Frank H. Luton, chairman of the TMA Mental Health
Committee and of the Congress Planning Committee, outlined
the purposes of the meeting as follows:

"Justification for a Second Tennessee Congress may well
be based on the premise that much remains to be done.
Education of all mental health persons remains at the fore-
front, new emphasis on special problems and needs have
occurred. We, therefore, propose in this Second Congress:
(1) To bring together persons confronted by similar
problems, for talking together. (2) To present psychiatric
information about health topics of broad national, state and
hamlet concern, by speakers of unusual ability. Medical
practice is now, more than ever before, concerned with keep-
ing abreast of such new developments. (3) To bring up-to-
date the facts of state planning for the care and treat-
ment of mental illness, and to consider means of moving
toward the prevention of mental illness. (4) To hear some
reports of progress on (a) new mental health laws, (b) new
educational programs, and (c) development of comprehensive
mental health centers. (5) Finally, to consider, what are
the hopes for the future?"

The First Tennessee Congress, conducted in the Fall of
1963 , attracted just under 500 interested persons. Con-
siderably more people are expected to attend this Congress.

Outstanding speakers from across the nation are scheduled
to appear on the program. Dr. Dana L. Farnsworth of Cam-
bridge, Mass., a member of the AMA Council on Mental Health,
will deliver Wednesday's opening address and Dr. Charles L.

Hudson, of Cleveland, Ohio, president of the American Medi-
cal Association, will be the banquet speaker that evening.

Highlight of each day of the meeting will be two discus-
sion groups, each with eight topics to be considered.
Wednesday's afternoon discussion group will be entitled
"Acute Psychiatric Emergencies" with suicide prevention,
problems among school-age children and the utilization
of other mental health disciplines in treatment of the
mentally ill among the subjects to be discussed.

Thursday will feature eight breakfast roundtable discus-
sion groups with treatment of the emotionally disturbed in
a community hospital, sex education in school, church and
home and the general practitioner treating the emotionally
disturbed as some of the topics of discussion.

A total of 37 people are scheduled to appear on the
program, including Governor Frank G. Clement. The complete
program appears elsewhere in this issue of the JOURNAL.

Every TMA member is urged to attend this outstanding
meeting.



Cleveland is Site of
Fourth Annual Rural
Health Conference

Plans Being Made
For Community
Health Week

Attorneys Informed of
Cultist Therapy as
Criminal Negligence

© The fourth Tennessee Rural Health Conference will be
held in Cleveland, Tennessee at the Holiday Inn October 19,
1966. The one-day meeting is co-sponsored annually by
the Tennessee Medical Association, the Tennessee Farm
Bureau Federation and the University of Tennessee
Agricultural Extension Service.

A presentation on Quackery by Mr. Robert A. Youngerman,
Secretary of the AMA Committee on Quackery, will be a high-
light of the morning session. Mr. Lonnie Safley, assistant
to the president of the Tennessee Farm Bureau, will
discuss "The Farmer’s Interest in Rural Health Programs"
and Dr. John H. Saffold, president of the Tennessee Academy
of General Practice, will deliver an address entitled
"What's Being Done to Encourage Physicians to Practice
in Rural Areas."

After a luncheon hosted by TMA, Dr. Robert F. Lash of
Knoxville will give a presentation on "Poisons" and Mr.
Whalen M. Strobhar, AMA Field Representative, will discuss
"The Effect of Medicare to Date" during the afternoon
session. Dean Webster Pendergrass, of the U.T. College of

Agriculture, will give a summation of the meeting to close
the conference.

All physicians in the Chattanooga and surrounding areas
interested in Rural Health are being urged to attend.
Dr. Julian C. Lentz, Jr., of Maryville, is chairman of the
TMA Rural Health Committee.

• The annual Community Health Week observance is set for
the week of October 16-22 across Tennessee and the nation.

Each of the 49 county medical societies in Tennessee has
received a kit of promotional materials from AMA to aid
them in developing a program suitable for their community.
Dr. 0. Morse Kochtitzky, chairman of the TMA Communications
and Public Service Committee, has requested each county
society president to appoint a Community Health Week
Committee to expedite this excellent PR project.

The continuing theme of the observance is "Teaming Up
For Better Health". Primary objectives are to stimulate
greater public awareness and appreciation of the wealth of

health facilities and services which are available at the
community level and to stress the health progress and
medical advances which have been made locally through the
united efforts of all members of the community health team.

Other health organizations are being urged to join with
the medical profession and to participate actively in the
promotion.

• Drs. William H. Edwards and 0. Morse Kochtitzky, chairmen
of TMA's Interprofessional Liaison Committee and Communica-
tions and Public Service Committee respectively, have
written to each practicing attorney in the State of Tennes-
see calling attention to cultist therapy as criminal
negligence.

A reprint from the Journal of the American Medical As-
sociation citing recent cases of cultist practices that
resulted in criminal proceedings was also included with the

communication. The reprint on law and medicine described
several cases involving the cult of chiropractic that
have been tried in the courts.

The attorneys were informed that doctors of medicine
oppose chiropractic and other cultist practices, not be-
cause of any fear of competition, but from the desire
to protect the public from the hazards of such practices.

The AMA encourages all physicians to urge their patients

who have been victimized by cultist practices to make
complaints to law enforcement officers.

1
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Are You Encouraging Your Son To Study Medicine?

What is the future of medicine in our Country? If you had it

to do over again, would you study medicine? If you were just grad-

uating from Medical School, would it be private practice, academic

medicine or possibly join the Government Medical Services?

For medicine in the United States to advance in the next dec-

ade as it has in the last, it will be essential for us to have not only

the highest quality of students that we now have, but we will

urgently require increased numbers of students. For adequate care

Dr. Hubbard of the population, quality and quantity of the physicians will not

suffice. There must be an effectual distribution.

Why does one study medicine? It is so simple when you reduce it to the basic reason.

The indemnification and rewards to that individual through the field of medicine are

brighter and more attractive than any other vocation. When one speaks of compensation

and rewards, he implies many things. To obtain happiness and contentment in one’s voca-

tion, first it is necessary that he be adequately remunerated financially for his time and ef-

fort. He must get “kicks” out of service to humanity. It is my feeling the physician’s num-
ber one desire is to administer to the unfortunate people who need his services. The fi-

nancial returns are secondary. We have been fortunate in the last twenty years, and in our

efforts of caring for patients, we have been sufficiently remunerated monetarily.

There are so many interferences now in trying to practice medicine that one spends at

least fifty percent of his time on red tape due to Federal Government infringements. The
more Fedicare we have, the quality and quantity of physicians will decrease. Physicians

cannot be bought financially. The more intrusions, interventions and encroachment on

medicine by the Federal government, the less attractive is the study of medicine. The fi-

nancial reimbursement becomes a minor item compared to the freedom of practice.

It has been said that physicians in private practice, not connected with teaching insti-

tutions in countries that have socialized medicine, are second class physicians. Do we want
this? Is this what Congress wants?

The Federal Government should know and understand that as they intervene and in-

terfere, there will be less and less first class students that will study medicine because of

its unattractiveness. This is one of the main reasons medicine is inferior under socialism.

I must weigh the many compensations of being a physician against the disagreeable

infringements, interferences, and intrusions described above, and in this balance, see

whether the rewards are still worthwhile enough to encourage my son to study medicine.

Medicine has advanced under a free enterprise system of individual physician respon-

sibility. I hope and pray the Federal Government will allow us to continue under this re-

gime and not bring more Fedicare to further break up the traditional physician-patient

relationship.

President
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EDITORIAL
SECOND TENNESSEE CONGRESS FOR
MENTAL ILLNESS AND HEALTH
Next month TMA will again sponsor, in

collaboration with the State’s Department
of Mental Health and the Tennessee Mental
Health Association, its second congress to
be devoted to some of the many facets of
this major medical problem.
A decade ago under an act of Congress a

Joint Commission on Mental Health was es-
tablished to evaluate the needs and re-
sources for the mentally ill of this Country
and to make recommendations for a nation-
al health program. The American Medical
Association, the American Psychiatric Asso-
ciation, with representatives of other organ-
izations made the study which was reported
in 1961.

The AMA quickly backed this up by call-
ing its First National Congress on Mental
Illness and Health in Chicago in 1962. It

was attended by 2,000 invited participants
from the medical profession, allied health
groups, lawyers, educators, state and gov-

ernment agencies, and citizens’ groups. Its
success stimulated a second AMA congress
in November of 1964, whose theme was
“Community Mental Health Services and
Resources—Mobilization and Orientation.”
From the first AMA congress came the

recommendation that state medical associa-
tions embark on similar programs to focus
attention locally upon the problems in men-
tal health which face our citizens, and espe-
cially our profession which in the final an-
alysis carries the responsibilities of diag-
nosis and management, whether in the hos-
pital, the clinic, the office, or within the
family circle, as well as for decisions on re-
habilitation and the patient’s return to com-
munity life. TMA was one of the first half
dozen or so states which accepted the chal-
lenge and held its first Tennessee Congress
in the fall of 1963. It had a highly satisfac-
tory attendance of 438 registrants, among
whom were 92 physicians, the remainder
being representatives of hospitals, the nurs-
ing profession, civic, church, and mental
health groups, and psychologists.

Every doctor’s experiences involve many
areas of disability and illness which stem
from either mental illness or mental health.
What doctor does not need to face and do
something about mental retardation, emo-
tional problems in children, the juvenile
delinquent, the alcoholic (the “nation’s
number one health problem” as often
defined), the over-use and abuse of drugs—
whether tranquilizers, barbiturates, amphe-
tamines, or LSD,—mental health in indus-
try, and the readjustments to be made by
the retired person whose somatic com-
plaints, as well as the mental illnesses of
the aged, fall under the umbrella of Medi-
care.

Added to this is the responsibility of the
medical profession to cooperate with our
state institutions in the rehabilitation of
our citizens who have been discharged to
resume life in the community and need psy-
chotherapeutic support and supervision of
drug therapy to avoid relapse and readmis-
sion to a mental institution at every tax-
payer’s expense. This matter is no
different than the responsibilities of the
doctor for the supervision of maintenance
therapy of other chronic diseases, whether
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SECOND TENNESSEE CONGRESS ON MENTAL
ILLNESS AND HEALTH

October 12-13, 1966—Hermitage Hotel—Nashville, Tennessee

PRELIMINARY PROGRAM

Wednesday, October 12, 1966
8:30 A.M.—Registration: Hermitage Hotel Lobby

10:30 A.M.—General Session: War Memorial Auditorium

Welcome—The Honorable Frank G. Clement, Governor, State of Tennessee

Response—G. Baker Hubbard, M.D., President, Tennessee Medical Association

Opening Address—Dana L. Farnsworth, M.D., AMA Council on Mental Health

2 :00 P.M.—Discussion Groups:

Group I: "Suicide Prevention”—Kenneth
J.

Munden, M.D., Leader

Group II: "Gastrointestinal Disorder”—Joseph B. Kirsner, M.D., Leader

Group III: "Headaches” — Bertram E. Sprofkin, M.D., Leader

Group IV : "High Blood Pressure”—John Thomas, M.D., Leader

Group V: "Problems Among School Age Children”—Luthur A. Beazley, Jr., M.D.,
Leader

Group VI: "Psychotherapy by the Non-Psychiatric Physician”—M. Ralph Kaufman,
M.D., Leader

Group VII: "Utilization of Other Mental Health Disciplines in the Treatment of

the Mentally 111”—Robert Reiff, Ph.D., Leader

Group VIII: "Development and Organization of a Comprehensive Mental Health Cen-
ter”—(Leader to be announced)

6:00 P.M.—Social Hour and Banquet: Hermitage Hotel

Toastmaster—Joseph W. Johnson, Jr., M.D., Chattanooga

Address—Charles L. Hudson, M.D., President, American Medical Association

Thursday, October 13, 1966
8:00 A.M.—Breakfast Roundtable Discussion Groups

—

Group I: "Religion and Health”—Paul B. McCleave, LL.D., Leader

Group II : "The General Practitioner Treating the Emotionally Disturbed”

—

William F. Sheeley, M.D., Leader

Group III: "The Mildly Retarded”—George Tarjan, M.D., Leader

Group IV: "Adolescent Emotional Problems”—James N. Sussex, M.D., Leader

Group V: "The Law and Mental Health”—Gene L. Usdin, M.D., Leader

Group VI: "Treatment of the Emotionally Disturbed in a Community Hospital”

—

Milton Greenblatt, M.D., Leader

Group VII: "Family Mental Health”—William Moynihan, M.S.W., Leader

Group VIII: "Sex Education in School, Church and Home”—David M. Reed, Ph.D.,

Leader

11:00 A.M.—Panel Discussion: "Community Problems—Rehabilitation of Former Mental Patients”

—War Memorial Auditorium
Moderator: Garabed H. Aivazian, M.D.
Panelists: M. Ralph Kaufman, M.D.

James N. Sussex, M.D.
Milton Greenblatt, M.D.
George Tarjan, M.D.

2:00 P.M.—Panel Discussion: "Drugs”—War Memorial Auditorium
Moderator: (to be announced)
Panelists: "Narcotics Agent”—Ambrose R. Ross, Tenn. Bureau of Investigation

"Physiology of Alcoholism”—Eddie C. Hoff, M.D.
"Psychopharmacologic Research”—Fridolin Sulser, M.D.,
"Psychiatric Treatment of Addictive Problems”—Robert Rasor, M.D.

3:30 P.M.—Summary of the Congress and Adjournment—William F. Sheely, M.D., Superin-

tendent, Arizona State Hospital, Tucson, Arizona
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with insulin, digitalis, anticoagulants, or

“antirheumatic drugs.” Many doctors feel

insecure in this area of medical practice,

“pass the buck” if at all possible, and, if

they assume responsibility, it is without en-

thusiasm. If the practicing physician per-

sists in side-stepping his responsibilities in

the area of mental disease and health, he

may be assured others will “take over.”

We cannot deny that legislation is mov-
ing medical care from a matter of personal

interest and desire into the category of a

public commodity with, in our opinion, a

degree of sacrifice of that most important

psychotherapeutic asset—the doctor-patient

relationship. Yet, paradoxically, the cit-

izenry will demand from government evi-

dence of progress in mental health by one

means or another as it is shocked by such

recent events as mass murder, and the ever

present problems of suicide, alcoholism, sex

crimes, and juvenile destructiveness and
negativism. Even more than the physical

manifestations of disease, mental illness and

health give point to the comment by the

medical historian, Henry Sigerest, some
four decades ago, before the recent rash of

medical legislation, that “Medicine is above

all, a social science that uses methods of the

natural sciences—more than just a relation-

ship between a sick person and his physi-

cian. Medicine is, above all, the way to im-

prove the health and welfare of nations, the

happiness of peoples, and with it peace

among nations.” (Quoted by Felix Marti-

Ibanez)

Though most doctors will have neither

the inclination nor the time to attend the

Second Tennessee Congress for Mental Ill-

ness and Health, the officers of TMA wish

its members to know of the Association’s

interest and sense of obligation in this area

of medical practice and in the well-being of

Tennessee’s citizens;. -q tx jr

DEATHS

Dr. James Edward Johnson, 56, Chattanooga,

died July 19th in a local hospital.

Dr. Thomas E. Taylor, 78, Chattanooga, died

July 6th at his home.

PROGRAMS AND NEWS OF
MEDICAL SOCIETIES

Nashville Academy of Medicine

Davidson County Medical Society

Dr. Robert G. Petersdorf, chairman of the

Department of Medicine at the University

of Washington School of Medicine, Seattle,

discussed “What’s New in Antibiotic Thera-

py,” at the Nashville Academy of Medi-

cine’s September 13 dinner meeting, held at

the VA Hospital. Dr. William F. Meacham,
president, presided.

Business included the election of two
nominating committees to select candidates

for 1967 officers and delegates to the TMA
House.

For the eleventh consecutive year, the

Academy has arranged for doctors to assist

in preventing and caring for football inju-

ries this fall. Fifty members have volun-

teered to attend the 160 high school football

games scheduled in Davidson County by 30

local teams. Fitness examinations will be

done by private practitioners and the Metro

Health Department. Nashville junior and

senior high school coaches have been fur-

nished with pertinent informational materi-

al by the Academy of Medicine to guide

them in conditioning, training and main-

taining the fitness of athletes. Included

were the seven AMA booklets, “Tips on

Athletic Training”; “A Guide for Medical

Evaluation of Candidates for School

Sports”; and “Safeguarding the Health of

the Athlete.”

Memphis-Shelby County Medical Society

The August 2nd meeting of the Society

was held in the auditorium of the Institute

of Pathology. The program entitled “Leg-

islative Know-How At The State Level”

was presented by Ex-State Senator, Mr.

John S. Wilder, Attorney-at-law, Somer-

ville, and Ex-State Senator, Mr. John C.

Chisolm, Mayor of Brighton. Mr. Wilder’s

presentation was entitled “The Importance

of the Medical Profession Knowing Their

Legislators.” Mr. Chisolm discussed “The

Effectiveness of a Lobbyist” and “The

Characteristics of a Good Lobbyist.”
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incisive

A good way to describe ‘Stelazine’.

It’s different from the tranquilizers

that sedate and dull your anxious

patients. Its antianxiety effect is

direct. On ‘Stelazine’, your patients

can be calmed yet remain alert.

And ‘Stelazine’ offers additional bene-

fits. Dependence has not been re-

ported. At low doses, side effects are

minimal. Its b.i.d. dosage is con-

venient and economical.

Stelazine®
brand of trifluoperazine

The following is a brief precautionary statement. Before prescribing, the physician should be familiar with the complete
prescribing information in SK&F literature or PDR. Contraindications: Comatose or greatly depressed states due to C.N.S.
depressants and in cases of existing blood dyscrasias, bone marrow depression and liver damage. Precautions: Use with

caution in angina patients and in patients with impaired cardiovascular systems. Antiemetic effect may mask symptoms
of other disorders. An additive depressant effect is possible when used with other C.N.S. depressants. Prolonged adminis-
tration of high doses may result in accumulative effects with severe C.N.S. or vasomotor symptoms. Use in pregnant patients

only when necessary for the patient's welfare. Side Effects: Occasional cases of mild drowsiness, dizziness, mild skin

reactions, dry mouth, insomnia and amenorrhea. Neuromuscular (extrapyramidal ) reactions (motor restlessness, dystonias,

pseudo-parkinsonism) may occur and, in rare instances, may persist. In addition, muscular weakness, anorexia, rash,

lactation, hypotension, and blurred vision have been observed. Blood dyscrasias and cholestatic jaundice have been
extremely rare.

For a comprehensive presentation of 'Stelazine' prescribing information and side effects reported with phenothiazine
derivatives, please refer to SK&F literature or PDR.

Smith Kline & French Laboratories, Philadelphia
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Knoxville Academy of Medicine

A panel discussion on “Disability Evalua-

tion Under Social Security” was presented

at the meeting of the Academy on August

9th. Panel members from the Disability De-

termination Section of the Division of Voca-

tional Rehabilitation, State of Tennessee,

were Mr. Herbert L. Brown, Mr. David P.

Seely, and Dr. James P. Lester.

NATIONAL NEWS

The Month in Washington

(From the Washington Office, AMA)

The Public Health Service Advisory

Committee on Immunization has concluded

that routine typhoid fever vaccination is

not needed any longer in the United States.

Surgeon General William H. Stewart ac-

cepted the findings of the committee and

stated as PHS policy that immunization

against the disease is not recommended on a

routine basis.

The committee reported that the inci-

dence of typhoid in this country had de-

clined steadily for many years and now is

less than 500 cases a year. A continuance of

the downward trend was predicted. “Cases

are sporadic and are primarily related to

contact with carriers rather than to com-

mon source exposure,” the committee said.

“Recognizing this epidemiologic pattern of

typhoid fever, redefinition of the role and

use of typhoid vaccine is indicated.”

The committee further stated that, “al-

though typhoid vaccine has been suggested

for individuals attending summer camps
and those in areas where flooding has oc-

curred, there are no data to support the

continuation of these practices.” However,

select immunization was recommended in

the following situations:

—Intimate exposure to a known typhoid

carrier as would occur with continued

household contact.

—Community or institutional outbreaks

of typhoid fever.

—Foreign travel to areas where typhoid

fever is endemic.

In a separate report, the advisory com-

mittee predicted relatively little influenza

during the 1966-67 season, but recommend-
ed vaccination after Sept. 1 for certain

high-risk groups—such as the chronically

ill and older persons.

The committee pointed out, however, that

it is reasonable to expect that limited out-

breaks of Type A2 influenza will occur in

parts of the United States not experiencing

Type A disease in 1964-65 or 1965-66. Simi-

larly, the possibility of some Type B
influenza is recognized, particularly in the

southwest.

“Vaccination when called for should be-

gin as soon as practicable after September 1

and ideally should be completed by mid-De-
cember,” the committee said. “It is impor-

tant that immunization be carried out be-

fore influenza occurs in the immediate area

since there is a two-week interval before

development of antibodies.”

Because variations in influenza viruses

during the 1965-66 season were not of major
significance, the composition of the 1966-67

vaccine is unchanged from that prepared

for 1965-66.

*
A senate government operations subcom-

mittee said that more information is needed
in the field but that scientific data now
available does not indicate human health

hazards of sufficient significance to warrant

drastic curbs on the use of pesticides.

However, the subcommittee reported that

“the magnitude of the future risk is uncer-

tain in many important areas. Knowledge
regarding the risk of chemical pesticides

. . . will have to be broadened and refined

considerably in order to provide clear-cut

answers to questions that will; be forced by

the increasing need for pest control in the

future,” said a subcommittee report based

on a two-year study.

“While some of the more gloomy prophe-

cies that had been raised could not be sup-

ported by hard scientific fact, it is also true

that science could not and still cannot

prove that some of these prophecies are un-

tenable.”

To combat the human health dangers, the

report recommended that the Department of

Health, Education and Welfare, accelerate

an environmental health program; in-

creased research in human pharmacology;

development of safer chemical pesticides
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“I like Bronkometer . .

.

I breathe better. .

.

don’t get the jitters.”
Patients feel relaxed with Bronkometer. Its

bronchodilator-decongestant action has min-

imal central nervous system stimulation. 1

Isoetharine,* Breon’s exclusive bronchodila-

tor, shows only 1/16 to 1/64 the cardiotonic

effect Of isoproterenol. 2
‘Dilabron®, brand of isoetharine

ASTHMA, CHRONIC BRONCHITIS, EMPHYSEMA

isoetharine 0.6%; phenylephrine 0.125%; thenyldiamine 0.05%— Superior because it contains isoetharine

COMPOSITION: Bronkometer delivers at the mouthpiece 200 'metered doses of: 350 meg isoetharine methanesulfonate (0.6%); 70
meg phenylephrine HCI (0.125%); and 30 meg thenyldiamine HCI (0.05%) with saccharin, menthol and fluorochlorohydrocarbons as inert

propellants. Preserved with ascorbic acid 0.1% and alcohol 30%.

RECOMMENDED DOSAGE: One or two inhalations with at least one minute between inhalations. Occasionally more may be required,
however in most cases, inhalations need not be repeated more than every four hours. Dosage should be adjusted to the severity of the
condition and to patient's response.

PRECAUTIONS: Bronkometer is unusually free from cardiovascular and other side effects, but the usual precautions associated with
sympathomimetic amines should be observed. Bronkometer should not be administered simultaneously with epinephrine or similar com-
pounds because of the possibility of tachycardia, although it may be alternated with these agents. Dosage must be carefully adjusted
in patients with hyperthyroidism, hypertension, acute coronary disease, cardiac asthma, limited cardiac reserve and in individuals sen-
sitive to sympathomimetic amines.

SUPPLIED: 10 ml pressurized aerosol vials complete with measured dose valve and oral nebulizer.

References: 1. Spielman, A. D.: Curr. Therap. Res. 3:235 (June) 1961. 2. Herschfus, J. A.; Bresnick, E.; Levinson, L.; and Segal, M. S.:

Ann. Allergy 9:769 (Nov. -Dec.) 1951

.

BREON LABORATORIES INC. 90 Park Avenue, New York, N.Y. 10016
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which are safer for human beings; greater

emphasis on development of non-chemical

pest-control methods; training of agricul-

tural workers in good hygiene practices in

using pesticides; and general educational

programs on health in the chemical age.

*
The Social Security Administration said

that the 460,000 medicare patients in hospi-

tals during the first month of the program’s

operation did not result in any overcrowd-

ing.

There were a few isolated instances of

overcrowding, mostly in rural areas, but

they already existed before medicare start-

ed July 1, the SSA said. The elderly pa-

tients occupied from 30 to 35 percent of the

beds in general hospitals, in comparison to

about 25 percent before medicare. Federal

officials had estimated a 5 percent increase.

Inquiries from intermediaries to SSA
headquarters as to eligibility for Plan B
medical benefits totalled 8700 through July

22. A few spot checks showed assignments

leading over direct billings by a small mar-
gin. But assignments normally would be

filed sooner than direct billings.

There still were about 200 hospitals in

the south which had not been qualified as

to civil rights requirements on racial inte-

gration. This situation left 132 counties that

have hospitals with none qualified at the

end of the month. By states, the counties

were: Mississippi 31, Georgia 23, Louisiana

(parishes) 19, Texas 12, Virginia 11, South
Carolina 9, Alabama 8, Arkansas 6, Ken-
tucky 6, North Carolina 3, Tennessee 2, Flor-

ida 2, and West Virginia 1.

MEDICAL NEWS
IN TENNESSEE

University of Tennessee

College of Medicine

Dr. Frank L. Roberts, Associate Dean of

the College of Medicine, has retired from
that position after approximately 30 years

in medical teaching to become director of

the venereal disease control program for

the Memphis-Shelby County Health De-
partment. Armed with a medical degree and
internship from Minnesota, Dr. Roberts

came to Tennessee in 1924. At that time, he

had accepted a traineeship in public health

from the Rockefeller Foundation, which
had assigned him to Gibson County. He en-

tered the academic world as chairman of

the Medical Units’ Department of Preven-

tive Medicine in 1937; was named assistant

dean of the college in 1948 and became as-

sociate dean in 1955.

Dr. M. K. Callison, Dean of the College of

Medicine, stated that “Dr. Roberts brought

a certain rugged individuality and philoso-

phy, and good humor to his duties as a

teacher and as associate dean, that were
unique. He is loved by both students and

faculty and we shall miss him.”

*
Dr. James Roland Reinberger has been

named a clinical professor emeritus on the

faculty of the University of Tennessee Col-

lege of Medicine. Dr. Reinberger started

private practice in Memphis in obstetrics

and gynecology in 1922 after graduating

from Vanderbilt University and serving his

internship and residency at Bellevue Hospi-

tal of New York. He was appointed in-

structor in obstetrics and gynecology the

same year and was named director of pre-

natal clinics in 1924. A member of the

American Board of Obstetrics-Gynecology

and Central Association of Obstetrics-

Gynecology, Dr. Reinberger has served as

vice-president of the Memphis-Shelby
County Medical Society, and as president

of the staff at St. Joseph’s, Baptist and

Methodist Hospitals in Memphis.

¥
Sixteen faculty members of the School of

Basic Medical Sciences at the Medical

Units have been promoted to higher faculty

rank. Promoted from associate professor to

professor: Dr. Harry H. Wilcox and Dr.

Sidney A. Cohn, Department of Anatomy;

Dr. Robert A. Freeman, Microbiology; Dr.

James W. Fisher, Pharmacology; Dr. James

F. Smith and Dr. Richard H. Walker,

Pathology. From assistant professor to asso-

ciate professors: Dr. G. Dale Buchanan, An-

atomy; Dr. Fountaine Christine Brown, Dr.

Herbert L. Ennis and Dr. Robert J. Hill,

Biochemistry; Dr. Clyde C. Flanigan, Mi-

crobiology. From instructor to assistant pro-

fessor: Dr. Dale E. Bockman, Anatomy; Dr.

Willie R. Phillips, Microbiology, and Dr.
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WHEN
THE BACTERIAL U.R.I

SETTLES

ACHROCIDIN
Tetracycline HCI-Antihistamine-Analgesic Compound

Each tablet contains:

ACHROMYCIN® Tetracycline HCI 125 mg
Phenacetin 120 mg

Caffeine 30 mg
Sal icylamide 150 mg
Chlorothen Citrate 25 mg

The patient can feel better while getting better. ACHROCIDIN brings the treatment together in a single prescription-

prompt symptomatic relief together with early, potent control of the tetracycline-sensitive organisms frequently respon-

sible for complications leading to prolonged disability in the susceptible patient.

Effective in controlling complicating tetracycline-sensitive bac-

terial infection and providing symptomatic relief in allergic

diseases of the upper respiratory tract.

Contraindication— History of hypersensitivity to tetracycline.

Warning-lf renal impairment exists, even usual doses may lead

to liver toxicity. Under such conditions, lower than usual doses

are indicated and if therapy is prolonged, tetracycline serum
level determination may be advisable. Hypersensitive individuals

may develop a photodynamic reaction to natural or artificial sun-

light during use. Individuals with a history of photosensitivity

reactions should avoid direct exposure while under treatment and

treatment should be discontinued at first evidence of skin

discomfort.

Precautions—Some individuals may experience drowsiness, ano-

rexia, and slight gastric distress. If excessive drowsiness occurs,

it may be necessary to increase the interval between doses. Per-

sons on full dosage should not operate any vehicle. Use may
result in overgrowth of nonsusceptible organisms. If infections

appear during therapy, appropriate measures should be taken. If

adverse reaction or idiosyncrasy occurs, discontinue medication

and institute appropriate therapy. Infections caused by beta-

hemolytic streptococci should be treated for at least 10 full days

to help prevent rheumatic fever or acute glomerulonephritis. Use

of tetracycline during tooth development (last trimester of preg-

nancy, neonatal period and early childhood) may cause discolora-

tion of the teeth (yellow-grey-brownish). This effect has been

observed in usual short treatment courses.

Average adult dosage: 2 tablets four times daily, given at least

one hour before, or two hours after meals.
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Frank D. Sticht, Pharmacology. Dr. Gerald

B. Spurr and Dr. Lloyd D. Partridge were
appointed deputy chairmen in the Depart-

ment of Physiology and Biophysics.

*
A program for the training of science li-

brarians, the first of its kind in the nation,

has been approved at the Units. The Na-

tional Library of Medicine has alloted $156,-

333 over a three-year period to finance the

program which began July 1st. Directors of

the program are Dr. Andrew Lasslo, profes-

sor and chairman of the Department of

Medicinal Chemistry in the College of

Pharmacy, and Dr. Richard Overman, as-

sistant dean for research affairs in the Col-

lege of Medicine.

Vanderbilt University

School of Medicine

A $30,000 research grant for physicians

has been awarded Vanderbilt University by
the American Cancer Society. The funds

will enable Dr. Sidney Harshman, assistant

professor of microbiology at Vanderbilt, to

continue his evaluation of substances in the

blood serum called mucoids which it is be-

lieved may affect the surgical treatment of

cancer. ^
Vanderbilt will receive $35,000 from the

National Cancer Institute for the first year

of a five-year project in clinical cancer

training under the direction of Dr. Barton

McSwain of the department of surgery.

*
The Helene Fuld Health Foundation of

Trenton, N. J., has announced the award of

a $275,000 grant to Vanderbilt University

for remodeling the school of nursing build-

ing. Renovations are scheduled for comple-

tion this fall and will provide nursing stu-

dents with facilities for training in bedside

nursing and clinical work.

This is the second Fuld gift to Vanderbilt

for improving student nurse training. Last

January, the Foundation made a $100,000

grant to build the Helene Fuld Clinic for

student nurses at the university’s student

health center.

The Helene Fuld Health Foundation,

founded in 1935 by the late Dr. Leonhard
Felix Fuld as a memorial to his mother, is

dedicated to promoting student nurse

health and training.

SPECIAL LETTER
TO: DOCTORS OF MEDICINE IN TENNESSEE
SUBJECT: CANCER DIAGNOSTIC CLINICS
AND BIOPSY SERVICE FOR EARLY DIAG-
NOSIS OF CANCER

Dear Doctors:

Enclosed herewith is a list of the cooperative

cancer clinics in Tennessee. Medically indigent

patients may be referred to any one of these clin-

ics. Form No. 576 “Request for Diagnostic Serv-

ice” should be used in referring patients. Copies

of this form may be obtained on request from
this office or from the local health departments.

Sincerely yours,

R. H. HUTCHESON, M.D.
Commissioner, Tennessee

Department of Public Health

BRISTOL
Bristol Memorial Hospital Tumor Clinic

Bristol, Tennessee

Time: Friday

Hour: 1:00 p.m.

CHATTANOOGA
Chattanooga Tumor Clinic

Erlanger Hospital

Chattanooga, Tennessee

*Time: Tuesday Friday

Hour: 12:30 p.m. 12:30 p.m.
*Patients are seen by appointment only.

JOHNSON CITY

Tri-County Cancer Clinic

Health Center, 102 West Myrtle

Johnson City, Tennessee

Time: Thursday
Hour: 1:00 p.m.

KNOXVILLE
East Tennessee Tumor Clinic

University of Tennessee Memorial Hospital

Knoxville, Tennessee

Time and Hour:

Monday
7:00 a. m.—E.N.T. Clinic

11:00 a. m.—G.U. Clinic

Wednesday
11:00 a. m.—Chest Clinic

11:00 a. m.—Plastic Surgery Clinic

Thursday

8:00 a. m.—Proctology Clinic

8:00 a. m.—Dental Clinic

8:00 a. m.—Surgery Clinic

8:00 a. m.—Hematology Clinic

8:00 a. m.—-Dermatology Clinic

11:00 a. m.—Gynecology Clinic

Friday

11:00 a. m.—G. U. Clinic

KINGSPORT
Holston Valley Community Hospital Cancer

Clinic



The
population

explosion
Chomp. Chomp. Chomp. He's off again

on another spree of second helpings.

DAIRY COUNCILS OF TENNESSEE

Appalachian Area (Bristol) — Chattanooga

Tomorrow, crash! He’ll be on a new-
fangled diet. Starving himself.

He’s just one of the many who
bounce between starvation and
overeating, and with every rebound
make losing weight more difficult.

As a professional, you can help.

First by pointing out that

skipping meals is no solution, and
second by recommending long-range
weight control through sensible

eating habits and nourishing foods.

Every day. Day after day.

Naturally, balanced diets and
nourishing, palatable dairy foods go
together; they always have.

Project Weight Watch has been initiated

to assist you. Its scope is nationwide,

its purpose is to focus professional attention

on the problem.

To help you translate your concern
to your patients, a portfolio of materials

is available. Send for it.

Support girth control.

Knoxville — Memphis — Nashville
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Kingsport, Tennessee

Time: Friday

Hour: 12:30 p.m.

MEMPHIS
West Tennessee Cancer Clinic

21 North Dunlap
Memphis, Tennessee

*Time and Hour:

Monday

8:30 a. m.—New Patients

9:00 a. m.—Follow-Up E.N.T. (all larynx cases)

12:00 Noon—Follow-Up Breast

Tuesday

8:30 a. m.—New Patients

9:00 a. m.—Follow-Up GI, Soft Tissue, Bone
12:00 Noon—Follow-Up GYN (Shelby County
Cases)

Wednesday

9:00 a. m.—Follow-up Skin

12:00 Noon—Follow-Up Chemotherapy, Thoracic,

Eye (2nd Wednesdays Only)

Thursday

8:30 a. m.—New Patients

9:00 a. m.—Follow-Up Head & Neck (all thyroid

cases)

12:00 Noon—Follow-Up Urology

Friday

9:00 a. m.—Follow-Up GYN (Out of Shelby

County cases)

12:00 Noon—Follow-Up Urology, Pediatric
:!:Doctors should mail requests for service into

clinic, thereby establishing definite appointments

for patients. Emergencies handled upon tele-

phone request.

NASHVILLE
Hubbard Hospital Tumor Clinic

1005 18th Avenue North, “A” Floor

Nashville, Tennessee

Time: Tuesday and Friday

Hour: 1:30 p.m.

Nashville General Hospital Tumor Clinic

Hermitage Avenue
Nashville, Tennessee
*Time and Hour:

Tuesday

12:30-5:00 p. m.—General and Thoracic Surgery

Wednesday

12:30-5:00 p. m.—Head and Neck, Urology

Friday

9:30-12:30 p. m.—Gynecology
*Patients are seen by appointment only.

Vanderbilt University Hospital Cancer Clinic

Twenty-First Avenue South
Nashville, Tennessee
Time and Hour:

Monday

1:00 p. m.—Neurosurgery

Tuesday

12:00 Noon—Hematology

Wednesday
1:00 p. m.—E.N.T.

Thursday

9:00 a. m.—Gynecology, Surgery
1:00 p. m.—Chemotherapy

Friday

8:00 a. m.—Chest

Following is a list of the pathologists for the

fiscal year 1966-1967 who are participating in the

biopsy service for the early diagnosis of cancer.

This service is limited to the examination of spec-

imens from medically indigent patients.

1. Containers for sending specimens may be
obtained on request from: Division of Laborato-

ries, Tennessee Department of Public Health, Cor-
dell Hull Building, Nashville, Tennessee 37219.

2. Only biopsy specimens will be examined.

Specimens from the breast are an exception. No
other post-operative specimen will be examined.

3. Place the biopsy specimen in the fluid in the

container. Do not pour out the fluid.

4. Two copies of Form No. 570 are in the con-

tainer; fill out completely both copies and sign

them. The pathologists have been requested not to

accept specimens when the form is not completely

filled out in duplicate and signed.

5. Place the completed forms around the inner

container.

6. Make sure the lids are on tight.

7. Address the yellow mailing label to the

pathologist of your choice, place on the label your

return address, attach the label to the outer con-

tainer, and mail.

8. Do Not Mail the specimens to the State Lab-
oratory.

If we can be of assistance, please let us know.

Pathologists Participating in the Biopsy Serv-

ice for the Early Diagnosis of Cancer 1966-1967

ADAMS, John W„ Jr., M. D.

261 Wiehl Street

Chattanooga, 37403

AUERBACH, Stewart H., M. D.

Baroness Erlanger Hospital

Chattanooga, 37403

BALE, George F., M. D.

Baptist Memorial Hospital

Memphis, 38103

BEALS, Daniel F., M. D.

U. T. Memorial Hospital

Knoxville, 37920

BELLOMY, Bruce B., M.D.

Ft. Sanders Pres. Hospital

Knoxville

BROWNE, Harry G., M. D.

201 Twenty-First & Hayes Bldg.

Nashville, 37203
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brings
peace to the
hyperactive
colon

CANTIL
(mepenzolate bromide)

helps restore normal motility and tone

"In 40 of 44 cases of irritable or spastic

colon, Cantil [mepenzolate bromide] or

Cantil with Phenobarbital reduced or

abolished abdominal pain, diarrhea and

distention and promoted restoration

of normal bowel function ... Cantil

[mepenzolate bromide] proved to be
singularly free of anticholinergic side-

effects . . . Urinary retention, noted in

two cases was eliminated in one by re-

ducing dosage." 1

LAKESIDE

IN BRIEF : One or two tablets three times a day and one or

two at bedtime usually provide prompt relief. Cantil with Phe-
nobarbital may be prescribed if sedation is required.

Dryness of the mouth or blurring of vision may occur but it is

usually mild and transitory. Urinary retention is rare. Caution
should be observed in prostatic hypertrophy—withhold in glau-

coma. Cantil with Phenobarbital is contraindicated in patients

sensitive to phenobarbital.

Supplied: CANTIL (mepenzolate bromide)—25 mg. per scored
tablet. Bottles of 100 and 250, CANTIL with PHENOBARBITAL
^containing in each scored tablet 16 mg. phenobarbital (warn-

ing: may be habit forming) and 25 mg. mepenzolate bromide.
Bottles of 100 and 250.

1. Riese. J. A.: Amer. J. Gastroent. 28:541 (Nov.) 1957

LAKESIDE LABORATORIES, INC. Milwaukee, Wisconsin 53201

PRODUCTS
FOR PATIENTS

YOU SEE

EVERY DAY
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CARABIA, Alex G., M. D.

Oak Ridge Hospital

Oak Ridge, 37831

CRAWFORD, Alvin S., M. D.

Bristol Memorial Hospital

Bristol, 37622

DELVAUX, Thomas C., M. D.

St. Thomas Hospital

Nashville, 37203

*DIGGS, Lemuel W., M. D.

42 North Dunlap
Memphis

DUCKWORTH, John K, M. D.

1265 Union Avenue
Memphis, 38104

ELROD, Bruce A., M. D.

P. O. Box 3058, Highland Park Sta.

Chattanooga, 37403

ERICKSON, Cyrus C., M. D.

Institute of Pathology

University of Tennessee

Memphis, 38104

FARROW, C. C., M. D.

257 South Bellevue

Memphis, 38104

FRANCISCO, J. T, M.D.

University of Tennessee

P. O. Box 153

Memphis, 38105

FRAZIER, Horace M., M. D.

Meharry Medical College

Nashville, 37208

GOTWALD, David, M. D.

St. Thomas Hospital

Nashville, 37203

GRAHAM, L. S., M. D.

2010 Church Street

Nashville, 37203

HARRISON, William, Jr., M. D.

H. V. C. Hospital

Kingsport, 37660

HEPLER, Thomas K., M. D.

Memorial Hospital

Clarksville, 37040

JONES, Chester, M. D.

General Hospital

Jackson, 38303

JONES, Francis S., M. D.

U. T. Memorial Hospital

Knoxville, 37919

KINTNER, Elgin P., M.D.

Box 89

Maryville, 37803

LEFFLER, R. J„ M. D.

East Tenn. Baptist Hospital

Knoxville, 37920

*Blood Specimens Only

McMURRY, Searle, M. D.

Ft. Sanders Pres. Hosp.

Knoxville, 37916

MAHON, George S., M. D.

St. Mary’s Memorial Hospital

Knoxville, 37917

MASHBURN, J. D., M. D.

1265 Union Avenue
Memphis, 38104

MAYFIELD, George R., M.D.

Maury County Hospital

Columbia, 38401

MIDDLETON, A. L., Jr., M. D.

General Hospital

Jackson, 38303

MOSS, T. C., M. D.

257 South Bellevue

Memphis, 38116

MUIRHEAD, E. Eric, M. D.

Baptist Memorial Hospital

Memphis, 38103

NELSON, Bill M., M. D.

ORINS Medical Div., Box 117

Oak Ridge, 37831

PHILLIPS, J. Douglas, M. D.

1265 Union Avenue
Memphis, 38104

PHYTHYON, James M., M. D.

2010 Church Street

Nashville, 37203

POTTER, Thomas P., Jr., M. D.

Memorial Hospital, Inc.

Johnson City, 37601

PRIETO, L. C., Jr., M. D.

St. Joseph Hospital

Memphis, 38128

SHAPIRO, John L., M. D.

Vanderbilt Hospital

Nashville, 37203

SPRUNT, Douglas H., M. D.

Institute of Pathology

University of Tennessee

Memphis, 38105

SULLIVAN, Earl J., M. D.

Memorial Hospital, Inc.

Johnson City, 37601

TRUMBULL, Merlin L., M. D.

Baptist Memorial Hospital

Memphis, 38103

WALKER, Richard H., M. D.

Institute of Pathology

University of Tennessee

Memphis, 38105

WILSON, Stephen G., Jr., M. D
St. Mary’s Hospital

Knoxville, 37917

WOMACK, Frank C., M. D.

2010 Church Street

Nashville, 37203
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DACTILASE®

Each tablet contains:

Dactil® (piperidolate hydrochloride), 50 mg.;

Standardized cellulolytic* enzyme, 2 mg.;

Standardized amylolytic enzyme, 15 mg.;

Standardized proteolytic enzyme, 10 mg.;

Pancreatin 3X** (source of lipolytic activity),

100 mg.; Taurocholic acid, 15 mg.

•Need in human nutrition not established.

••As acid resistant granules equivalent in activity to 300 mg. Pancreatin N.F.

In chronic or acute indigestion, fluttery,

gassy stomachs obtain prompt, gratifying

relief through the antispasmodic, surface

anesthetic and enzymatic activity of

Dactilase. Dactilase decreases hypermotility

and pain and reduces the production of

gas. Dactilase does not induce stasis, but

helps restore normal tone. It has little or no

effect on enzyme secretions, but adds

enzymes, thus contributing to the digestive

efficiency of the patient

Side Effects and Contraindications:

Dactilase is almost entirely free of side

effects. However, it should be withheld

in glaucoma and in jaundice due to

complete biliary obstruction.

Administration and Dosage: One tablet

with, or immediately following, each meal.

Tablets should be swallowed whole.

Supplied: Bottles of 60 and 250.

LAKESIDE LABORATORIES, INC., Milwaukee, Wisconsin 53201

w
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PERSONAL NEWS

Dr. Harry Lee Page, Jr., has become associated

with Dr. Crawford Adams, Nashville, in the prac-

tice of cardiovascular diseases.

Dr., Barry P. McIntosh, Hernando, Miss., has

begun the practice of radiology at Henry County
General Hospital in Paris.

Dr. Wendell W. Wilson, Old Hickory, has been
elected president of the Nashville Memorial Hos-
pital medical and dental staff, succeeding Dr.

Jefferson C. Pennington, Jr., of Nashville. Dr.

Robert L. Pettus, Jr. was named vice-president

and Dr. James Hastie, secretary-treasurer.

Drs. H. G. Browne and J. B. Thomison an-

nounce their association in the partnership prac-

tice of clinical and anatomic pathology in the 21st

and Hayes Medical Building and Park View Hos-
pital in Nashville.

Dr. Cecil Mynatt, Knoxville, has been appoint-

ed superintendent of East Tennessee Psychiatric

Hospital, succeeding Dr. Andrew S. Wachlel. Dr.

Wachtel resigned as superintendent of the hospi-

tal to enter private practice at Oak Ridge.

Dr. Glenn E. Horton, Memphis, prepared the

scientific exhibit on Respiratory Allergy, spon-

sored by the Committee on Allergy of the Ameri-
can College of Chest Physicians and presented on

Diseases of Chest Section at the 115th annual

meeting of AMA in Chicago. Dr. Horton was
also a panelist and demonstrator on the special

exhibit on Pulmonary Function, sponsored by the

Section of Diseases, AMA, and the American Col-

lege of 'Chest Physicians.

Dr. Curtis McGown, Clarksville, has volun-

teered for a sixty-day period of service with Pro-

ject Viet-Nam. He departed from San Francisco

on August 2nd with a group of volunteer physi-

cians.

Dr. John D. Crabtree began the practice of

medicine in Gainesboro, July 1st. He is associated

with Dr. J. S. Johnson.

Governor Frank Clement has reappointed three

members of the Public Health Council to three-

year terms. They are: Dr. J. Kelley Avery, Un-
ion City; Dr. John W. Adams, Chattanooga; and

Dr. Morse Kocktitzky of Nashville.

Dr. Glenn M. Clark, assistant dean for hospital

affairs at the UT School of Medicine, chief of

staff of Memphis hospitals, and chairman of the

Medical Board, was guest speaker at a recent

meeting of the Memphis Jaycees.

Dr. James C. Bradshaw, Jr., Lebanon, has been

elected to active membership in the American
Academy of General Practice.

Drs. Scribner, Carter and Maddox, Holston Val-

ley Community Hospital, Kingsport, announce the

association of Dr. Thomas N. Rucker in the prac-

tice of radiology.

Dr. Thurman Lee Pedigo has begun the prac-

tice of medicine and surgery in Smithville. His

office is located in the Doctor’s Building on
Church Street.

Dr. Gould A. Andrews, chairman of the medical
division of Oak Ridge Associated Universities, has
been appointed to the International Advisory
Board of “Minerva Nucleare,” the official journal
of the Italian Society of Nuclear Biology and
Medicine.

Dr. James W. Pate has been elected president

of the Memphis Heart Association for 1966-67, re-

placing Dr. Burt Friedman. Dr. Maury Bronstein
was named president-elect; Dr. J. Leo Wright,
vice president.

Dr. Robert Henry Lee has opened his office for

the practice of medicine in Dover.

Dr. Roy A. Douglass has been elected chief of

staff at Carroll County General Hospital. Dr. J. T.

Holmes was named assistant chief of staff, and
Dr. Jerry Atkins, secretary-treasurer.

Dr. Charles W. Marsh and Dr. Earl E. Roles, Jr.

announce the removal of their offices to 106 West-
side Drive, Tullahoma.

BOOK REVIEW

NEW DRUGS. 1966 Edition. A.M.A. Chicago,

Illinois. Price $4.00.

The reviewer need do no more than to call at-

tention to this annual evaluation of drugs by the

A.M.A. Council on Drugs. For the physician

who wishes an authoritative statement and de-

scription of new drugs there is no better yardstick

than this. For the physician who takes his pre-

scribing seriously, the expenditure annually of $4

is getting off cheaply.

Calendar of Meetings, 1966-67

State

Sept. 26-27 Tennessee Valley Medical As-

sembly, Tivoli Theater, Chatta-

nooga

Oct. 12-13 Second Tennessee Congress on

Mental Illness & Health, Hotel

Hermitage, Nashville

Oct. 19 Fourth Annual Rural Health

Conference, Holiday Inn,

Cleveland, Tenn.

Oct. 31 Course in Intensive Coronary

Care Nursing, Baptist Hospital,

Nashville

Nov. 9-11 Tennessee Academy of General

Practice, 18th Annual Scientific

Assembly and Congress of Del-

egates, Gatlinburg Auditorium,

Gatlinburg
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For cold hands and feet, nothing

beats hot stoves—but they are

awkward to carry around. Now
Gerilid, in good-tasting take-along

chewable tablets can provide

rapid vasodilation of peripheral

circulation, bringing real warmth

to the extremities and decreasing

sensitivity to sudden temperature

change. Patients like Gerilid and

know they are getting relief.

GERILID

Each chewable tablet contains:

nicotinic acid (niacin) 75 mg. and

aminoacetic acid (glycine) 750 mg.

Administration and Dosage: One or two

chewable tablets 3 times a day before

meals. If flushing is objectionable, dosage

may be lowered. However, tolerance to

flushing usually develops without loss of

efficacy in regard to vasodilation. The

recommended dosage should not

be exceeded.

Side effects: Occasional lightheadedness

or transient itching which may disappear

with continued use. There are no known

contraindications: however, caution is

advised when there is a concomitant

administration of a coronary vasodilator.

Supplied : Packages of 50 chewable tablets.

Also available in liquid form as

Geriliquid®, in bottles of 8 and 16 ounces.

LAKESIDE LABORATORIES, INC., Milwaukee, Wisconsin 53201

LAKESIDE

PRODUCTS
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YOU SEE
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Nov 14-17

Dec. 5-7

Jan. 20-21, 1967

Feb. 15-19, 1967

Feb. 13-16, 1967

Feb. 23-25, 1967

Sept. 29-Oct. 2

Oct. 1-5

Oct. 1-7

Oct. 2-7

Oct. 10-13

Oct. 10-14

Oct. 13-15

Oct. 15-16

Oct. 16-21

Oct. 17-20

Oct. 17-22

Oct. 21-25

Oct. 22-27

Oct. 23-26

Regional

Southern Medical Association,

Hilton Hotel, Washington, D.C.

Southern Surgical Association,

The Homestead, Hot Springs,

Va.

American College of Surgeons,

Arizona Chapter, Arizona Inn,

Tucson
Atlanta Graduate Medical As-
sembly, Atlanta Marriott Mo-
tor Hotel, Atlanta

Medical Society of the State of

New York, Americana Hotel,

New York City

Central Surgical Association,

Pittsburgh-Hilton Hotel, Pitts-

burgh, Pa.

National

American Medical Writers’ As-
sociation, Annual Meeting,

Waldorf Astoria, New York
City

American Society of Anesthe-

siologists, Sheraton Hotel, Phil-

adelphia

Annual Otolaryngologic Assem-
bly of 1966, Illinois Eye and
Ear Infirmary at the Medical

Center, Chicago

American Society of Plastic

and Reconstructive Surgeons,

Inc., Flamingo Hotel, Las Ve-
gas, Nev.

American Academy of General

Practice, War Memorial Audi-

torium, Boston

American College of Surgeons,

Fairmont Hotel, San Francisco

Association of American Physi-

cians and Surgeons, Disneyland

Hotel, Anaheim, Calif.

American Association of

Ophthalmology, Palmer House,

Chicago

American Academy of

Ophthalmology & Otolaryngolo-

gy, Palmer House, Chicago

American Academy of Neu-
rological Surgery, San Francis-

co

Congress of Neurological Sur-

geons, Americana Hotel, San
Juan, P.R.

Association of American Medi-
cal Colleges, San Francisco Hil-

ton Hotel, San Francisco

American Academy of Pedia-

trics, Palmer House, Chicago

American College of Gastroen-

terology, Bellevue-Stratforc.

Hotel, Philadelphia

Nov. 2-3

Nov. 3-5

Nov. 26-27

Nov. 27-30

Dec. 2-7

Jan. 13-14, 1967

Jan. 14-19, 1967

Jan. 23-25, 1967

Feb. 15-19, 1967

Feb. 18-22, 1967

American College of Preven-
tive Medicine, San Francisco

Hilton, San Francisco

Southeastern Chapter, Society

of Nuclear Medicine, Durham,
North Carolina

American College of Chest
Physicians, Flamingo Hotel,

Las Vegas, Nev.

American Medical Association,

Las Vegas, Nevada
American Academy of Derma-
tology, Palmer House, Chicago

American Society for Surgery

of the Hand, Jack Tar Hotel,

San Francisco

American Academy of Ortho-

paedic Surgeons, Civic Audi-
torium, San Francisco

Society of Thoracic Surgeons,

Muehlbach Hotel, Kansas City,

Mo.

American College of Cardiolo-

gy, Washington Hilton Hotel,

Washington, D. C.

American Academy of Aller-

gy, Holiday Inn-Riviera, Palm
Springs, Calif.

Submission of Abstracts for Annual
Meeting of American Thoracic Society

The Medical Sessions Committee invites sub-

mission of papers on all scientific aspects of tu-

berculosis and nontuberculous respiratory and

cardiopulmonary diseases for presentation at the

1967 annual meeting in Pittsburgh, May 22-24.

Membership in the Society is not a prerequisite

to participation on the program. Abstracts of pa-

pers should be submitted before January 5, 1967,

to the Chairman of the Medical Sessions Com-
mittee. Authors will be notified by February 10

if their papers have been accepted for presenta-

tion. Additional information and specifications

for typing abstracts may be obtained from: Eu-

gene D. Robin, M.D., Chairman, Medical Sessions

Committee, American Thoracic Society, 1790

Broadway, New York, N. Y. 10019.

Four-Day Course on Cutaneous
Medicine Set for Internists

The American College of Physicians will spon-

sor a four-day course on “Advances in Cutaneous

Medicine,” in Rochester, Minn., Sept. 28-Oct. 1.

The course, one of 20 being held throughout the

United States, will be given in Mann Hall of the

Medical Science Building at the University of

Minnesota Mayo Graduate School of Medicine.

The ACP course has been designed to help keep

practicing internists abreast of the relationship
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In fact, there’s as much iron... 250 mg.

. . . in a 5 cc. ampul of Imferon (iron dextran

injection) as in a pint of whole blood.

When iron deficient patients are intolerant

of oral iron. ..or orally administered iron

proves ineffective or impractical. ..or if

the patient cannot be relied upon to take oral

iron as prescribed, Imferon (iron dextran

injection) dependably increases hemoglobin

and rapidly replenishes iron reserves.

WHAT’S THE
COMMON
DENOMINATOR? . . . IRON

IMFERON®
(iron dextran injection)

IN BRIEF: ACTION AND USES: A single dose of Imferon
(iron dextran injection) will measurably begin to raise hemo-
globin and a complete course of therapy will effectively rebuild
iron reserves. The drug is indicated only for specifically-

diagnosed cases of iron deficiency anemia and then only when
oral administration of iron is ineffective or impractical. Such
iron deficiency may include: patients in the last trimester of

pregnancy; patients with gastrointestinal disease or those re-

covering from gastrointestinal surgery; patients with chronic
bleeding with continual and extensive iron losses not rapidly

replenishable with oral iron; patients intolerant of blood trans-

fusion as a source of iron; infants with hypochromic anemia;
patients who cannot be relied upon to take oral iron.

COMPOSITION: Imferon (iron dextran injection) is a well-

tolerated solution of iron dextran complex providing an equiva-
lent of 50 mg. in each cc. The solution contains 0.9% sodium
chloride and has a pH of 5.2-6.0. The 10 cc. vial contains 0.5%
phenol as a preservative.

ADMINISTRATION AND DOSAGE: Dosage, based upon
body weight and Gm. Hb/100 cc. of blood, ranges from 0.5 cc.

in infants to 5.0 cc. in adults, daily, every other day, or weekly.
Initial test doses are advisable. The total iron requirement for

the individual patient is readily obtainable from the dosage
chart in the package insert. Deep intramuscular injection in

the upper outer quadrant of the buttock, using a Z-track

technique, (with displacement of the skin laterally prior to

injection), insures absorption and will help avoid staining of

the skin. A 2-inch needle is recommended for the adult of

average size.

SIDE EFFECTS: Local and systemic side effects are few.

Staining of the skin may occur. Excessive dosage, beyond the
calculated need, may cause hemosiderosis. Although allergic

or anaphylatoid reactions are not common, occasional severe
reactions have been observed, including three fatal reactions

which may have been due to Imferon (iron dextran injection).

Urticaria, arthralgia, lymphadenopathy, nausea, headache and
fever have occasionally been reported.

PRECAUTIONS: If sensitivity to test doses is manifested, the
drug should not be given. Imferon (iron dextran injection) must
be administered by deep intramuscular injection only. Inject

only in the upper outer quadrant of the buttock, not in the arm
or other exposed area.

CONTRAINDICATIONS: Imferon (iron dextran injection) is

contraindicated in patients sensitive to iron dextran complex.
Since its use is intended for the treatment of iron deficiency
anemia only it is contraindicated in other anemias.

CARCINOGENICITY POTENTIAL: Using relatively massive
doses. Imferon (iron dextran injection) has been shown to

produce sarcoma in rats, mice and rabbits and possibly in

hamsters, but not in guinea pigs. The risk of carcinogenesis,
if any in man, following recommended therapy with Imferon
(iron dextran injection) appears to be extremely small.

SUPPLIED: 2 cc. ampuls, boxes of 10; 5 cc. ampuls, boxes
of 4; 10 cc. multiple dose vials.

LAKESIDE LABORATORIES, INC., Milwaukee, Wisconsin 53201

LAKESIDE

PRODUCTS
FOR PATIENTS

YOU SEE

EVERY DAY
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between cutaneous and systemic disease and to

emphasize the methods of utilizing the techniques

of clinical and laboratory investigation for diag-

nosis. Internists attending will receive instruc-

tion in such subjects as vascular diseases of the

skin, endocrine disease involving the skin, the

skin and joints, the skin and the gastrointestinal

tract and the collagen diseases.

The ACP Postgraduate Course No. 2 entitled

“The Care of the Critically 111 Medical Patient,”

will be presented Oct. 3-7 at State University of

New York Upstate Medical Center, Syracuse, New
York. Send registrations, requests for informa-

tion and application blanks to: Edward C. Ros-

enow, Jr., M.D., F.A.C.P., Executive Director,

American College of Physicians, 4200 Pine Street,

Philadelphia, Pa. 19104.

American Cancer Society, Inc.

The 1967 Scientific Session of the American

Cancer Society will be held at the Sheraton-

Dallas Hotel in Dallas, Texas, May 3rd. The
symposium on “Current Concepts in Etiology and

Diagnosis of Cancer” is open to all members of

the medical professions and students. There is

no advance registration or registration fee. For

further information write: Director of Profes-

sional Education, American Cancer Society, Inc.,

219 East 42nd Street, New York, New York 10017.

MURFREESBORO — VACANCIES: STAFF PHYSI-

CIANS for 1275 bed Neuropsychiatric Hospital, in-

cluding 350 general medical and geriatric. Modern

facilities for diagnosis and treatment of mental ill-

ness. Salary $12,510 to $22,365, depending on

qualifications; fringe benefits; cost of moving to

Murfreesboro will be paid by Veterans Administra-

tion; visit here for evaluation can be arranged at

our expense. Excellent educational opportunities

for students in this area. Contact Director, Vet-

erans Administration Hospital, Murfreesboro, Tenn.

Large Clinic in Southwest desires to add one or

more board certified or eligible anesthesiologists

to its staff. Excellent climate and promising aca-

demic possibilities. Remuneration open to negotia-

tion. For further details write to Dr. John H. Birch,

M.D., Dept, of Anesthesia, Lovelace Clinic, Albu-

querque, N. M. 87108.

Course in Medical and Science Writing
Two and a half days of lectures and workshops

in medical and basic science writing will be held
Nov. 11-13, 1966, at Asilomar, Pacific Grove, Cal-

ifornia, under the sponsorship of the Northern
California chapter of the American Medical Writ-
ers Association. The second in a proposed series

of intensive courses with limited enrollment, the

meeting will feature three speakers who are ex-
pert in this specialized field of communication,
and each lecture will be followed by small-group
clinical discussions of published or unpublished
papers offered for criticism by enrollees. For
registration or further information contact: Har-
ley Messinger, M.D., Ph.D., 3029 Benvenue Ave-
nue, Berkeley, California 94705.

Mound Park Hospital Foundation, Inc.

A symposium on “Industrial Medicine: The
Doctor’s Role in Occupational Health” will be
sponsored by Mound Park Hospital Foundation,
Department of Medical Education of the Mound
Park Hospital, Bay Pines, V. A. Hospital, Pinellas

County Medical Society, University of South Flor-

ida Division of Continuing Education, American
Academy of General Practice—Oct. 20-22 in-

clusive. The Foundation reserves the right to

limit registration. Fee $40. Eighteen accredited

hours by AAGP. Address: Industrial Medicine,

Mound Park Hospital Foundation, Inc., St. Peters-

burg, Florida 33701.

Applications solicited for chief medical service and

a staff physician, medical service, 228-bed accred-

ited GM&S hospital. Salary commensurate with ex-

perience and training. Excellent fringe benefits in-

clude liberal annual and sick leave accruals. Health

benefits, life insurance and retirement benefits at

nominal cost to employee. Contact Director, VA

Hospital, Poplar Bluff, Mo.

It's your professional privilege

to replenish your ranks . .

.

Give to
medical education
through AMA-ERP

American Medical Association

Education and Research Foundation

535 N. Dearborn St., Chicago 10, Illinois



918 TENNESSEE MEDICAL JOURNAL September, 1966

METAHYDRIN (trichlormethiazide)

is prescribed by physicians because it

not only approximates the diuretic

efficacy of parenteral meralluride

injection . . . but, it is the least expensive

of all "brand-name” thiazides. Therefore,

when you prescribe METAHYDRIN
(trichlormethiazide) your patients receive

the thiazide diuretic that removes a little

more salt and water than earlier

thiazides, with relatively less loss of

potassium . . . and, it’s therapy they can
more easily afford . . . only pennies a day.

METAHYDRIN"
(trichlormethiazide)

oral diuretic
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This paper outlines briefly what the natural history of disease may be in the Rh positive infant.

It also illustrates the more recent diagnostic methods which may offer information on prognosis and
indications for the new treatment of intrauterine transfusion of the infant.

New Methods in the Management of Rh
Sensitized Pregnant Women*

RALPH R. KLING, M.D., JOSEPH A. PRYOR, M.D., and

EVERETT M. CLAYTON, M.D., Nashville, Tenn.

The initial event in the etiology of

erythroblastosis fetalis is thought to be the

escape of Rh positive fetal erythrocytes

into the maternal circulation of Rh negative

women, thereby, stimulating the production

of Rh antibodies. These antibodies are

transported across the placenta into the fe-

tal circulation and destroy the Rh positive

red cells of the fetus who, thus affected, is

said to have erythroblastosis fetalis. 1

Approximately 3 out of every 100 Rh
negative women will have a baby with

erythroblastosis. However, once this has oc-

curred virtually 100% of future Rh positive

infants will be affected. Without benefit of

therapeutic assistance in the natural course

of this disease, 30% of all babies who devel-

op erythroblastosis will succumb.2

Until relatively recently the only indica-

tion of the severity of this condition was

measurement of the maternal Rh antibody

titer, which does not reflect the status of

the fetus in utero. Quite often unaffected

Rh negative babies are born in the presence

of high maternal antibody titers and con-

versely severely affected Rh positive babies

are born of women with low antibody ti-

ters.

Spectrophotometric analysis of amniotic

fluid which directly reflects the status of

the fetus in utero in the Rh sensitized preg-

nant woman has brought about a change in

the management of these patients. This test

offers a biochemical quantitation of fetal

*From the Department of Obstetrics and Gyne-

cology, Vanderbilt University School of Medicine,

Nashville, Tennessee.

substances and gives a reliable basis for

clinical management. 3

The amniotic fluid is obtained for analysis

by transabdominal amniocentesis. This

procedure is carried out when a positive

maternal antibody titer is discovered after

20 weeks gestation. The procedure is as

follows:

(1.) The bladder is emptied.

(2.) The abdomen is prepared with an

antiseptic solution.

(3.) The fetal position is ascertained and

the uterus is entered at approximately the

level of the fetal umbilicus by a 3V2 inch 20

gauge spinal needle with stylet in place.

(4.) 5 to 10 ml. of amniotic fluid are re-

moved and immediately centrifuged at 2000

rpm for 10 minutes.

(5.) The supernatant fluid is then re-

moved and protected from light until it is

read on a spectrophotometer in the visual

range of 455 mu wave-lengths and again at

575 mu wave-lengths. 4

The difference in these two values read

as optical density represents the bilirubin

or bilirubin-like substances in the amniotic

fluid. It has been established that the am-

ount of these substances has a direct rela-

tionship to the severity of the intrauterine

fetal hemolysis. Values which are found to

be below a certain range in optical density

indicate that the fetus is unaffected or only

mildly affected. Values which are above

this level but below a critical level show

that the fetus is significantly affected. Val-

ues which are above the critical range



984 MANAGEMENT OF Rh SENSITIZED PREGNANT WOMEN— Kling, et al. October, 1966

reflect imminent intrauterine fetal death. 5

The clinical application of this test in the

management of patients is as follows: The
first or mildly affected group should be al-

lowed to progress to term without interven-

tion. In the significantly affected group de-

livery before term would be dictated by
subsequent analysis of the amniotic fluid. In

the last group the fetus must be transfused

in utero if it is to survive to a viable age. It

cannot be overemphasized that repeated

amniocenteses are indicated before a proper

decision on clinical management can be

made.

The following case reports will serve to

illustrate the value of the spectrophotomet-

ric analysis amniotic fluid in the clinical

management of the pragnant Rh sensitized

woman. These 4 cases were selected from
a total experience of 25 patients who had
had amniocentesis.

Case 1. This was a gravida 4, para 3, abortion

0, Rh negative patient with an Rh positive hus-

band. (Heterozygous) her last baby was mildly

affected.

She was found to have an antibody titer of 1 to

160 and an amniotic fluid optical density of 0.14

at 26 weeks gestation. This- was repeated at 28

weeks and again at 32 weeks with optical density

values of the amniotic fluid which steadily de-

creased to 0.12 and 0.07.

This pregnancy progressed to term and ended
with the spontaneous onset of labor and delivery

of a living normal female infant who was found
to be Rh negative and free of hemolytic disease

of the newborn.

Case 2. A 34 year old gravida 5, para 2, abor-

tion 2, patient was found to be Rh negative with

an Rh positive husband. Her last baby died in

utero of erythroblastoses fetalis at 37 weeks ges-

tation.

In the present pregnancy the antibody titer was
1 to 80 at 27 weeks and the optical density of the

amniotic fluid 0.14. Subsequently, the antibody

titer rose to 1 to 160 but the optical density of

the amniotic fluid was essentially unchanged until

36 weeks at which time it rose to 0.18.

The baby was delivered at this time and re-

quired 2 exchange transfusions after birth. The
baby is living and well today.

Case 3. This 26 year old, gravida 4, para 3,

abortion 0, Rh negative patient has an Rh posi-

tive husband. Her second pregnancy terminated

in neonatal death 3 days postpartum from
erythroblastosis. Her last pregnancy ended the in-

trauterine fetal death of an erythroblastotic in-

fant at 35 weeks gestation.

At 27 weeks gestation of the current pregnancy
the antibody titer was found to be 1 to 256. The
optical density of the amniotic fluid was 0.25 and

had risen to 0.32 at 28 weeks. At this time the

first of 3 transabdominal intrauterine fetal trans-

fusions was done. Subsequent intrauterine fetal

transfusions, using the image intensifier fluoros-

copic technic to insert a needle into the peritoneal

cavity of the fetus, were done at 31 weeks and
again at 33 weeks gestation. At 32 weeks gesta-

tion the optical density of the amniotic fluid was
0.46 but the maternal antibody titer remained at

1 to 256.

A 4 lb. 2 oz. female infant was delivered at 34

weeks gestation by cesarean section. The initial

packed cell volume was 21. Seventy percent of

the infant’s red cells were found to be adult red

cells, absorbed from the fetal abdomen subse-

quent to the previous transfusion. 0 This baby is

living and well following the 3 exchange transfu-

sions after birth.

Case 4. This woman was a gravida 3, para 2,

abortion 0, Rh negative patient with an Rh posi-

tive husband whose second pregnancy had termi-

nated in intrauterine fetal death at 26 weeks ges-

tation of unknown cause.

At 31 weeks gestation the first maternal Rh an-

tibody titer drawn was found to be 1 to 320 and 5

days later the optical density of the amniotic fluid

was found to be 0.82. (the highest recorded at

Vanderbilt University Hospital to date). The in-

fant survived only 4 hours following transabdom-

inal intrauterine transfusion.

(This case is reported simply to demonstrate the

futility of intrauterine fetal transfusion if severe

erythroblastoses fetalis is not diagnosed early in

its course.)

Discussion

In presenting Cases 3 and 4 intrauterine

fetal transfusion was mentioned as part of

the management. It seems appropriate at

this point to describe the technic that has

been developed for this procedure.

Intrauterine fetal transfusion was first

reported by Liley" in 1963, consequently

most of the fetal transfusions in this coun-

try have been patterned after his original

technic as follows: A small catheter is

passed through a relatively large Touhy
needle which has been inserted into the fe-

tal peritoneal cavity with the visual aid of

an image intensifier fluoroscope. The nee-

dle is then removed and the catheter is left

in place for the duration of the transfusion.

A major variation from this technic was re-

ported by Queenan,s who has chosen to in-

troduce a long 20 gauge spinal needle into

the fetal peritoneal cavity with the visual

aid of standard x-ray examinations. The fe-

tal transfusion is given directly through the

needle.

The technic employed in the intrauterine
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transfusions done at Vanderbilt University

Hospital combines the salient features of

the above procedures in that a 6 or 8 inch

20 gauge spinal needle is introduced into

the lower fetal abdomen under direct vision

with the use of an image intensifier fluoro-

scope.

A total of 7 intrauterine transfusions on 4

different patients has been performed with

5 successful procedures. Two infants with

severe erythroblastosis failed to survive the

twenty-four hours after transfusion.

Conclusion

Analysis of the amniotic fluid and intra-

uterine fetal transfusions have opened new
avenues of management in Rh sensitized

pregnant women. In the past the obstetri-

cian has been dependent upon laboratory

procedures which have had no consistent

relationship to the status of the fetus. Now,
not only is there a reliable method of deter-

mining the degree of fetal involvement, but

there is also a means by which the unborn
fetus affected by erythroblastosis fetalis

may be treated.
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The author reviews the developments in the management of occlusive arterial disease of the lower
extremities. He outlines the use of conservation treatment as well as the surgical approaches now
in use.

Modern Management of the Ischemic Leg*

MALCOLM R. LEWIS, M.D.,f Nashville, Tenn.

The proper roles of surgery and conser-

vative therapy in occlusive arterial disease

in the leg have become greatly clarified in

recent years. The great impetus to arterial

reconstruction created by the introduction

of synthetic replacements resulted in con-

siderable disillusionment when it became
apparent that these were unsatisfactory in

smaller vessels of the leg. Some bad results

occurring in this earlier period produced a

stigma against arterial surgery which is

only now being alleviated by a considera-

ble improvement in results. This improve-

ment is due in large part to a better under-

standing of surgical indications and to some
extent to improvements in technic and se-

lection of operation. Eight years of opera-

tive experience with peripheral vascular

disease has led me to a program of manage-
ment believed to be distinctly superior to

that of the recent past.

Conservative Therapy

Many early and some advanced cases of

occlusive arterial disease can be satisfacto-

rily managed without surgical procedures.

The principles involved in conservative

treatment therapy need to be borne con-

stantly in mind. (Table 1.)

Table I

Conservative Measures

1. Elevation of head of bed (avoid swelling).

2. No heat!

3. Cessation of smoking.

4. Vasodilator drugs and anticoagulants (of

limited value)

.

Elevation of the head of the bed on six

inch wooden blocks results in a slight but

sometimes crucial increase by gravity in

the arterial flow to the ischemic extremity.

"Presented at the meeting of the Middle Ten-
nessee Medical Association, Shelbyville, Tenn.,

May 19, 1966.

t From the Department of Surgery, Vanderbilt

University Hospital, Baptist Hospital and St.

Thomas Hospital, Nashville, Tenn.

The patient often accomplishes this result

by sitting with feet dependent or hanging

the embarrassed foot over the edge of the

bed for hours at a time. This unfortunate

habit, although giving some temporary re-

lief, results in a vicious cycle of edema with

increased ischemia and more pain leading

to more dependency. Elevation of the head

of the bed provides an optimal increment in

flow by gravity but usually without edema.

Although seemingly obvious, it is surpris-

ing how many of these patients are una-

ware of the dangers of applied external

heat even if this be only of mild degree

such as from a heating blanket. The in-

creased metabolic demand of the warmed
tissue is more than the critically balanced

circulation can supply and tissue loss can

occur. I have had the experience in more
than one case of a major amputation forced

by the injudicious use of heat. The patient

should be instructed to use only a heavy
sock or blankets for warmth.

Abstinence from tobacco, especially cig-

arettes, is of great importance in the man-
agement of these patients. Lord 1 has dem-
onstrated a much higher incidence of oc-

clusive arterial disease in smokers than in

nonsmokers. Whereas less than one-third of

patients with intact arterial circulation in

the leg were heavy smokers, well over 90%
of those requiring arterial surgery smoked
heavily. I have rarely seen a nonsmoker
under 65 with significant occlusive arterial

disease. Smoking would appear to hasten

significantly the onset and increase the sev-

erity of these arterial blocks.

Vasodilator drugs such as nylidrin (Arli-

din) or tolazoline (Priscoline) appear to

have some limited value in vasospastic dis-

eases such as Buerger’s disease and the di-

abetic form of arteriosclerosis, though in

both these categories the presence of under-

lying organic occlusion renders them disap-

pointing in the usual case. The value of

long term anticoagulation with prothrom-
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bin-inhibiting agents is difficult to assess

but it is my opinion that the disadvantages

of this modality outweigh any slim benefits

that may accrue.

The Role of Sympathectomy

Generally considered, sympathectomy is

of benefit only in the presence of vaso-

spasm. In purely mechanical blocks it can-

not be expected to result in either limb

salvage or lowering of the level of amputa-
tion. This failure is borne out in experience,

particularly in arteriosclerotic occlusion. Oc-

casionally, the purely vasospastic disorders

affect the lower extremity to a sufficient de-

gree to require sympathetic denervation

(Table 2). Livedo recticularis is character-

Table 2

Sympathectomy Beneficial In:

1. Vasospastic disorders

a. Livedo-recticularis

b. Raynaud’s disease

2. Organic blocks with straong vasospastic

component
a. Buerger’s disease

b. Diabetic type arteriosclerosis (in some
cases)

3. Injury

a. Frostbite

4. Usually not indicated in arteriosclerosis

ized by a bluish mottling of the skin of the

lower extremities and only rarely results in

ulceration or gangrene of sufficient degree to

require sympathectomy. When required,

sympathectomy is generally attended by
very good results. It is probable that ven-

ospasm as well as arteriospasm plays a sig-

nificant role in this unique disorder. Al-

though Raynaud’s disease (as contrasted to

the more common Raynaud’s phenomenon)
affects the lower extremity less commonly
than the upper, foot involvement is very

effectively treated by lumbar sympathecto-

my, as the 600 cases collected by Kin-

month2 would indicate.

One of the more important indications for

sympathectomy is Buerger’s disease (Table

2) . Although organic blocks exist in many
of these patients, the vasospastic element is

strong enough to account for much of the

necrosis and gangrene which occurs. The
results, particularly of lumbar sympathetic

denervation, are often satisfactory for long

periods of time as figure 1 would indicate.

This patient underwent both dorsal and

lumbar sympathectomies many years ago

and still has very functional feet in spite of

the loss of many fingers.

Many diabetics with ischemic lesions of

the lower extremity do not benefit from

sympathectomy. However, in younger dia-

betics this procedure may be of help. Fig-

ure 2 demonstrates a superficial femoral

artery block in a 45 year old diabetic. Oper-

ative repair of this lesion did not relieve

the pregangrenous condition of his toes in

Fig. 1. Th ;

s 62 year old patient with Buerger’s disease had bilateral lumbar and dorsal sympa-

thectomies 13 years ago. Although his feet have remained in good condition, necrosis of fingei tips

has necessitated many amputations.
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spite of a repair known to be patent. Fol-

lowing sympathectomy, however, the color

of the toes improved and the dead sloughed

off leaving a healed base.

True frostbite is often associated with

loss of varying amounts of tissue and can

result in disability due to cold sensitivity

and pain. Studies by Shumacker3 would
indicate, however, that sympathectomy
done early in the course of the disease lim-

its the level of amputation and results in

conserving tissue. Here, then, we have an-

other indication for lumbar sympathectomy.

Indications for Direct Arterial Surgery

Patients in whom conservative therapy is

ineffective are often not helped by
sympathectomy, though a very high percen-

tage of these can benefit from direct recon-

structive procedures. It is in this area of

indications for direct arterial surgery that

some of the greatest clarification has oc-

curred in recent years (Table 3)

.

Table 3

Indications for Direct Arterial Surgery
1. Threatened amputation.

2. Symptoms which interfere with productivi-

ty.

3. Must have a suitable distal tree.

4. Mere presence of lesion not enough.

The threat of amptuation certainly jus-

tifies any reasonable effort to reconstruct

arterial inflow, particularly if the amputa-

tion is to be a major one. Even gangrene

of a toe in an arteriosclerotic patient may
require an above-knee amputation if noth-

ing is done to improve tissue perfusion.

Similarly patients with ischemic night pain

often demand amputation since even narco-

tics fail to relieve the agony of this most

impressive symptom. A less demanding but

equally persistent cause for amputation can

be the unhealing lesion of the foot or ankle

(Fig. 3) . Such a lesion often produces pain

at rest if such was not already present. Al-

though the extent of occlusive disease may
be great in these patients, most or all

should be evaluated by arteriography and

Fig. 2. This 45 year old diabetic had repair of

the stenotic area in the superficial femoral artery.

Pregangrenous changes of the toes persisted,

however, until relieved by sympathectomy.
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be evaluated individually with regard to

this symptom.
Some patients can be shown by arter-

iography to have no suitable distal vessel in

which a reconstruction can be terminated.

Although with increasing experience these

patients become less common they continue

to appear, especially in the older age

groups, and represent a group for which re-

construction is not feasible.

Although many symptomatic patients

have reparable occlusive lesions, their mere
presence is insufficient to justify an opera-

tion. Figure 5 demonstrates a complete

block in a patient with claudication. Be-

cause of this man’s sedentary occupation,

however, he has been successfully carried

on conservative management without any

aggravation of symptoms.

Types of Operative Procedures

The procedures available to shunt blood

through or around a blocked artery are out-

lined in table 4.

Table 4

any reasonable extremity-saving effort be

carried out.

Claudication alone is not necessarily an

indication for surgical intervention unless

severe enough to interfere substantially

with work. The patient shown in figure 4

had a total aorto-iliac occlusion (Leriche

syndrome) . Although there was no evi-

dence of necrosis or gangrene of the lower

extremities, his claudication was sufficient

to interfere substantially with work and to

require surgical relief. Aorto-iliac bypass

grafting completely relieved this complaint

and was incidentally noted to improve his

flagging libido. Moderately severe claudi-

cation will occasionally improve substan-

tially merely with time, and patients must

Fig. 4. The drawing shows diagrammatically the

extensive block in this 43 year old man’s aorta

and common iliac arteries. Aorto-iliac bypass

grafting relieved his claudication.

Fig. 3. This 58 year old man developed this pain-

ful lesion on the foot which would not heal; noc-

turnal pain became increasingly severe. Arter-

iogram shows multiple blocks in the femoral art-

ery. Healing was prompt after vein grafting.

Arterial Reconstructive Procedures

1. Thromboendarterectomy with or without

patch graft.

2. Vein graft.

3. Synthetic tubes.

4. Embolectomy.

Thromboendarterectomy is especially
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Fig. 6. After removal of the occluding intimal

plaque, a patch of vein is applied, as shown in

the diagram, to avoid a suture-line stenosis. The
postoperative arteriogram shows such a patch in

place.

effective in removing short blocks and has

the advantage of being an entirely autogen-

ous reconstruction without use of foreign

material. The use of a patch implanted in

the suture line to avoid stenosis is demon-
strated in figure 6. The relative merits of

various materials for use as a patch has

been extensively worked out. 4 - 5 Although

many substances can be used satisfactorily,

the usual choice is the patient’s own vein.

Bypass grafting with saphenous vein has

been extensively used by Dale c - 7 and oth-

ers. In this operation the patient’s own ipsi-

lateral saphenous vein is removed, reversed

Fig. 5. The complete block in this 60 year old

man’s femoral artery caused claudication, but did

not require operative repair.
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and sutured about the arterial block as a

shunt of entirely autogenous material. As
the disadvantages of synthetic materials

have become more and more obvious, this

method of repair has come into increasingly

widespread use, and is particularly valua-

ble in patients with long or multiple blocks

(Fig. 3) . Although this technic requires

more skill and experience than any other

mentioned here, its use is attended by grati-

fying results.

The many synthetic materials designed

for bypass grafting all carry the compound
disadvantages of decreased tolerance to in-

fection, a thick neo-intima of fibrin, tenden-

cy to kink at joints and inferior results in

regard to long term patency and limb sal-

vage. The technical fact of ease of insertion

is entirely offset by these disadvantages. In-

deed, of what value is it to the patient for

the surgeon to finish one hour sooner if an

otherwise avoidable amputation results a

few weeks or months later?

Arterial embolism can usually be dealt

with by arteriotomy, extraction of the em-
bolus and direct repair by suture. The in-

troduction by Fogarty 8 of a balloon-fitted

arterial catheter has made possible extrac-

tion of emboli distant from the arteriotomy

and has further enhanced limb salvage fol-

lowing embolization.

Results

Where formerly a patient requiring re-

constructive arterial surgery carried a

somewhat guarded prognosis, it is now pos-

sible to state with considerable more clarity

the anticipated outcome of repair. Those pa-

tients with a short block in a large vessel

and a relatively intact distal arterial tree

carry a very good prognosis. As the run-

off becomes poorer or as the distal anasto-

motic vessel becomes smaller the chances of

a successful outcome are less. However,

even many of these limbs are salvaged and

such patients are usually willing to under-

go an attempt at saving an otherwise

doomed extremity. Even in the presence of

gangrene of a toe, a threatened major am-

putation can often be replaced by a minor

amputation saving a portion or most of a

foot.

Conclusions and Summary

Neither palliative nor reconstructive ar-

terial surgery is indicated when occlusive

vascular disease can be managed satisfacto-

rily by conservative means.

Sympathectomy, although limited in use-

fulness, continues to have a role in some

patients with ischemic feet and legs.

Both the role of direct arterial surgery

and results to be anticipated therefrom

have become greatly clarified in recent

years. Representative cases are cited and

illustrations of lesions and results are

shown.
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CASE REPORT

Early Ocular Manifestations of

Periarteritis Nodosa*

Alice R. Deutsch, M.D., Memphis, Tenn.

Introduction

Polyarteritis or periarteritis nodosa, is a

relatively rare disease which was diagnosed

and described on the basis of histologic

findings by Kussmaul and Meier 1 as early

as 1866. A macroscopic and clinical descrip-

tion was given by Rokitansky 2 before this,

in 1852. The disease is characterized by

the formation of multiple inflammed nod-

ules on and in the wall of smaller arteries,

and occasionally on arterioles throughout

the body. No specific organ has been found

nor has infection been considered as a

cause, though temporarily a viral origin has

been suspected. Nor has there been evi-

dence of endocrinopathy or a dietary

deficiency.

Rich and associates 3 believed the disease

represented a hypersensitivity-reaction.

They produced typical periarteritis nodosa

experimentally in rabbits analogous to ser-

um sickness in man. They also presented

clinical and pathologic evidence that poly-

arteritis developed in man as a result of a

hypersensitivity reaction following the

combination of a foreign serum and sulfona-

mide therapy, and that continued adminis-

tration of this combination after a hyper-

sensitivity reaction, increases the danger of

producing vascular damage by prolonging

the contact of the sensitized body with the

offending antigen. Acute diffuse glomeru-

lonephritis occurred in a number of rabbits

which developed a hypersensitivity reac-

tion to foreign serum.

Clinically, polyarteritis is characterized

by fever, loss of weight and anemia, myal-

gias, subcutaneous nodules, severe intesti-

nal upsets, and peripheral neuritis. Howev-
er, any organ of the body can be involved,

though most commonly lesions are found in

the gastrointestinal tract, kidneys, nervous

system, skin and heart. Severe hyperten-

sion may accompany renal involvement.

*Readl at the meeting of the Tennessee State

Academy of Ophthalmology and Otolaryngology,

April 18-19, 1966, Gatlinburg, Tenn.

Histologically, periarteritis nodosa pre-

sents a localized, rarily generalized vasculi-

tis, of small arteries with initially swelling

of the ground substance of the connective

tissue and by increased visibility and thick-

ening of the collagen fibers. Later,

infiltration with leucocytes takes place, oft-

en preceded by mononuclear cells and fol-

lowed by eosinophils. Splitting of the med-
ia occurs early, followed by fibrinoid de-

generation and necrosis, and occasional

healing and scar formation.

Polyarteritis is a rare and usually fatal

disease; and because of its baffling symp-

tomatology, the diagnosis frequently is nui

made during life unless a biopsy has been

made of muscle or a subcutaneous nodule.

Since medium and small arteries in almost

any part of the body can be involved, its

signs and symptoms may be very variable.

The disease occurs most often in males of

middle age, though it has been reported in

children as young as 3 months. The oldest

patient observed was 78. The disease lasts

from a few months to 1 year, and only an

occasional patient survives for several

years. Ocular manifestations are not

characteristic and may masquerade as sev-

eral other disease entities. Even if the dis-

ease is suspected clinically, it may be very

difficult to prove. Death commonly occurs

from hemorrhage or failure of a vital organ.

Ophthalmologic Manifestations

Polyarteritis may affect the eyes in var-

ious ways:—namely, by direct involvement

of the medium sized and small arteries of

the eye or the orbit; by exudative lesions of

mesodermal structures; by involvement of

the cerebral vessels with secondary neu-

rologic manifestations; by kidney involve-

ment and hypertension with resulting hy-

pertensive retinopathy; and by various tox-

ic contributing factors.

Exudative lesions of mesenchymal tissues

have been seen in the form of palpebral

swelling, edema of the conjunctiva, scleri-

tis, iritis, episcleritis, and tenonitis. Typical

lesions in the retinal arteries only are

found rarely, and the clinical picture of ret-

inopathy is considered to be a sequela of

the renal disease and hypertension. Vascu-

lar lesions in the choroid, visible as globu-
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lar edematous areas of various size, have

been proven pathologically, especially

around the short posterior ciliary arteries

and sometimes in the anterior uvea. The

media is seen to be destroyed by fibrinoid

necrosis, while the adventitia shows a very

dense cellular infiltration; some vessel

walls may be replaced entirely by a fibri-

noid mass which also may fill the lumen of

the vessels. The choriocapillaries also may
show characteristic pathologic changes, the

capillary walls being replaced by fibrinoid

necrotic rings. The pigment epithelium dem-
onstrates secondary degeneration. Some
of the choroideal arteries show transforma-

tions to granulomas of histiocytes and

fibroblasts. The outer layer of the retina

may show autolytic changes. The frequent

changes in the retinal arteries are consid-

ered to be sequelae of renal and circulatory

disorders, but not caused by local polyar-

teritis.

The retinal abnormalities consist of ac-

tive spasm, hemorrhages, cottonwool patch-

es, and edema of the retina and disk. The
latter might also be a sign of a toxic retino-

pathy, a nonspecific change found not only

in other collagen diseases, but also in suba-

cute bacterial endocarditis and septicemia.

Periarteritic lesions in the central ner-

vous system may be the origin of palsies of

the extraocular muscles, pupillomotor dis-

turbances, homonymous hemianopsia and

convulsions. Increased intracranial pressure

may cause papilledema.

At autopsy, the lesions of periarteritis no-

dosa have been found in the choroidal,

short and long ciliary arteries and their

branches in the iris, in eyes which never

had shown clinical manifestations of this

disease, proving that polyarteritis nodosa

may cause more ocular lesions than suspect-

ed clinically.

Because of the rarity of primary ocular

involvement in polyarteritis, the following

case is thought worthy for reporting.

Case Report. A 58 year old white woman had

recurrent attacks of bilateral episcleritis alter-

nately and simultaneously with the formation of

phlyctenular-like nodules throughout 1956 and

1957. There was surprisingly little pain and pho-

tophobia. Her general health was considered to be

good and the physical examinations were entirely

negative.

In August, 1957, she complained of impaired

vision in the left eye. At this time the anterior

segment of both eyes were normal except for

some limbal scarring. The media were clear. The
fundus of the right eye showed isolated small

greyish-yellowish lesions not sharply outlined, in

the choroid. The left fundus was studded with

similar lesions. In addition, very small white

glittering dots of exudate made a string over the

nasal superior retinal artery which was covered

with a thick white exudate at its first bifurcation.

This section of the retina was diffusely edematous
and a corresponding relative field defect could be

outlined. Corrected vision was: Right eye 20/20,

left eye 20/25.

Physical examination was repeated in combina-
tion with detailed studies concerning a possible

collagen disease, with polyarteritis foremost in

mind. Blood chemical studies of albumin/globulin

ratio, BUN. uric acid and cholesterol, as well as

the hemogram, E.S.R., and x-ray examinations

were within normal limits.

Under systemic steroid treatment the lesions

subsided as did the external inflammations under
local steroid therapy. In September, 1959, a sev-

ere nodular scleritis appeared anterior to the left

internal rectus muscle with extensive scleral

necrosis. This healed with pronounced scleral

atrophy. At this time a muscle biopsy was again

negative.

The patient was not seen again until April,

1960, when she complained of impairment of vi-

sion, weakness, headaches and abdominal discom-

fort. At this visit, she appeared ill, having lost

much weight. The signs and symptoms of a hy-
pertensive retinopathy were present. Corrected

vision was still 20/25 in both eyes; I.T. both eyes

was 20.1 (7.5 Schitz). The B.P. was 200/110, to-

tal plasma protein was 5.7, with an

albumin/globulin ratio 2.3/3.4 E.S.R. 85, serum al-

kaline phosphatase 21 King-Armstrong units, and
uric acid 3.6 mg. After several days in the hospi-

tal she developed a sudden intestinal obstruction

which led to laparotomy. The diagnosis polyar-

teritis was made from the surgical specimen.

She died about 2 weeks later. Autopsy was de-

nied.

Comment

It is not possible to prove with any cer-

tainty that the recurrent and various mani-

festations of ocular disease in this patient

were those of ocular polyarteritis, and the

diagnosis can only be made presumptively

in retrospect.

Ocular manifestations of this disease are

very rare. In 350 cases summarized by

Goldsmith,4 81% showed no involvement of

the eye and the 19% with such involvement

mainly had angiospastic retinopathy

thought to be secondary to the renal dis-

ease and hypertension. In another review
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by Stillerman,5 only 10% of eye lesions

were found in 550 cases of “collagen dis-

eases.”

Ocular manifestations as first signs of

periarteritis nodosa are most uncommon.
Harbert and McPherson 6 observed a case of

bilateral severe corneal ulceration of the

Mooren’s ulcer type with scleral necrosis in

1947. They suspected periarteritis nodosa,

but the diagnosis was not made during life.

Wise, 7 in 1952, observed 2 instances of in-

tractable corneal ulcers shortly preceding

the outbreak of other manifestations of the

disease. These 3 cases occurred before cor-

tisone was available, and the patients did

not respond to the symptomatic treatment

used at this time.

Maumenee 8 mentioned mild and severe

episcleritis, nodular scleritis and Mooren-

like ulcers as a complication of polyarteri-

tis, dermomyositis, and rheumatoid arthri-

tis. At microscopic examinations of necrotic

scleral lesions, he found evidence of fibri-

noid degeneration and phagocytosis of the

fragmented collagen fibers by monocytes.

Boek 9 summarized the ocular findings in

periarteritis nodosa, recognized in 1955. He
emphasized that some types of lesions can

be traced definitely to local periarteritis of

ocular, retro-ocular, and peri-ocular art-

eries, while other pathologic entities unmis-

takably are the result of kidney disease

and/or vascular disturbances in other or-

gans.

Sheehan, 10 in 1958, reported a case of a

35 year old woman who, in addition to reti-

nal perivasculitis and iridocyclitis, had

varied neurologic findings. During the ter-

minal stage of her illness she had intermit-

tent fever, inversion of the albumin/ glob-

ulin ratio and epileptic seizures. The post-

mortem findings indicated a disseminated

undetermined form of a generalized vascu-

lar disease, while the pathologic examina-

tion of the eye revealed active periarteristis

nodosa.

Vancea 11 and associates discussed the

history of a 31 year old man in 1962. He
had progressive retinopathy and died fol-

lowing fulminating glomerulonephritis. Ne-

cropsy confirmed the diagnosis periarter-

itis nodosa.

Stephen Van Wien 10 observed a 61 year

old white man with a history of having had
an orbital tumor removed 14 years pre-

viously. At that time the diagnosis periar-

teritis nodosa was made from the removed
tissue. He was symptom-free until the ex-

ophthalmos recurred simultaneously with a

severe intraocular hemorrhage and glauco-

ma. The diagnosis of periarteritis nodosa

was confirmed again after enucleation. The
patient died of renal failure few weeks la-

ter.

Blodi 12 reported the case history and
pathologic findings of a 64 year old woman
with bizarre clinical symptoms, a globular

retinal detachment and diffuse attenuated

arteries. Active polyarteritis was found

only around the episcleral and orbital ves-

sels. Otherwise, the histologic sections

showed hypertensive retinopathy with ede-

ma of the macula and disk and retinal de-

tachment.

The patient described herein was without

signs of generalized disease for about 4

years. She never had evidence of involve-

ment of the skin or other organ, and consid-

ered herself to be in good health until the

final episode. Physical examinations and
laboratory studies were repeatedly nega-

tive. Muscle biopsy after the recurrence of

necrotizing scleritis in 1959 was not contrib-

utory. She made a good recovery after the

several attacks of ocular disease as she re-

sponded favorably to cortisone treatment.

The terminal severe retinopathy probably

must be referred to the concommitant kid-

ney disease and hypertension. Therefore,

this would present an indirect involvement

of the eyes, while the scleral, limbal and
choroideal lesions in the preceding years

might have been the result of specific local

arterial diseases. The characteristic degen-

erative changes and cellular infiltrations

have been described in the anterior and
posterior ciliary arteries and their branches

even in specimens where ocular involve-

ment had not been suspected. The pos-

terior short and long ciliary arteries and an-

terior ciliary arteries are considered to be a

favored location of periarteritis nodosa.

At the other hand, in a large number of

instances ocular lesions should be accessible

to direct observation. Choroidal disease is

very suggestive clinically, and is character-
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ized by the absence of severe functional

embarrassment. The discovery of suggestive

pathologic lesions in the vascular structures

of the eye, especially in the absence of oth-

er specific etiologic factors might signal a

warning of polyarteritis and lead to more
detailed study and essential laboratory in-

vestigations. These might aid in earlier di-

agnosis, earlier treatment, and possibly a

more propitious prognosis.

Summary

(1) The case history of a 58 year old

woman with recurrent attacks of scleritis,

keratitis, choroiditis, and terminal retinopa-

thy was presented. In spite of detailed lab-

oratory studies, the suspected diagnosis of

periarteritis nodosa was confirmed only

shortly before her death by the surgical

specimen obtained at laparotomy.

(2) The specificity of the lesions in the

eyes could not be confirmed, since they

could not be obtained for pathologic study,

autopsy having been denied.
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CASE REPORT

Amyloid Tumor of the

Conjunctiva and Eyelid*

D. Isbell, M.D., Chattanooga, Tenn.

Primary isolated amyloid tumor of the

eyelid is rare, only a few cases having been
reported in recent years. 1-3 The disease

was first described by Oettingen in 1871,

and mention was made of it by Fuchs in

1919, de Schweinitz in 1921, Collins and
Mayon in 1925, Wolff in 1934 and Castrovie-

jo in 1946, as appears in a historical review

by Mathur and Mathur.3

Definition and Classification

Amyloidosis is described as an obscure

disorder characterized by the deposition in

various tissues of an amorphous glycopro-

tein soluble with difficulty and having its

own peculiar staining reactions, with io-

dine, sulphuric acid (10% solution) and

other stains (crystal violet).4 Hyaline
deposits are of a similar amorphous nature,

but do not have the staining characteristics

of amyloid.

Classification of amyloid disease is not

very sharp or well defined. Generally, as

of now, four groups or types are consid-

ered.

(1) Primary systemic, involving tissues

of multiple organs, such as the larynx,

tongue, bronchi and heart, without associa-

tion with other disease, necessarily. In this

type of case the patient survives an average

of 3 years and usually dies of intractable

cardiac decompensation.

(2) Secondary, accompanying a number
of chronic diseases, especially supurative

diseases such as tuberculosis, pyelonephro-

sis, peritoneal abscess, lung abscess, etc.

The liver, spleen, kidneys, adrenal cortex,

thyroid and pancreas are involved most fre-

quently.

(3) Amyloid disease accompanying multi-

ple myeloma.

(4) Tumor forming lesions, as in the eye-

lid, wherein there is little or no tendency

for it to be a complication of other disease.

Some authors reporting cases of this type

*Read at the meeting of the Tennessee State

Academy of Ophthalmology and Otolaryngology,

April 18, 19, 1966, Gatlinburg, Tenn.
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from India, have suspected a relationship to

trachoma.3 This is far from certain, how-

ever, when one recalls that in some areas of

India about 80% of the population have

been affected by trachoma, and, also, that

some of the cases reported from that coun-

try have shown no trace of trachoma. It

should also be remembered that so-called

“primary amyloidosis” is presumably a

manifestation of some obscure metabolic

disorder, and in this sense is actually secon-

dary.

Tumors of the Lid

Amyloid tumors of the lid are almost al-

ways local, and only very rarely are a part

of a systemic primary disease involving oth-

er organs. 5 In about two-thirds of the

cases the disease is bilateral and may in-

volve one or all of the lids. There are usual-

ly complaints of tearing and irritation. In

some instances, vision may be obstructed

because of the size or weight of the tumor.2

The bulbar conjunctiva and cornea may be

involved. The levator muscle has been

known to be involved in upper lid cases.

Grossly, the tumor appears as a firm, nod-

ular or cobblestone-like, yellowish mass.

Malignancy may easily be suspected.

Microscopically, the disease characteristi-

cally attacks the extracellular tissue ele-

ments or, in other words, the subconjuncti-

val-pretarsal connective tissues. This in-

cludes the connective tissue supporting ele-

ments of the walls of blood vessels which

are involved very early. The vessel walls

become thicker from deposition of amyloid,

and the lumen smaller as the process con-

tinues. The epithelium tends to remain in-

tact. There is a minimal cellular reaction,

usually characterized by round cell

infiltration about the blood vessels. The end

result tends to be an amyloid mass, rela-

tively avascular and acellular, with intact

epithelium, unless late in the process.

Case Report

A white man, aged 49, was first seen on May
13, 1965, complaining of a growth inside the left

lower lid, for about the past month. One morning

he had noticed a slight “hemorrhage” on the pil-

low. There was no discomfort except a tendency

to tearing. His chief concern was the presence of

the mass in the lid.

The patient had been seen 8 months before for

routine examination and refraction, at which time

no unusual findings were present.

Examination. Vision corrected was c c 20/15

and Jaeger 2, for both eyes.

Externally, the right eye was normal and the

left eye showed no more than a suggestive gener-

al redness. The left lower lid had a prominence
about equal to a moderately large chalazion,

though not quite so localized, and was centered at

about the junction of the middle and outer third.

Palpation gave about the same sensation as such

a chalazion. On eversion of the lid, the lateral

two-thirds to three-fourths of the surface was
covered by a mass of yellowish tissue. The high-

est elevation, at about the junction of the mid-
dle and outer third, was firm, nodular and immo-
vable. As the mass flattened out, especially nasal-

ly, a distinct cobblestone pattern was present.

There was somewhat of a crater over the highest

elevation. The lower conjunctival fornix was
free of involvement. Though the distinctive color

had not been seen before, malignancy was sus-

pected, including the possibility that it may have
originated in a meibomian gland—itself a rare

condition. 8

Pupillary reactions, muscle functions, ophthal-

moscopic and slit lamp examinations were normal
in both eyes. There was no evidence of tracho-

ma or other disease.

The general physical examination was normal,

including chest x-ray and electrocardiogram. Lab-
oratory tests included sedimentation rate, urina-

lysis, WBC, and differential counts, hematocrit,

hemoglobin, serologic tests for syphilis, total pro-

tein, albumin and globulin with its several frac-

tions, and blood cholesterol. All were within

normal range, except for a cholesterol level of

264 and an eosinophil count of 8%.
Biopsy was performed at the first visit and re-

ported as amyloid tumor of the eyelid. The pathol-

ogist’s report was as follows:

Microscopic Description: “The conjunctival epi-

thelium of the lid is very thin. The subepithelial

connective tissue has been completely replaced by
an eosinophilic homogeneous waxy material

which completely replaces the supporting connec-

tive tissues. This material is not accompanied by
any inflammatory or neoplastic changes. Capil-

laries are still visible within the material. Occa-
sional connective tissue fibers can also be iden-

tified. Some lid gland ducts are also found. Be-
cause of the resemblance of this material to amy-
loid, a crystal violet stain was performed and this

material stained a reddish-pink, consistent with

amyloid. The lesion, therefore, will be diagnosed

as an amyloid tumor of the lid.” Diagnosis—
“Amyloid tumor, left lower lid.”

Treatment. (No specific treatment for this

type of lesion is known. Corticosteroids have

been used in reported cases but with little if any

effect.) Nevertheless, topical prednisolone (Pred-

nefrin-F) 1% drops every 3 hours were pre-

scribed. In addition to this topical treatment, the

proteolytic enzyme, Ananase, was given, 1 tablet
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t.i.d. The treatment extended for several weeks
because for a time the mass gave an impression

of becoming less firm, more pliable, and possibly

somewhat smaller. Failure of this treatment,

however, became evident.

On August 31, 1965, under local anesthesia, the

tumor was removed almost entirely by light cu-

rettement. The amyloid material came away easily

and thus it was possible to remove it with very

little injury to the uninvolved tissues. Also, since

the lower fornix was not involved, no considera-

tion was given at the time to the use of a con-

junctival or mucous membrane graft.

The palpebral surface healed rapidly, with al-

most complete absence of cicatricial reaction. To
date, 7 months later, there is no recurrence.

Comment. The rapid healing, with al-

most no scar tissue reaction, was striking. It

seems possible that this may coincide with

the microscopic pathology, if it is recalled

that the extracellular connective tissue ele-

ments are attacked primarily and replaced

by amyloid substance. This includes the

blood vessel wall, with thickening, stenosis,

and occlusion of the vessel. This relative

lack of blood vessels and connective tissue,

may leave a field less subject to scar tissue

reaction. Consequently, in the surgical

treatment of such a case, there may be
some justification in removing amyloid ma-
terial alone, with as little trauma as possi-

ble and, at the same time, hold some less

concern than usual about the question of

scaring or the necessity for grafting proce-

dures.
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Applications solicited for chief medical service and

a staff physician, medical service, 228-bed accred-

ited SM&S hospital. Salary commensurate with ex-

perience and training. Excellent fringe benefits in-

clude liberal annual and sick leave accruals. Health

benefits, life insurance and retirement benefits at

nominal cost to employee. Contact Director, VA

Hospital, Poplar Bluff, Mo.

California Medical Career Openings: A limited num-

ber of openings available in all specialty areas

including general medical practice. These openings

are within The Permanente Medical Group leading

in 3 years to a profit-sharing partnership. A
representative of The Permanente Medical Group

will hold interviews in Memphis during the months

of October or November, 1966. For further informa-

tion and interview appointment write or call I. M.

Kalb, M.D., 3240 Arden Way, Sacramento, California,

area code 916-482-8100.

INTERNIST — To assist Plant Medical

Director direct and supervise all phases

of expanding occupational medical pro-

gram of large (2,400 employees) ord-

nance plant. Mature doctor with medical

administrative experience preferred. Sub-

urban Chattanooga location, attractive

salary, comprehensive benefits. Contact

B. C. Koval, Volunteer Army Ammuni-
tion Plant, Atlas Chemical Industries, Inc.,

P. O. Box 5220, Chattanooga, Tennessee

37401.

It's your professional privilege

to replenish your ranks . .

.

Give to
medical education
through AMA-ERP

American Medical Association

Education and Research Foundation

535 N. Dearborn St., Chicago 10, Illinois
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Winthrop announces
new

ANTACID
TABLETS
AND LIQUID

For peptic ulcer,

gastric hyperacidity,

gastritis

Each WinGel tablet or teaspoon (5 ml.) contains

410 mg. of combined, highly reactive, short poly-

mer, aluminum and magnesium hydroxides stabi-

lized with hexitol.

Neutralizes 300 times its active-ingredient weight
in gastric acid for fast, long-lasting relief

Gastric or duodenal ulcer, acute or chronic gas-

tritis, gastric hyperacidity.. .wherever there is “acid

overflow” new WinGel can provide faster, longer,

more complete neutralization.

In recent laboratory comparisons* with eight other

leading antacids, new WinGel tablets not only

neutralized more hydrochloric acid per active-

ingredient weight, but neutralized it faster and
longer than all other antacids tested.

Pleasant pink in color, WinGel is delicately mint

flavored with a smooth-as-cream texture -qualities

sure to please the patient on long-term therapy.

New WinGel is also specially formulated to avoid

constipation or diarrhea.

.

New WinGel neutralizes 300 times its active-ingredient weight in 0.1 N hydrochloric acid*

neutralizes more acid faster than other leading antacids

Minutes

40 SO
'7

.

:

Rate of 0.1 N hydrochloric acid
neutralization at pH 3.5 and
37° with WinGel and eight
other leading antacid tablets—
in vitro. Samples equaled the

weight of tablet material con-
taining 1.0 Gm. active ingre-

dients.*

Hinkel, E. T„ Jr. (New York):

Data in the files of the Depart-

ment of Medical Research,
Winthrop Laboratories.

Dosage: Peptic ulcer or gastritis -from 2 to 4 teaspoons
of WinGel liquid or 2 to 4 tablets chewed or allowed to dis-

solve in the mouth every two to four hours. Gastric hyper-
acidity-2 tablets or teaspoons about 'h to one hour after

meals as needed; children from 7 to 14 years of age, 1 or
2 tablets or 1 or 2 teaspoons of liquid as needed.

How Supplied: Liquid in bottles of 8 fl. oz. and 1 pint.

Tablets in cellophane strips, boxes of 50 and 100. (One tea-

spoon of WinGel liquid is equivalent to one WinGel tablet

in acid-combining capacity.) WinGel, trademark reg. U.S. Pat. Off.

Winthrop Laboratories, New York, N.Y. 1 001 6 \

Finally — a taste your patients will trujy like
(iosem)



Survey of Radiologists
And Pathologists in

Tennessee

AMA Board Cites
Legal Risk on
Resolution

Importance of
Establishing Usual
and Customary Fees

EDICAL

WS or lnteresf to Doctors In Tennessee
, -

• Following is the result of a survey of radiologists and
pathologists in Tennessee concerning separate billing and
contractual agreements with hospitals. Questionnaires were
mailed to 103 radiologists with 74 replies being received.
Of these:

36 are now billing all patients directly and have
no contract with hospitals ;

15 are billing Medicare and/or selected other patients
directly

;

23 are not using separate billing at all, although most
of them stated that they were in the process of convert-
ing to separate billing;
10 of the 15 who are using separate billing in part of
their practice are in university status.

Of 90 pathologists who were sent questionnaires, 56 replied.
Of these:

7 are on complete separate billing;
11 are using separate billing for part of their practice ;

38 are not using separate billing.
There was much stimulating and enlightening information
given on the questionnaires under "additional comments."
Some of those who are using separate billing are having
little or no difficulty. Most, however, stated a loss in
income and considerable opposition from hospitals and, to a
lesser extent, from other physicians and patients. There
was almost unanimous agreement that if the insurance com-
panies, particularly the Blue Plans, could be persuaded to
pay the fees of the pathologists and radiologists, transi-
tion to complete separate billing could be quickly accom-
plished with a minimum of difficulty.

• The American Medical Association's Board of Trustees has
directed that the AMA, State, and County Medical Societies
not implement a resolution which would make it unethical
"for a physician to displace a hospital-based physician who
is attempting to practice separate billing when the dis-
placement is primarily designed to circumvent separate bill-
ing." The Board warned that implementation of the resolu-
tion adopted at the annual convention in June, "would in-
volve significant legal risks." The Board stated that im-
plementation of the resolution would involve serious risks
of litigation (including damage claims by persons asserting
economic injury). In a letter to delegates and alternate
delegates of the AMA House, the AMA Board stated it has
directed that AMA, State, and County Medical Societies not
implement the resolution.

• The importance of establishing usual and customary fee
concepts in welfare health care programs is found in Title
XIX of the Medicare Act. Experts see the possibility of

Title XIX covering thirty to forty percent of the popula-



State and AMA
Dues Change in

1967

Animal Care Bill

(P. L. 89-544)
Becomes Law

October 16-22 Is

Designated as
Community Health
Week

AMA Limits Size of
House of Delegates

New IRS Tax Guide
Issued for Income
Tax Withholdings

tion by 1972. This means, that unless usual and customary
fees are established and maintained, physicians would find
a large percent of their practice reimbursed under fixed fee
schedules by 1972. The House Ways and Means Committee has
held hearings as to the enormity of cost and size of Title
XIX. It appears that restrictive amendments may be adopted.

• Effective January 1, 1967, TMA members are advised that
the House of Delegates in its regular meeting in April, set
the annual dues of the Tennessee Medical Association at
$55.00 per year.

The AMA House of Delegates, at the 1966 annual conven-
tion, approved an increase in AMA dues at $70.00 per year,
effective January 1, 1967. The House action stated that the
increase was necessary for AMA to meet the needs of members
and carry out effectively its many programs.

• The Animal Care Bill requires the Secretary of Agricul-
ture to establish standards for the care, treatment, and
transportation of animals destined for use in research
laboratories and would include not only dogs and cats but
also guinea pigs, monkeys, rabbits and hamsters. Animal
dealers would be required to be licensed by the Secretary
but the law would exempt farmers who, as an avocation, raise
animals on their farms and sell them to research facilities.
Research facilities will be required to be registered with
the Secretary and to maintain extensive records on the use
of experimental animals. In Tennessee, it is understood
that this Law will be implemented through the State Depart-
ment of Agriculture.

• Mid-October has been designated as Community Health Week.
County medical societies are urged to develop plans for this
activity. The AMA has forwarded a letter to county medical
society officers and others in regard to this matter. All
county medical societies are urged to develop appropriate
programs marking this fourth annual observance of community
health week to encourage other members of the community
health team to join with them in planning and carrying out
activities. Primary objectives of this nationwide observ-
ance are to stimulate greater public awareness and apprecia-
tion of the wealth of health facilities and services which
are available at the community level and to stress the
health progress and medical advances which have been made
locally through the united effort of all members of the
community health team. The October 16-22 date is recom-
mended for all societies who participate so that the maximum
benefit can be derived from national publicity.

• The AMA House of Delegates adopted an amendment to the
By-Laws that would limit the size of the House of Delegates
to 250 delegates. The change allows one delegate for every
1,250 members if and when the House reaches 250 members.
Present By-Laws allow one delegate for every 1,000 members.

The adopted amendment stipulated that no state associa-
tion should lose a delegate because of the new delegate-
member ratio.

• The Internal Revenue Service has issued a revised Em-
ployers Tax Guide to be used in connection with the new
graduated system of withholdings adopted by the Tax Adjust-
ment Act of 1966. Provisions of the new system went into
effect May 1. As the IRS points out, this Act makes no
change in the amount of tax, merely in the amount to be
withheld.

Physician-employers who have not already made this ad-
justment in regard to employees withholdings, are advised
to contact the nearest Internal Revenue Service office for
instructions, or to consult their accountant or tax advisor.



Hadley Williams, Public Service Director

\

Medicare Meetings • Five meetings across the state have been conducted to
Conducted By further explain the procedures involved in submitting claims

1 Equitable—TMA under Part B of Medicare. With the assistance of TMA, Mr.
Dick Johnson, Medicare Director for the Equitable Life As-
surance Society, fiscal carrier for Part B in Tennessee,
met with physicians in Kingsport, Johnson City, Paris,
Dyersburg and Jackson during September. Attempts are being
made to schedule additional meetings in Clarksville, Co-
lumbia, Shelbyville, Cookeville and Cleveland during the
month of October.

Although four regional meetings on the subject were held
in Memphis, Nashville, Knoxville and Chattanooga during the
month of May, which were attended by approximately 1,000
people, the carrier is experiencing problems in processing
physician claims in certain areas of the state.

Mr. Johnson reported that during July 731 claims were
processed with the number growing to 7,618 in August.
Claims in September averaged 700 per day. Approximately
65% of all claims received and processed thus far by Equit-
able have gone towards satisfying the $50 deductible of pa-
tients with no checks being issued.

Dr. G. Baker Hubbard, president of TMA, in a letter to
all TMA members is urging that physicians and their assist-
ants responsible for submitting claims forms attend one of
these additional meetings on Medicare.

'Legislative Committee ® The TMA Legislative and Public Policy Committee met in
Conducts Meeting Nashville on September 11 to discuss matters pertaining to

legislation which will be of interest to TMA during the 1967
Tennessee General Assembly.

The use of the "contact doctor" system employed in the
past to keep legislators informed of TMA’ s position on pro-
posed legislation regarding health care will be utilized
once again. Individual physicians who treat legislators as
patients and know them personally will be asked to serve as
a contact doctor during the legislative session. Physicians
acquainted with legislators expected to serve in the 1967
General Assembly are urged to get in touch with Mr. Williams
of the TMA staff as soon as possible.

The feasibility of establishing a first-aid station in
cooperation with the Tennessee Hospital Association is
under consideration. The station, which will be located
adjacent to the House and Senate chambers in the Capitol,
would operate during legislative sessions. Staffing of such
a station by a physician presents a problem. If plans ma-
terialize, TMA members will be requested to volunteer their
services for one day to staff the first-aid station. The
Legislative Committee is of the opinion that such an en-
deavor will provide a much needed service to members of the
General Assembly, will afford TMA an excellent public ser-
vice opportunity and will enable physicians from across the
state to actively participate and to see the General Assem-



bly in action. Interested physicians who would be willing

to serve one day during January, February or March are urged

to contact Mr. Williams at TMA Headquarters.

The complete TMA legislative program for 1967 will be

outlined prior to the January convening date.

• Implementation of a Title XIX program in Tennessee is not

far off. For better or for worse, the implementation of

Title XIX must affect the future of medicine and the unprec-

edented quality of health services enjoyed by citizens of

Tennessee. TMA is fully aware of the long range effects

this comprehensive medical care program could have on its

members and the patients they serve. Several policy state-

ments have been adopted by the House of Delegates relative

to Title XIX and all policy statements have been referred to

state and national agencies responsible for the development

of Tennessee's program. The TMA Governmental Medical . Serv-

ices Committee is responsible for all matters pertaining to

Title XIX and its implementation.

To date, the following policy has been developed:

1. The Tennessee Medical Association favors the full im-

plementation of Title XIX of P.L. 89-97 by the State of

Tennessee insofar as fiscally feasible. The speed of ac-

complishment should be no greater than the State of

Tennessee can afford in moving forward and still be

fiscally responsible to maintain the program.

2. The Tennessee Medical Association strongly urges that the

administration of Title XIX be placed under the jurisdic-

tion of the Tennessee Department of Public Health. Title

XIX is a medical program and should be administered by

the state agency designed to implement medical programs.

The Association urges that the program be under the di-

rection of a full-time employed physician with. as many

full-time physicians as needed to adequately direct and

supervise the program's implementation and operation.

3. The Tennessee Medical Association has adopted a policy

which states that when any agency of the government as-

sumes financial responsibility for an individual's health

care, reimbursement for the physician's professional
services should be on the basis of usual and customary

fees, this provision being part of P.L. 89-97 and cur-

rently being followed under Title XVIII.

4. The Tennessee Medical Association feels that any re-

cipient of medical aid under Title XIX should have free

choice of physician and facilities available under the

program. Every effort should be made to preserve the

traditional physician-patient relationship. A provision

which would allow the physician the option of dealing

directly with the patient or with the fiscal carrier

for the program as provided in Title XVIII of P.L. 89-97

should be incorporated in formulating Title XIX in Ten-

nessee.

5. The Tennessee Medical Association strongly urges that, bj

order to effectively and economically establish Title

in Tennessee, the fiscal carrier for the state should coin-

cide with the fiscal carrier designated by the. Depart-

ment of Health, Education and Welfare to administer Par

B of Title XVIII. The designation of a different fiscal

carrier for Title XIX would cause a complexity of prob-

lems and would confuse both physician and patient in

establishing and maintaining an efficient and smooth

operating program.
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Many overweight patients

can benefit from the appetite

control provided by the sustained

anorexigenic-tranquilizing

action of BAMADEX SEQUELS:

anorexigenic action of

amphetamine; tranquilizing

action of meprobamate;

prolonged action through

sustained release of

active ingredients.

Bamadex Sequels®
DEXTRO-AMPHETAMINE SULFATE (IS mg.| SUSTAINED RELEASE CAPSULES
WITH MEPROBAMATE (300 mg.|

to help establish

a new dietary pattern

Contraindications: Dextro-amphetamine sulfate: in

hyperexcitability and in agitated prepsychotic

states. Previous allergic or idiosyncratic reactions

to meprobamate.

Precautions: Use with caution in patients hypersensi-

tive to sympathomimetic compounds, who have

coronary or cardiovascular disease, or are severely

hypertensive.

Dextro-amphetamine sulfate: Excessive use by un-

stable individuals may result in psychological

dependence.

Meprobamate: Careful supervision of dose and

amounts prescribed is advised, especially for pa-

tients with known propensity for taking excessive

quantities of drugs. Excessive and prolonged use in

susceptible persons, e.g. alcoholics, former addicts,

and other severe psychoneurotics, has been re-

ported to result in dependence on the drug. Where
excessive dosage has continued for weeks or months,

reduce dosage gradually. Sudden withdrawal may
precipitate recurrence of preexisting symptoms such

as anxiety, anorexia, or insomnia; or withdrawal re-

actions such as vomiting, ataxia, tremors, muscle

twitching and, rarely, epileptiform seizures. Should

meprobamate cause drowsiness or visual distur-

bances, reduce dosage and avoid operation of

motor vehicles, machinery or other activity requir-

ing alertness. Effects of excessive alcohol consump-

tion may be increased by meprobamate. Appropri-

ate caution is recommended with patients prone to

excessive drinking. In patients prone to both petit

and grand mal epilepsy meprobamate may precipi-

tate grand mal attacks. Prescribe cautiously and in

small quantifies to patients with suicidal tendencies.

Side Effects: Overstimulation of the central nervous

system, jitteriness and insomnia or drowsiness.

Dextro-amphetamine sulfate: Insomnia, excitability,

and increased motor activity are common and ordi-

narily mild side effects. Confusion, anxiety, aggres-

siveness, increased libido, and hallucinations have

also been observed, especially in mentally ill pa-

tients. Rebound fatigue and depression may follow

central stimulation. Other effects may include dry

mouth, anorexia, nausea, vomiting, diarrhea, and

increased cardiovascular reactivity.

Meprobamate: Drowsiness may occur and can be

associated with ataxia,- the symptom can usually be

controlled by decreasing the dose, or by concomi-

tant administration of central stimulants. Allergic or

idiosyncratic reactions.- maculopapular rash, acute

nonthrombocytopenic purpura with petechiae, ecchy-

moses, peripheral edema and fever, transient leu-

kopenia. A case of fatal bullous dermatitis, following

administration of meprobamate and prednisolone,

has been reported. Hypersensitivity has produced

fever, fainting spells, angioneurotic edema, bron-

chial spasms, hypotensive crises (1 fatal case),

anuria, stomatitis, proctitis (1 case), anaphylaxis,

agranulocytosis and thrombocytopenic purpura, and

a fatal instance of aplastic anemia, but only when
other drugs known to elicit these conditions were
given concomitantly. Fast EEG activity, usually after

excessive dosage. Impairment of visual accommo-
dation. Massive overdosage may produce drowsi-

ness lethargy, stupor, ataxia, coma, shock, vaso-

motor and respiratory collapse.

LEDERLE LABORATORIES

A Division of American Cyanamid Company,

Pearl River, New York
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Hospital-Based Specialists

It is unethical for a physician to dispose of his services where a
third party has an opportunity to profit from the sale of his services.

Ethics is a standard of conduct imposed on a physician by his

fellow physicians, his patients, and especially by his conscience.

The National Associations of Pathologists and Radiologists
recognize the many hazards of contractual relationships between
their members and hospitals and they have requested organized
medicine to support them in their efforts to terminate existing
contracts.

In 1961, a resolution was introduced in the TMA House of

Delegates to expedite this separation. Each time the House has
passed a resolution to give help and direction to this effort, the TMA Council has tried

to fulfill the measures adopted by the House. The Council has met many obstacles in

their efforts to aid the hospital-based specialists but their courage and determination have
not been daunted.

There are many explanations why progress has not been accomplished any faster. A
fundamental reason is that hospital staffs have not been sufficiently educated about the
real purpose for the change in the hospital-based physician’s contractual relationships.

Another determining factor is that there are many hospital-based specialists who are
not interested in so-called “rocking the boat.” In such instances, these physicians have
satisfactory contracts and a good income, a pension fund, good working conditions, and
feel that their patients are not exploited. Therefore they see no reason for change. They
defy their national organization and organized medicine.

Finally there are many hospital-based specialists who have vision and can see the
hazards of the present contractual relationships and know if they want to become
independent physicians and not just compliant hirelings of the hospitals, they must
do something soon. Many radiologists have disregarded economics and have changed
their contractual relationship and are following direct billing. Pathologists sincerely

desire a change but cannot visualize the manner of accomplishment without interfering

with their many services. It is difficult for them to see how to separate the technical

from the professional services, which presents a great problem.

The Government has made it clear that it is illegal for any medical group to exclude
from its membership an otherwise acceptable physician only because he is replacing a

physician who has broken his contractual relationship with the hospital.

There are two specific needs. The first is education. This is mainly for the hospital

staffs to become cognizant of the importance of this change. The second is that the
hospital-based specialists, through their own organizations, need complete orientation

and convincing that they should change their contractual relationships and start billing

their patients. The hospital-based specialists should discuss with their hospital staffs

their working agreements in order to have the full backing of their associates.

Harmony in TMA is important—a united front is imperative—we need every M.D.
in Tennessee an active member of organized medicine. I would challenge the societies

of the hospital-based specialists to help in accomplishing these ends.

Dr. Hubbard

President
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EDITORIAL

THE VIEWING BOX

Everyday is a full day, from early morn-

ing to often late at night, for the great ma-
jority of the members of the Tennessee

Medical Association. What little time there

may be for reading, after the busy doctor

has cared for his patients and discharged

his civic and church duties, and has attend-

ed the required hospital staff meetings and

the meeting of the county medical society,

is of necessity directed mainly to trying to

catch up a little on new items in medical

science or practice.

Unfortunately, therefore, he all too often

relies upon casual reading of newspapers or

other nonmedical news media for informa-

tion upon what goes on in the nonmedical

world but yet brushes his professional life,

leave alone major affairs that press in on

him as he discharges the duties and respon-

sibilities of his life’s work. If he is an

officer of his county or state or other medi-

cal organization, he may include more de-

tailed reading from medical sources as part

of his “home-work.”

The officers of the county and state medi-
cal organizations are acutely aware of these

reading habits of many members in the

Tennessee Medical Association, and hardly

a meeting of the Board of Trustees of TMA
concludes without somehow a discussion or

comment upon the need of better communi-
cation between the membership and the

officers including the office of the Executive

Director.

Each month the Executive Director and
his staff write their yellow pages, the Presi-

dent composes his Page, and the Editor of

the Journal searches for a likely nonscien-

tific medical topic for discussion, all direct-

ed toward informing the TMA’s members of

current developments which may touch his

professional life. However, we recognize

that what we may produce is just a “drop

in the bucket” of what should be laid be-

fore the reader.

Much that is worthwhile appears in other

medical journals and nonmedical magazines,

and upon occasion excellent informative

editorials appear in some of our sister pub-

lications. After much discussion, your Exec-

utive Director and Editor have thought an

experiment in plagiarism to be worth a

trial. Thus, the new section, The Viewing

Box, is initiated in this issue.

The first subject is a consideration of

home care services, “stolen” from the

J.A.M.A. The topic is an appropriate one in

anticipation of such care under Medicare,

permissible after January first. Following

this, we will from time to time bring to our

readers the thoughts of others in the more
or less nonscientific areas of medicine.

The possibilities are kaleidoscopic

—

health insurance, Food and Drug Adminis-

tration, Medicare and Title XIX, Health

and Hospital Planning, Regional Medical

Programs, manpower shortages in nursing

and other allied medical professions, mental

health and disease, hospital problems, mat-

ters of medical education, medicolegal

items, and the economics of medical prac-

tice. The list from which we might select

informative reading is almost endless. It is

our hope that our selections may broaden

our attempts in extending interest and
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The comfortable way to get well...

When headache, fever, pain,

malaise accompany bacterial URI

Tetrex-APC
WITH BRISTAMIN®

(tetracycline phosphate complex with analgesics and antihistamine)

With a single prescription/you

can add all the known benefits

of Tetrex (tetracycline phos-

phate complex) to the tradi-

tional relief provided by APC.

At the same time Bristamin

( phenyltoloxamine citrate),

provides relief of allergic

symptoms—watery eyes, rhi-

norrhea and congestion.

BRISTOL THERAPEUTIC SUMMARY. For complete

information, consult Official Package Circular.

Indications: Upper respiratory infections due to

sensitive bacteria where concomitant sympto-

matic relief of fever, malaise and congestion is

desired. Contraindication: A past history of hy-

persensitivity to one or more components. Warn-
ings: Photodynamic reactions have been produced

by tetracyclines. Natural and artificial sunlight

should be avoided during therapy. Stop treat-

ment if discomfort occurs. With renal impairment,

systemic accumulation and hepatotoxicity may
occur. In this situation, lower doses should be

used. Tooth staining and enamel hypoplasia may
be induced during tooth development (last tri-

mester of pregnancy, neonatal period and child-

hood). Precautions.- Antihistamines may cause

drowsiness and patients should not perform tasks

requiring mental alertness while taking this agent.

Boclerial or mycotic superinfection may occur.

Infonts may develop increased intracranial pres-

sure with bulging fontanels. In gonorrheal ther-

apy, serologic tests for syphilis should be

performed initially and monthly for three months.

Adverse Reactions: Glossitis, stomatitis, nausea,

diarrhea, flatulence, proctitis, vaginitis, derma-

titis and allergic reactions moy occur. Usual

Adult Dose: Two capsules q.i.d. Continue ther-

apy for at least 10 days in beta-hemolytic strep-

tococcal infections. Administer one hour before

or two hours after meals.

BRISTOL LABORATORIES
Division of Bristol-Myers Co.

Syracuse, New York
BRISTOL
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awareness of what touches our profession

in the passing months.

R. H. K.

DEATHS

Dr. Riley J. Ingle, 91, Sevierville, died August
26th in Sevier County Hospital.

Dr. Frank L. O’Connor, 60, of Chattanooga,

died Wednesday in Tri-County Hospital.

Dr. J. T. Moore, 89, Algood, died September 6th

at Vanderbilt Hospital in Nashville.

Dr. R. L. Witherington, 91, formerly of Cooke-
ville, died August 8th in Clermont, Florida.

Dr. Beverly Roy Howard, 61, retired Kingsport
physician, died August 27th at Holston Valley

Community Hospital after a lengthy illness.

PROGRAMS AND NEWS OF
MEDICAL SOCIETIES

Memphis-Shelby County Medical Society

The Society met in the auditorium of the

Institute of Pathology at the University of

Tennessee on September 6th. The scientific

program entitled, “Research at St. Jude”

was presented by Dr . Donald P. Pinkel,

professor of pediatrics, University of Ten-

nessee, and Medical Director, St. Jude Hos-

pital.

Roane-Anderson County Medical Society

Dr. Arthur L. Kretchmar was guest

speaker at the meeting of the Roane-Ander-
son County Medical Society, held in the

cafeteria of the Oak Ridge Hospital on Au-
gust 30th. His subject was “The Analogue

Computer in Biological Research.”

Chattanooga-Hamilton County
Medical Society

The scientific program for the meeting of

the Chattanooga-Hamilton County Medical

Society on October 4th was presented by
Dr. Thomas C. Monroe and Dr. Maurice S.

Rawlings. Dr. Monroe discussed “The Rou-
tine Use of the Episioproctomy” and Dr.

Rawlings’ subject was “Diagnostic

Compression Tests.”

Knoxville Academy of Medicine

Mrs. Bruce McCampbell, President of the

101 I

local Auxiliary, was a guest at the meeting
of the Academy on September 13th, to out-

line the activities and work of the Auxili-

ary.

The scientific presentation was made by
Dr. Allen Solomon, University of Tennessee

Memorial Research Center and Hospital.

Dr. Solomon’s subject was “Gamma Globu-
lins in Health and Disease.”

New TMA Staff Member
Mr. Morris M. Bradley,

Nashville, joined the Ten-

Jr nessee Medical Associa-

S ft tion’s headquarters staff

* as Administrative Assist-

9 ant on September 15th.

KV A For the past three years,

|Kyi||| Mr. Bradley has been a

disability examiner for

Morris M. Bradley the State Department of

Vocational Rehabilitation. He fills a posi-

tion on the TMA staff which has been va-

cant since November, 1965.

In his new duties, he will service a num-
ber of standing and special committees, con-

ducting the planning, expediting and ad-

ministrative activities of the committees

and assist in performing the business and in

conducting TMA’s numerous programs. He
will also assist in other special assignments.

Mr. Bradley is a native of Nashville, re-

ceiving his early education in Nashville

public schools. He attended Peabody Col-

lege where he received his Bachelor of Arts

Degree in 1959. He served in the U. S.

Army Medical Corps during the Korean
War. He has held other positions in re-

search, promotion, and administrative work
prior to his affiliation with the Vocational

Rehabilitation Department.

He resides with his wife and daughter

on Langston Drive in Nashville.

NATIONAL NEWS

The Month in Washington

(From the Washington Office, AMA)
The Advisory Committee on Obstetrics

and Gynecology to the Food and Drug Ad-

ministration reported that in a nine-month



SQUIBB NOTES ON THERAPY

Behindcontinued high bloodpressure readings

lies thepossibility oforganicdamage

MANY OF THE aspects of essential hypertension are

unpredictable—either because there are a number
of mechanisms involved or because individuals differ in

their responses to these mechanisms. 1

There is one aspect of hypertension, however, that

seems, in many cases, predictable. . . when the blood

pressure is elevated to a marked degree for an adequate

period of time, this in itself leads to perpetuation of

the syndrome with resulting vascular damage through-

out the body.” 14 All too often the disease progresses

until there is damage to one of three vital organs: the

heart, the kidney, the brain.

“Hypertension is certainly a major factor in the gene-

sis of coronary heart disease, and it is even more
important when compounded with obesity.”4

“[Vascular deterioration] can be clearly seen in the

kidney with a degree of damage that can be measured
by renal function studies.” 10

. . most evidence suggests that reduction of blood

pressure, when it is too high, not only relieves the heart

of excess work but reduces vascular damage.” 1

“In short, treatment is indicated.” 1

Antihypertensive therapy will not restore the blood ves-

sels to normal. Yet many of the vascular changes and
symptoms caused by increased blood pressure may be

arrested or alleviated when the blood pressure is re-

duced to normotensive levels. 7

Reducing the blood pressure helps curtail further vascu-

lar damage and improves the prognosis — when damage
is not too far advanced before therapy is started. 14

Essential hypertension is an indication not only for

treatment, but for early and adequate treatment of the

patient in question.

Reduce the blood pressure with Rautrax-N
Rautrax-N combines the antihypertensive-tranquilizing

action of whole root rauwolfia with the antihypertensive-

diuretic action of bendroflumethiazide in one conven-

ient medication. The two drugs complement each other

so that smaller doses of both are possible.

Rauwolfia combined with bendroflumethiazide is par-

ticularly effective in long-term therapy, 15’17 since bene-

ficial effects do not diminish with continuous daily

administration.

For most patients 1 or 2 Rautrax-N tablets daily are

sufficient for maintenance therapy. The simplicity, con-

venience and economy of such a dosage schedule are

of particular benefit to older patients.

References: 1. Page, I. H., and Dustan, H. P.: The Usefulness of Drugs in the
Treatment of Hypertension, in Inge If inger. F. J.; Reiman, A. S., and Finland,
M.: Controversy in Internal Medicine, Philadelphia, W. B. Saunders Co.,

1966, p. 95. 2. Hollander, W.: The Evaluation of Antihypertensive Therapy
of Essential Hypertension in Ingelfinger, F. J.; Reiman, A. S., and Finland,
M.: Controversy in Internal Medicine, Philadelphia, W. B. Saunders Co.,
1966, p. 97. 3. Nickerson, M.: Antihypertensive Agents and the Drug Therapy
of Hypertension, in Goodman, L. S., and Gilman. A.: The Pharmacological
Basis of Therapeutics, ed. 3, New York, The Macmillan Co., 1965, p. 727.
4. Berkson, D. M.: Indust. Med. & Surg. 32:371, 1963. 5. Cohen, B. M.:
M. Times 91:645, 1963. 6. Lee, R. E., et al.: Am. J. Cardiol. 11:738, 1963.
7. Moyer, J. H.: Am. J. Cardiol. 9:821, 1962. 8. Moser, M.: New York J.

Med. 62:1177, 1962. 9. Wood, J. E., and Battey, L. L.: Am. J. Cardiol. 9:675,
1962. 10. Moyer, J. H., and Heider, C.: Am. J. Cardiol. 9:920. 1962. 11.
Moser, M., and Macaulay, A. I.: New York State J. Med. 60:2679, 1960.
12. Judson, W. E.: Nebraska M. J. 44:305, 1959. 13. Hodge, J. V.

;
McQueen,

E. G., and Smirk, H.: Brit. M. J. 1:5218, 1961. 14. Moyer, J. H., and Brest,
A. N.: Hypertension Recent Advances, Philadelphia, Lea & Febiger, 1961,
p. 633. 15. Berry, R. L., and Bray, H. P.: J. Am. Geriatrics Soc. 10:516,
1962. 16. Reid, W. J. ; J. Am. Geriatrics Soc. 13:365, 1965. 17. Feldman,
L. H.: North Carolina M. J. 23:248, 1962.

Contraindications: Severe renal impairment or previous hypersensitivity.
Warning: Ulcerative small bowel lesions have occurred with potassium-
containing thiazide preparations or with enteric-coated potassium salts sup-
plemental^. Stop medication if abdominal pain, distension, nausea, vomiting
or G.l. bleeding occur.

Precautions and Side Effects: The dose of ganglionic blocking agents, vera-
trum or hydralazine when used concomitantly must be reduced by at least
50% to avoid orthostatic hypotension. Caution is indicated in patients
with depression, suicidal tendencies, peptic ulcer; electrolyte disturbances
are possible in cirrhotic or digitalized patients. Marked hypotension during
surgery is possible; consider discontinuing two weeks prior to elective surgery
and observe patients closely during emergency surgery. Rauwolfia prepara-
tions may cause reversible extrapyramidal symptoms and emotional depres-
sion, diarrhea, weight gain, edema, drowsiness may occur. Bendroflumethia-
zide may cause increases in serum uric acid, unmask diabetes, increase
glycemia and glycosuria in diabetic patients, and may cause hypochloremic
alkalosis, hypokalemia; cramps, pruritus, paresthesias, rashes may occur.

Dosage and Supply: Initial dosage, 1 to 4 tablets daily, preferably at meal-
time. Maintenance, 1 or 2 tablets daily. Rautrax-N is supplied as capsule-
shaped tablets containing 50 mg. Rauwolfia serpentina whole root (Rau-
dixin®), 4 mg. bendroflumethiazide (Naturetin®), 400 mg. potassium chloride.

Also available: Rautrax-N Modified — capsule-shaped tablets containing
50 mg. Rauwolfia serpentina whole root (Raudixin), 2 mg. bendroflumethia-
zide (Naturetin), 400 mg. potassium chloride. Both potencies available in

bottles of 100. For full information, see Product Brief.

RAUTRAX1N
Squibb Rauwolfia Serpentina Whole Root (50 mg.) with Bendro-

flumethiazide (4 mg.) and Potassium Chloride (400 mg.)

Squibb ‘The Priceless Ingredient’ of every produ

is the honor and integrity of its maker.
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sttudy it could find “no adequate scientific

data” that birth control pills are “unsafe

for human use.” But the committee said

that there are “possible theoretic risks” in

the use of oral contraceptives. For this

reason, the committee recommended fur-

ther, extensive tests to learn more about

possible side-effects and to improve surveil-

lance of the drugs.

The FDA accepted this proposal and oth-

er committee recommendations, including

discontinuance of time limitations on use of

oral contraceptives. FDA Commissioner Dr.

James Goddard said the agency would like

to start studies on up to 50,000 women next

year and eventually on as many as 500,000

women. The biggest drug studies this far

have involved only 20,000 or 30,000 women.
“The committee finds no adequate scientific

data, at this time, proving these compounds
unsafe for human use. It has nevertheless

taken full cognizance of certain very infre-

quent but serious side-effects and of possi-

ble theoretic risks suggested by animal ex-

perimental data and by some of the meta-

bolic changes in human beings,” the com-

mittee concluded.

“In the final analysis, each physician

must evaluate the advantages and the risks

of this method of contraception in compari-

son with other available methods or with

no contraception at all. He can do this

wisely only when there is presented to him
dispassionate scientific knowledge of the

available data.”

The FDA said it would lift shortly its rec-

ommended limits on use of the “the pill.”

The agency has required that manufactur-

ers state on their labels and advise physi-

cians that the oral contraceptives should be

used by individuals for no more than four

years because of concern about the un-

known long-term effect of the medications.

FDA officials and the advisory committee

agreed that there isn’t any sound scientific

rationale for the restriction, because of the

current lack of data that would indicate

that the pills are dangerous.

Other steps that FDA officials said would
be taken as a result of the report include

imposition of uniform labeling requirements

on all types of oral contraceptives, elimina-

tion of product-by-product variations that

have confused physicians and allowed com-

panies to make different promotional claims,

and restrictions of the use of the products

for some medical purposes, such as preven-

tion of abortion and treating lack of men-
struation or painful menstruation, as well

as conception control.

“The oral contraceptives present society

with problems unique in the history of hu-

man therapeutics,” the committee said.

“Never will so many people have taken

such potent drugs voluntarily over such a

protracted period for an objective other

than for the control of disease. These com-

pounds, furthermore, furnish almost com-
pletely effective contraception, for the first

time available to the medically indigent, as

well as the socially privileged. These fac-

tors render the usual standards for safety

and surveillance inadequate. Their neces-

sary revision must be carefully planned

and tested, lest the health and social

benefits derived from these contraceptives

be seriously reduced. Probably no sub-

stance, even common table salt, and certain-

ly no effective drug can be taken over a

long period of time without some risk, al-

beit minimal. There will always be a sensi-

tive individual who may react adversely to

any drug, and the oral contraceptives can-

not be made free of such adverse potentials,

which must be recognized and kept under

continual surveillance. The potential dan-

gers must also be carefully balanced against

the health and social benefits that effective

contraceptives provide for the individual

women and society.

“The oral contraceptives currently in use

are probably not those that will be em-

ployed 10 or even five years hence. Drugs
with even less potentially adverse effect,

utilizable in smaller dosage, will undoubt-

edly be developed through continuing re-

search.”

The American Medical Association op-

posed legislation that would make prescrib-

ing drugs by generic name mandatory un-

der the federal program of medical care for

dependents of military personnel. The AMA
expressed its opposition in a letter to a

joint House-Senate committee that was con-

sidering such legislation. The letter said:

“The generic name refers to the active
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Rewarding Opportunity

in a new

Medical Center

THE MEDICAL CENTER OF NASHVILLE
Located directly across the street from the new Nashville

Memorial Hospital, The Medical Center of Nashville has been

carefully designed and built to make it one of the most modern,

functional and attractive medical centers in America. It is the

major medical facility in Nashville’s most rapidly expanding area.

It serves some 240,000 people.

There is space for a total of twenty-five doctors in the Center.

Comfortable suites accommodating one to four doctors can be

provided. Also within the building is an apothecary, an optical

dispensary and a modern laboratory complete with X-Ray and

X-Ray treatment facilities. All doctors’ private offices will be

paneled and carpeted at no extra cost. Central zoned heating

and cooling insures each individual room will maintain the desired

temperature. A centralized IBM bookkeeping, billing and collec-

tion service is available. There is more than ample off-the-street

parking.

For free brochure and more complete information, write or

call Drew Maddux, Maddux Realty Company, Inc., 4705 Gallatin

;, Tennessee. Telephone: 615 — 262-5745.

Realty Company
,
Incorporated

leasing agent for The Medical Center of Nashville.
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chemical ingredient of the drug and not to

the finished product which is supplied to

the patient. In order that it may be dis-

pensed, the trade-name manufacturer, by

way of a specific formulation, processes the

drug to its final form. For example, includ-

ed in a manufacturer’s preparation of a tab-

let form of a drug may be a number of var-

iables such as the crystalline size, the na-

ture of the excipients, the coloring agents

and flavors, the tableting pressures, coating

films, and the orientation within the tablet.

“Since the finished product, depending on

who has manufactured it, may emerge in

any one of several forms, it becomes appar-

ent that a generic-named drug supplied by
one manufacturer may differ to a significant

degree from the same generic-named drug

supplied by another manufacturer. Yet, if

the physician is compelled to prescribe by
generic name, he would have no control as

to which drug is used by the pharmacist in

filling the prescription.

“The coating, the disintegration time, the

solubility, the choice of vehicle or base,

these and other factors may be extremely

important to the physician who chooses a

drug for his patient. He must have the op-

portunity to specify that drug containing

the variables he has found suitable to the

treatment of his patient. Further, where
his patient is receiving the same medication

over a period of time, successive refills of

the same prescription with products of

different manufacturers, could lead to

variations in therapeutic response which

may mislead him.

“It has been suggested that generic pres-

cribing would result in substantial savings.

This may be true in some instances, but

certainly not in all. Generic prescribing

would allow the pharmacist to furnish the

patient with that manufactured drug he,

the pharmacist, has chosen. It may or may
not be less expensive. In any event, it is

the pharmacist who sets the final price.

“The argument of generic prescribing

versus trade name prescribing has been

heard at scientific gatherings, seen in scien-

tific publications, and debated in the com-

mittees of Congress. But as to one element

of the discussion, almost all physicians

agree. For a variety of sound medical rea-

sons, the choice of whether to prescribe

generically or by brand name should be

that of the treating physician. No law
should be passed which may compel him to

use in every case, a generic or non-proprie-

tary drug. Such a law would not be in the

best interest of his patient.”

MEDICAL NEWS
IN TENNESSEE

University of Tennessee

College of Medicine

Two top-level administrative changes

within the College of Medicine have been

announced by Dean M. K. Callison. Dr.

Richard R. Overman, who has been serving

as Assistant Dean for Research Affairs, has

been named Associate Dean of the College.

Dr. Overman will continue to have respon-

sibility for research affairs, but in addition

will assume general administrative duties.

Dr. Robert A. Crocker, assistant professor

in pathology, has been appointed Assistant

Dean for Student Affairs. Both appoint-

ments follow the recent retirement of Dr.

Frank L. Roberts, who is joining the staff

of the Memphis-Shelby County Health De-

partment. The changes were effective Sep-

tember 1.

Three physicians have been added to the

faculty at the medical units. Dr. Michael

Rytel has joined the Department of Medi-

cine faculty as assistant professor. He will

also be project chairman of a study on the

mechanisms of resistance to viral infections

for which a USPHS grant of $29,000 has

been received. Dr. Boyce M. Skinner and

Dr. Harold M. West were recently appointed

as instructors in the Department of Psychi-

atry.

Dean Roland H. Alden, School of Basic

Medical Sciences, will serve as chairman of

the Anatomical Sciences Training Commit-

tee of the National Institutes of Health,

1966-1970. The committee provides scien-

tific guidance of research training grant

programs of the Public Health Service.

Dr. R. N. DiLuzio, professor and chairman
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REFER EYE PATIENTS
TO AN

EYE PHYSICIAN
By so doing, you will be assured of a complete diagnosis of your

patients’ eyes.

Guild Opticians complete the cycle for Professional Service.

BE SAFE—BE SURE

SEE

YOUR GUILD OPTICIAN

FOR

THE BEST SERVICE

EYE PHYSICIANS: Please Note—

Your prescriptions for glasses are "SAFE" when referred to a Guild Optician.

Bound by the code of Ethics to uphold the highest standards in optical service.
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APPALACHIAN HALL
Established 1916

Asheville North Carolina

An Institution for the diagnosis and treatment of Psychiatric and Neurological illnesses, rest, convalescence,
drug and alcohol habituation.
Insulin Coma, Electroshock and Psychotherapy are employed. The Institution is equipped with complete
laboratory facilities including electroencephalography and X-ray.
Appalachian Hall is located in Asheville, North Carolina, a resort town, which justly claims an all around
climate for health and comfort. There are ample facilities for classification of patients, rooms single or
en suite.

WM. RAY GRIFFIN, JR., M.D. MARK A. GRIFFIN, SR., M.D.
ROBERT A. GRIFFIN, M.D. MARK A. GRIFFIN, JR., M.D.

For rates and further information write
Appalachian Hall, Asheville, N. C.
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of the Department of Physiology and

Biophysics, has been appointed a visiting

professor in the Graduate School of the

New England Institute, Ridgefield, Connec-

ticut. The Interdisciplinary Graduate School

of the Institute will award the Doctor of

Natural Philosophy degree for individuals

already possessing an initial doctorate. Dr.

DiLuzio’s appointment is for the period of

1966 to 1970.

The College of Medicine is scheduled to

receive more than $1,600,000 during the

next four years under new federal legisla-

tion providing for “basic improvements” to

medical schools. The funds will come from

the new Health Professions Educational Im-

provement Act which Congress approved

last session to help medical schools bolster

teaching staffs and improve facilities. This

year’s allocation totaled $133,875, and the

figure for each of the next three years has

been set at $381,500. Approximately 40% of

the funds received will go to the School of

Basic Medical Sciences, where medical

students receive their preclinical training.

Additional faculty will be sought to

strengthen teaching programs in cancer,

gynecology, general surgery, urology, child

psychiatry, and dermatology.

Regional Medical Center

To Be Established in Nashville

Vanderbilt University School of Medicine

and Meharry Medical College will cooper-

ate in a joint planning project for establish-

ing a regional medical center in Nashville,

to be used for the treatment and research

in the fields of heart disease, cancer, stroke

and related diseases. An initial grant of

$265,841 for the first year of two years of

planning has been announced. The center

will be known as the Mid-South Regional

Medical Center and will cover an area of

Middle and East Tennessee and Southern

Kentucky.

Congress enacted legislation enabling the

health centers in 1965 and between 50 to

100 projects will be put into operation

across the nation under the provisions of

the act. Nashville is the tenth city in the

nation to be selected for one of the centers.

Meharry Medical College
The National Institute of Health has

awarded approximately $1 million to Me-
harry Medical College to continue its pro-

gram of research and treatment of heart dis-

ease. The project which began five years

ago under a seven-year grant from NIH, is

designed to provide a unified approach to

clinical investigation of cardiovascular dis-

eases by all departments and divisions of

Meharry. The new grant will begin in 1968.

Dr. Daniel T. Rolfe, dean of the school of

medicine at Meharry, has been selected as a

member of the committee for public health

training in the U. S. Department of Health,

Education and Welfare. He will make rec-

ommendations to the surgeon general on

public health training programs, including

graduate training.

Dr. L. O. P. Perry, assistant professor of

internal medicine, has been named medical

director of the college-owned Hubbard Hos-

pital. He succeeds Dr. Axel C. Hansen who
resigned to develop the division of ophthal-

mology, which he now heads. Dr. Frank A.

Perry, associate professor of surgery, has

been named assistant medical director and

director of medical education at the hospi-

tal.

PERSONAL NEWS

Dr. Donald R. Lewis, Jackson, is associated

with Dr. Swan Burrus and Dr. Swan Burrus, Jr.

in the practice of obstetrics and gynecology at the

Woman’s Clinic.

Dr. B. F. Byrd, Jr., Nashville, was the featured

speaker at the annual meeting of the Benton

County Unit of the American Cancer Society,

Tennessee Division, Inc. on August 15th.

Drs. Bland W. Cannon, C. D. Hawkes, Roland

Myers and H. K. Turley, Memphis, have been

named to the Board of Directors of the newly es-

tablished Mid-South Medical Center Council.

Dr. William M. Young has opened his office in

the Patrick Clinic, Fayetteville, for the practice of

pediatrics.

Drs. Alvin J. Ingram and A. Roy Tyrer, Jr.,

Memphis, discussed the Medicare program at a

meeting of the Memphis Rotary Club on August

2nd.
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Nashville Surgical Supply Company

The Physician and Hospital s Complete Supply

& Service Source

Physicians equipment and supplies

Hospital equipment and supplies

Laboratory equipment and supplies

THE MOST COMPLETE DRUG AND BIOLOGICAL

SUPPLY SOURCE IN TENNESSEE

Distributor for Standard and Mattern X-Ray

Equipment and Supplies

24-Hour Emergency Service

Nashville Surgical Supply Co., Incorporated

1911 Church St.

Nashville, Tennessee

Phone AL 5-4601
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Dr. Ralph S. Hamilton’s thesis entitled, “The

Effect of Electrical Anesthesia on Intra-Ocular

Pressure” has been accepted by the American

Ophthalmological Society. Dr. Hamilton has been

accepted as an associate member of the Society.

Dr. Stephen Farr, formerly of Clarksville, has

opened his office for the practice of pediatrics in

Cookeville.

Dr. James L. Craig, Chattanooga, has been cer-

tified as a specialist in Occupational Medicine by
the American Board of Preventive Medicine, In-

corporated.

Dr. J. T. Francisco, associate professor of

pathology at the University of Tennessee College

of Medicine and Shelby County Medical Examin-
er, was guest speaker at a recent meeting of the

Memphis Kiwanis Club.

Dr. Roger Vieth, a graduate of the Duke Uni-

versity School of Medicine, has become associated

with Drs. McCravey, Boehm and Waters in the

practice of neurosurgery in Chattanooga.

Dr. A. B. Lipscomb, Nashville, discussed “Ath-
letic Knee Injuries” at the 1966 Tennessee Secon-

dary Schools Athletic Association’s school for

coaches, held at Tennessee Technical University

in Cookeville, July 26-29.

Dr. Peter M. Duvoisin, a specialist in internal

medicine and cardiovascular diseases, has joined

the Diagnostic Center, Chattanooga. He will be
associated with Drs. William B. MacGuire, Jr.,

Maurice S. Rawlings and T. F. Mullady.

Dr. Bruce F. Grotts, Chattanooga, has been pro-

moted to associate medical director of Provident

Life and Accident Insurance Company.
Dr. Ronald Eith has joined Drs. James H.

Spaulding and Robert B. Clark, III, in the prac-

tice of pediatrics at 1001 Ashland Terrace, Chat-
tanooga.

Dr. Harry Lee WTalton, Chattanooga, is the new
medical director of the Team Evaluation Center
at Erlanger Hospital.

Dr. Nilton A. Lima, urologist, has joined the

staff of The Doctor’s Clinic and Nautilus Hospital

in Waverly.
Dr. R. H. Kampmeier, Nashville, took part in

a three day symposium on “What’s New in Infec-

tious Diseases—Prevention and Immunization,”
held at The Jefferson Medical College, Philadel-

phia, Sept. 28-30.

BOOK REVIEW

SURGERY OF THE BILIARY PASSAGES AND
THE PANCREAS By Walter Hess, Priva Do-
zent Dr. Med., Zurich; Dozent of Surgery, Fac-

ulty of Medicine, University of Basle, Switzer-

land; Formerly Professor of Surgery, Medical

School, University of Alexandria, Egypt. Trans-

lated from German into English by Heinrich

Lamm, M.D., 1st ed., copyright 1965, 638

pages, illustrated. D. VanNostrand Co., Inc.

Princeton, New Jersey. Price $25.

This book represents a superb study in bil-

iopancreatic surgery, based on 1,654 patients ob-

served by the author as Professor of Surgery at

the University of Alexandria, Egypt and as Priva

Dozent in the Department of Surgery at the Uni-
versity of Basel, Switzerland. The translation

has been effected in such a skillful manner as to

leave a clear concise text that is comfortable to

read.

In essence, there are three major portions to

this book. There are: (1) anatomy, physiology,

pathology, pathophysiology, diagnosis and course

of disease; (2) diagnostic techniques including in-

tra-operative diagnostic procedures, especially ra-

diomanometry; (3) operations of choice and oper-

ative technique including pre and post operative

care.

Particularly strong are the sections on patholo-

gy, diagnosis, the course of disease, operative

techniques and postoperative course. Considerable

detail has been given to the concept of radi-

omanemetry which Dr. Hess considers an indis-

pensible diagnostic adjunct.

This book would be an asset to the library of

any physician interested in biliopancreatic disease

as this is probably one of the most valuable books

in print on this subject.

-BHMTm

Calendar of Meetings, 1966-67

State

Nov. 9-11 Tennessee Academy of General

Practice, 18th Annual Scientific

Assembly and Congress of Del-

egates, Gatlinburg Auditorium,

Gatlinburg

April 13-15, 1967 Tennessee Medical Association

Annual Meeting, Sheraton Pea-

body Hotel, Memphis

Regional

Nov. 14-17 Southern Medical Association,

Washington-Hilton, Washing-
ton, D. C.

Dec. 5-7 Southern Surgical Association,

The Homestead, Hot Springs,

Va.

Jan. 20-21, 1967 American College of Surgeons,

Arizona Chapter, Arizona Inn,

Tucson
Feb. 15-19 Atlanta Graduate Medical As-

sembly, Atlanta Marriott Mo-
tor Hotel, Atlanta

Feb. 13-16 Medical Society of the State of

New York, Americana Hotel,

New York City

Feb. 23-25 Central Surgical Association,

Pittsburgh-Hilton Hotel, Pitts-

burgh, Pa.
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HOSPITAL
(Formerly Hill Crest Sanitarium)

7000 5TH AVENUE SOUTH

Box 2896, Woodlawn Station

Birmingham, Alabama 35212

Phone: 205 - 595-1151

A patient centered

independent hospital for

intensive treatment of

nervous disorders . .

.

Hill Crest Hospital was estab-

lished in 1925 as Hill Crest

Sanitarium to provide private

psychiatric treatment of nervous

or mental disorders. Individual

patient care has been the theme

during its 41 years of service.

Both male and female patients

are accepted and departmental-

ized care is provided according

to sex and the degree of illness.

In addition to the psychiatric

staff, consultants are available in

all medical specialities.

MEDICAL DIRECTOR:
James A. Becton, M.D., F.A.P.A.

CLINICAL DIRECTORS:
James K. Ward, M.D., F.A.P.A.

Hardin M. Ritchey, M.D., F.A.P.A.

HILL CREST is a member of:

AMERICAN HOSPITAL ASSOCIATION . . .

. . . NATIONAL ASSOCIATION OF PRI-

VATE PSYCHIATRIC HOSPITALS . . .

ALABAMA HOSPITAL ASSOCIATION . . .

BIRMINGHAM REGIONAL HOSPITAL
COUNCIL.

Hill Crest is fully accredited by the Joint

Commission on Accreditation of Hospitals.

gjit Cftest
HOSPITAL

BIRMINGHAM, ALABAMA

Remember, Doctor—

It's been

Tafel Surgical Supply Co.,

Inc.

SINCE 1889

for

Drugs, Orthopedic, Surgical

Supplies & Equipment

1203 Church Street

Nashville, Tennessee

Now! Dictation by Phone

24 Hours a Day,

7 Days a Week
Dictate from any place that has a phone.

Call at your convenience, from office,

hospital, home, etc.

Admission Notes, Operative Reports,

Discharge Summaries, Histories and Phy-

sicals, Letters, Papers, etc.

—ALSO—
Transcription from Copy, Belts, Discs,

Tapes, or other dictation media.

CALL 269-3047 NOW

World Wide
Dictation Service
2402 12th Avenue So. Nashville, Tenn.
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March 6-9 New Orleans Graduate Medical

Assembly, Roosevelt Hotel, New
Orleans

March 16-18 Southern Society of Anesthe-

siologists, Fort Sumter Hotel,

Charleston, S. C.

March 20-23 Southeastern Surgical Congress,

Americana Hotel, Bal Harbour,

Florida

National

Nov. 2-3 American College of Preven-

tive Medicine, San Francisco

Hilton, San Francisco

Nov. 3-5 Southeastern Chapter, Society

of Nuclear Medicine, Durham,
North Carolina

Nov. 26-27 American College of Chest

Physicians, Flamingo Hotel,

Las Vegas, Nev.

Nov. 27-30 American Medical Association

Clinical Meeting, Las Vegas,

Nevada
Dec. 2-7 American Academy of Derma-

tology, Palmer House, Chicago

Jan. 13-14, 1967 American Society for Surgery

of the Hand, Jack Tar Hotel,

San Francisco

Jan. 14-19 American Academy of Ortho-

paedic Surgeons, Civic Audi-
torium, San Francisco

Jan. 23-25 Society of Thoracic Surgeons,

Meuhlbach Hotel, Kansas City,

Mo.
Feb. 15-19 American College of Cardiolo-

gy, Washington Hilton Hotel,

Washington, D. C.

Feb. 18-22 American Academy of Allergy,

Holiday I n n-Riviera, Palm
Springs, Calif.

Feb. 26-March 4 American Society of Clinical

Pathologists, Dunes Hotel, Las

Vegas
March 12-15 International Academy of

Pathology, Sheraton Park Ho-
tel, Washington, D. C.

March 19-24 American College of Allergists,

The Roosevelt, New Orleans

Las Vegas Host to AMA Clinical

Convention

A scientific program especially designed for the

physician in practice is scheduled for the 20th

Clinical Convention of the American Medical As-

sociation. The four-day meeting, November 27-30

will include scientific sessions on 18 major topics,

three postgraduate courses, breakfast roundtable

conferences, closed-circuit television and medical

motion picture programs, and a variety of scien-

tific exhibits.

Of special interest are the postgraduate courses,

which have been expanded to three topics: Obstet-

rics and Gynecology, Fluid and Electrolyte Bal-

ance, and Cardiovascular Disease. Each course

will consist of three half-day sessions, each of

which will feature several outstanding teachers.

There will be a $10 registration fee for each

course.

Topics for breakfast roundtable conferences:

“An Agonizing Reappraisal of Cancer Chemother-
apy,” “The Problem and Potential of LSD,” “The
Management of Metabolic Bone Disease,” and
“Indication for Cardioversion.”

Topics at the scientific sessions include: scintil-

lation scanning, radiation and cancer, clinical pul-

monary physiology, gastroenterology, futuristic

diagnostic and therapeutic tools, neck pain, anti-

biotics, urology, aerospace medicine, unconscious-

ness, dermatology, juvenile diabetes, endocrine

and metabolic diseases, pediatrics, surgery hema-
tology, psychiatry, and otolaryngology. Scientific

and industrial exhibits and all scientific meetings

will be in the newly expanded Las Vegas Con-
vention Center. The AMA House of Delegates

will meet in the Dunes Hotel and Caesar’s Palace.

For advance registration at the Clinical Con-
vention, write to the Circulation and Records De-
partment, American Medical Association, 535 N.

Dearborn Street, Chicago, Illinois 60610. For in-

formation on hotel reservations, write to the

AMA Housing Bureau, Las Vegas Convention Bu-
reau, Convention Center, Paradise Road, Las Ve-
gas, Nevada.

American Academy of Pediatrics

Postgraduate Courses
The American Academy of Pediatrics has

scheduled five postgraduate courses for 1966-67.

Subjects to be covered include allergy and immu-
nology, learning development, progress in under-

standing the newborn infant, difficult problems in

clinical pediatrics—diagnosis and management,
and genetics in metabolism.

The first course in 1966 was held September 8-

10 at the University of Michigan Medical Center,

Ann Arbor. The second course will be held No-
vember 17-19 at State University of New York,

Upstate Medical Center, Syracuse. The 1967 pro-

grams will be presented Feb. 23-25, Boston

Lying-in-Hospital, Boston; March 9-11, Universi-

ty of Tennessee College of Medicine, Memphis;
and March 30-April 1, Stanford University School

of Medicine, Palo Alto, California.

Information concerning registration, housing,

and other matters may be obtained by writing

Robert G. Frazier, M.D., secretary, American
Academy of Pediatrics, P. O. Box 1034, Evanston,

111. 60204.

1966 Postgraduate Course on Pulmonary

Function to Be Held in New Orleans

The Third Annual Postgraduate Course on Pul-

monary Function in Health and Disease will be

held in the auditorium of the Tulane University

School of Medicine, New Orleans, November 28-

(Continued on page 1054)
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ACHROCIDIN
Tetracycline HCI-Antihistamine-Analgesic Compound

Each tablet contains: Caffeine 30 mg
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prompt symptomatic relief together with early, potent control of the tetracycline-sensitive organisms frequently respon-
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Effective in controlling complicating tetracycline-sensitive bac-

terial infection and providing symptomatic relief in allergic

diseases of the upper respiratory tract.

Contraindication—History of hypersensitivity to tetracycline.
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to liver toxicity. Linder such conditions, lower than usual doses

are indicated and if therapy is prolonged, tetracycline serum
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may develop a photodynamic reaction to natural or artificial sun-
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of tetracycline during tooth development (last trimester of preg-

nancy, neonatal period and early childhood) may cause discolora-
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LEDERLE LABORATORIES, A Division of American Cyanamid Company, Pearl River, New York
608 - 6-3393
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Development and Use

of Home-Care Services

Suggestions for Physicians

T
he changing age-composition of the US population

and the proportionate increase in long-term illness

and disability have resulted in increased recognition

by the medical profession of the need to reexamine
and improve traditional methods of delivering health-

care services.

Over the past half century, the increase in preva-

lence of such chronic diseases as hypertensive and
arteriosclerotic heart disease, cerebrovascular disease,

arthritis, neurological disorders, malignancies, and pul-

monary disorders has expanded demand for long-term
medical and supportive care.

Many of these diseases after a dramatic, acute
phase, are followed by long periods of convalescence,

rehabilitation, and supportive care, often punctuated
by additional acute episodes. Other medical problems
have a less acute onset phase which requires definitive

diagnosis followed by a long course of definitive

therapy. Congenital defects (in structure or metabo-
lism) and disabilities resulting from accidents also

contribute their share of long-term-care problems.
These diseases or disabilities present difficult prob-

lems of medical, social, and economic significance. The
long time involved in treatment, with resulting social

and financial burdens on both the individual and so-

ciety, necessitates that physicians become concerned
with optimum methods by which needed services and
facilities can be furnished to the patient.

For the acute phases, the complex, costly services

of the general hospital are often necessary. In the
period of continued disability, hospital stay on a con-
tinuous basis frequently is neither necessary nor de-

sirable.

The patient may be moved from the hospital to a
skilled nursing home when 24-hour surveillance by pro-

fessional nursing personnel is still advisable. Where
such surveillance is not essential, the patient may
well benefit from the provision of medical and other
needed services at home.
The provision of nursing care, social services, spe-

cial diets, therapy, or other needed services to the pa-
tient at home constitutes a logical extension of the

This report was prepared by the Staff Task Force on Home
Health Services, representing the AMA departments of govern-
mental medical services, health care services, hospitals and medi-
cal facilities, and nursing. (J.A.M.A. 197:129, 1966}
Reprint requests to AMA Department of Health Care Services

or Department of Hospitals and Medical Facilities, 535 N Dear-
born St, Chicago, 111 60610.

physician’s therapeutic arm. The personnel who pro-
vide these home-care services at the physician’s re-

quest operate as a team.
Despite increased recognition and attention given to

the development of home-care services over the past
20 years, the availability of such services still falls

considerably short of estimated need. In terms of

home-nursing services, for example, according to recent
US Public Health Service figures, agencies providing
such services are not evenly distributed throughout
the country. In 1963 only 18% of the counties (con-
taining 55.6% of the population) reported that either

total or partial coverage of nursing care of the sick at

home was available to patients needing it. In that

year, 47 of the 50 states reported some programs for

nursing care of the sick at home. However, only two of

these 47 states reported that such programs were avail-

able to all of their residents. Six other states reported
that care was available only in the cities of 25,000 or
more. Three states reported that no provision had been
made for home-nursing care by any agency within
those states.

The current availability of other types of home-care
services, such as physical therapy and homemaker-
home-health-aide services, also falls well short of the

total estimated need.

Organized medicine has long endorsed the concept
of home care. In December 1960, the AMA House of

Delegates recommended that “physicians be urged to

participate in organized home-care programs for any
patient who can benefit from the program and to pro-

mote such programs in their communities.” The pres-

ent report has two purposes:

• To assist the medical profession in effective-

ly using such services in the care of their patients

• To suggest ways in which the physician

through his medical society can stimulate de-

velopment of these services where they are needed.

Increased interest in chronic disease and long-term

care is pointedly shown by the recent enactment of

PL 89-97 (medicare) and PL 89-239 (heart disease,

cancer, and stroke amendments). Medicine is faced
with a challenge to set goals within the context of these

enactments and to mold evolving programs, including

home care, in such a way as to assure the continued
high quality of medical care.

The planning and development of home-care ser-

vices must be realistic in terms of the number of per-

sonnel available to staff such services—especially in
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view of the current and projected shortages in vir-

tually all health disciplines. The mere existence of

funds to finance services cannot guarantee sufficient

personnel to provide these services. The development

of new programs or means of providing services should

not be undertaken hastily when this would mean loss

of needed personnel from already established and

equally needed facilities.

On the other hand, some areas may well have an

untapped reservoir of currently inactive health person-

nel who would be willing to participate in new pro-

grams on either a full- or part-tune basis. An example

would be the registered nurse who left nursing to raise

a family but is now willing and able, with perhaps

some refresher training, to return to her profession.

There is also the possibility of careful experimentation

in use of less-highly-trained personnel in all areas of

skill, working under the close supervision of the regis-

tered nurse, the professional therapist and others whose

services may be involved in a home-care program.

Given proper training, direction, and guidance, such

auxiliary personnel could help the health professionals

extend their services to more patients by performing

some of the more routine and mechanical aspects of

services. For example, the homemaker-home health

aide might supplement the work of the visiting nurse

by providing personal-care services to the patient.

Nurses and nurse’s aides could be given greater indoc-

trination in rehabilitative techniques, so that they

might carry forward the work of the physical therapist.

Patterns of Home Care

For this report “home care” means any arrange-

ment for providing, under medical supervision, needed

health care and supportive services to a sick or dis-

abled person who is at home. In addition to nursing

care, such services include dental care, drugs and med-

ical supplies, homemaker—home-health-aide services,

laboratory and x-ray services, meal service, nutritional

guidance and diet therapy, occupational therapy,

physical therapy, podiatry, prosthetic appliances, psy-

chological services, school services, social services,

speech therapy, and vocational services.

In some instances, patients might better be trans-

ported to and from a central location, eg, a rehabilita-

tion center, outpatient department, or dental clinic,

for some of the above services when a shortage of

health personnel or difficulty in transporting special-

ized equipment so dictates. Arrangements should be

made for immediate access to inpatient-care facilities

when needed. Arrangements for the loan or rental of

needed hospital supplies and equipment should also

be made.
Training of the patient in self-care, and instruction

of family members will be of prime importance in

achieving maximum effective utilization of available

professional health personnel. In fact, a little time de-

voted to careful instruction of, say, the diabetic or

post-coronary patient and his family before the pa-

tient goes home might in many instances reduce or

eliminate the need for home-care follow-up.

Home-care services are provided from a variety of

sources. They may be provided through a single ser-

vice agency, such as a visiting-nurse association which

provides only nursing care to patients at home. They

may be provided by a multiple service agency, which

arranges for two or more types of home service, such

as home nursing care, plus physical therapy and home-

HOME-CARE SERVICES

maker services. Finally, they may be provided throug

what are termed “coordinated home-care programs,”

which coordinate a wide range of home services aroun

the patient’s individual needs, through (1) centralize

responsibility for administration and (2) coordinate

planning, evaluation, and follow-up procedures to pr<

vide physician-directed services. There are currenti

about 69 such programs in operation in the Unite

States which meet the definition of a coordinate

home-care program.

Whatever the mechanism through which they ai

provided, home-care services should be viewed not j

a substitute for hospital, nursing home, or other ii

stitutional care, but as part of the logical extensic

of a total-medical-care plan. As such, home care ca

enable the patient to remain in, or return to, what ca

be a psychologically therapeutic home environment

and may effect a cost-saving as well. The patiei

should want to receive care at home, and the hon

environment and family relationships should be cond

cive to care.

Role of the Physician

Depending on the needs of the patient, home ca

may require the services of many persons and orgar

zations combining efforts as a team, directed by a ph

sician, to provide the best possible health care ai

supportive services for the patients. Leadership 1

physicians is essential to the efficient and successfi

provision of home-care services.

1. The physician should be aware of the home-

care services available in his community, and.

the various methods by which his patients can i

pay for, or be assisted in paying for, such ser-

vices.

2. He should establish a plan of treatment for

each patient he refers for home care, and

should review this plan periodically with

home health personnel providing care.

3. The physician should ensure that he receives

regular reports, observations, and progress

notes from the health personnel providing ser-

vices. Special effort may be needed to main-

tain this communication when a patient isij

cared for at home, because of the separation-

in time and distance—between the different

services and personnel involved.

Role of the Local Medical Society

The local medical society is properly concerned w<

the availability and adequacy of health-care servi

which support the work of the physician. The medi;

society, therefore, should not only stimulate phj

cian interest and acceptance of home care, but sho'i

provide community leadership—both in improving

coordination of existing home-care services ancL

stimulating the development of new services wh

they are needed.

Adequate community home-care services will be

pendent not only on the actions of the local med.

society, but on the cooperative planning efforts

many public and private health and service agen-

in the community. The medical society, therefore, r

*For definition of a “coordinated home-care program.” st

(a) Proceedings ; AMA House of Delegates (June 24

1962, p 119; or

(b) Survey of Coordinated Home Care Programs. 1 Ha I

lication No. 1062, July, 1963, p 3.
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find its most valuable contribution to be that of stimu-
ating the development of a community planning body.
Among the agencies which might well become in-

/olved in planning for home care, in addition to the
nedical society and its auxiliary, are local and state
lealth departments (particularly their bureaus of
lursing)

;
local visiting nurse associations or communi-

y nursing services; local or state nurse, hospital, and
aursing-home associations; local or state professional
(roups, such as those for dentists; physical, occupa-
tional, and speech therapists; dietitians; chambers of
commerce; and selected community leaders. The med-
ical society should attempt to ensure that such a
Manning body has broad representation from all or-
ganizations concerned with such care.
This planning body will want to consider the follow-
ig steps in the development of adequate community
ome-care services:

• Measure the need for such services in the
immunity.—The medical society, with the coopera-
ion of medical staffs, might well structure a bed sur-
ey of hospitals and nursing homes in the community
d estimate the number of patients who might be eligi-

I

le for home-care services but must remain in the
istitution for lack of a more suitable alternative,
hysicians in the community could provide informa-
on as to the number of their patients who might
enefit from home-care services. Existing agencies
ferving the sick at home should be surveyed and con-
llted as to unmet needs.
• Measure the capacity of the community to provide
ome care.—Existing agencies should be surveyed as to
le home-care services they currently provide and as
j> their capacity to enlarge the scope of such services,
3 well as develop additional ones.
The data thus gathered would enable the local med-

ial society or another community agency to become a
mter of information on existing services, and to as-
st local physicians in securing home-care services
ieded for their patients. This information-gathering
fort might well evolve into a medical-society- or com-
munity-sponsored referral center which maintain and
mpile information on all types of health-care facili-
3S and resources in the community. Such a central
formation and referral service could assist physi-
<ans, patients, and other groups seeking the proper re-
sumes for care. Medically sponsored referral services
this type have been, or are being, established in a
her of areas; for example, by the Essex County

edical Society in East Orange, NJ, and the Denver
edical Society in Colorado.
After exploring the need for, and availability of,

ices, the planning body can set forth the scope of
iy envisioned home-care programs and decide on the
ministrative agency.
• Identify expected sources of income for the pro*

i.—The planning body may find it practical to use
ort-term subsidies in the formation of a program,
•wever, it is not realistic to structure services for
ich there is little likelihood of ongoing financial sup-
rt. Information—and commitments when appropri-
£3—should be obtained from voluntary health insur-
£jce and prepayment plans, public assistance agencies,
V’rkmen’s compensation agencies, rehabilitation agen-

ts, and other third-party payers prior to the organi-
n'ion of a home-care program as to what services will
t underwritten, in what quantity, at what cost, for
v om, and for how long. Such information would in-

clude that pertaining to services available to persons
over age 65 who are covered under PL 89-97 (the
medicare law)

.

The soundly based home-care program will operate
without restrictions as to age or economic status of pa-
tients served. The growing need for home-care services
extends across all segments of the population; involv-
ing those who can afford to pay as well as those who
cannot, and those in younger age groups as well as
those over 65.

• Establish an advisory committee for the program.
A committee composed of medical, nursing, and

other appropriate health personnel should be estab-
lished to provide guidance and interpretation, and to
evaluate the program on an ongoing basis.

• Prepare promotional and educational material.

—

The medical society should ensure that the educa-
tional and promotional materials prepared by the
home-care program are medically sound and ethically
presented.

Home Health Services Under PL 89-97

Benefits will be available for persons over 65 through
parts A and B of Title XVIII of PL 89-97-the “medi-
care act—for up to 100 “home health visits”f under
each part of this law, if the agency providing home-
care services meets the definition of a “home health
agency as established by the law and its implement-
ing regulations.

Qualifications for participation as a home health
agency include arrangements for providing (1) skilled
nursing services by or under supervision of a regis-
tered professional nurse and (2) at least one of the
following additional services, which are covered under
the law: physical therapy, occupational therapy, speech
therapy, medical social services, or home-health-aid
services.

The provision of medical supplies (other than drugs
and biologicals) and medical appliances is also cov-
ered under the law. The home health agency may have
a written agreement with a certified hospital or ex-
tended-care facility or a rehabilitation center to pro-
vide on an outpatient basis any of the covered home
health services when the furnishing of such involves
the use of equipment which cannot be made readily
available to the patient in his place of residence.
Transportation of the patient to these facilities, how-
ever, will not be paid for under the law. Other services
not covered under the law include those for which the
recipient has no legal obligation to pay, such as ser-
vices provided without charge by the home health
agency to anyone in the community; personal comfort
items; food-service arrangements (eg, meals-on-wheels
programs)

; housekeeper’s services; and charges im-
posed by relatives or members of the patient’s im-
mediate household.

Other conditions for participation as a “home health
agency” are as follows:

(1) The agency must have policies established
with the approval of a group of professional
personnel which includes a licensed physi-
cian and a registered professional nurse, and
must provide services under supervision of

tFor a definition of ‘home health visits,” see Health Insurance
for the Aged: Conditions of Participation for Home Health Agen-
cies, US Department of Health Education and Welfare, Social
Security Administration, HIM-2, March, 1966, p 20.
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a physician or a registered professional nurse

(2) The agency must maintain clinical records

on all patients

(3) If the state or locality licenses agencies of

its type, the home health agency must be li-

censed or meet the requirements for such

licensure. (A profit-making agency, such as a

proprietary nursing home, must be licensed as

a home health agency by the state to be eligi-

ble for participation—that is, no proprietary

agencies can participate in a state which has

no licensure law for home health agencies.)

Complete information on conditions for participa-

tion as a home health agency should be sought early

in the planning of a home-care service from the state

agency administering these parts of PL 89-97.

As indicated, home health services can be provided

by a number of different types of agencies. Examples
of agencies which currently provide or arrange for

home-nursing services—with or without additional

home-care services—include visiting nurse associations,

subdivisions of a local or state health department, com-

bination visiting nurse association—health department

agencies, departments of hospitals or medical schools,

medical clinics, or rehabilitation facilities, categorical

voluntary health agencies, subdivisions of a local or

state welfare department and extended-care facilities

offering extramural home health services.

In 1963, according to US Public Health Service fig-

ures, 1,262 agencies provided nursing care to the sick

at home. About 240 of these agencies provided at least

one additional therapeutic service in addition to nurs-

ing care. Included in these 240 agencies were 69 “co-

ordinated home-care programs.”

Through information-gathering activities state and

local medical societies can help identify areas where

new programs are needed, or where existing agencies

need help in meeting standards for participation under

the law. By the same token, medical societies can help

guard against unnecessary duplication or multiplica-

tion of home health services, and promote coordina-

tion of services between existing agencies.

Because of the requirement that home health agen-

cies establish care policies with the approval of a pro-

fessional advisory group that must include a physician,

a medical society should be prepared to act on requests

that it provide physician participation in such adviso-

ry groups. This could be done by appointing a special

committee which would provide—as a group or through

individual members—medical representation in the ad-

visory group of each home health agency requesting it.

When the home health agency is hospital-based,

medical representatives to the professional advisory

group for the hospital-sponsored program should be

appointed by the hospital medical staff. To improve!

overall liaison and planning, the medical society

should attempt to include in its special committee a

physician from the professional advisory group in each

hospital-based home health agency.

The medical society, through its special committee,
j

can also assist with and participate in training pro-

grams to improve the skills of personnel working in

home health agencies. This can be done through con-

sultation on development of overall curricula for train-

ing programs, and through arranging for physicians
(

to serve as faculty members in such programs.

Finally, the medical society special committee, oi
j

subcommittee thereof, might well assume responsibility

for reviewing utilization of the services provided by

home health agencies in the community, so as to en-

sure optimum patient care.
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It is quite generally accepted that about one of every ten of our country’s citizens will be admitted
to a hospital because of mental disease at sometime during his life. Does our profession face any
greater problem in preventive or medical care? The doctor, even more than the average citizen, has
been blind to this fact as long as he thought of a mental hospital as one for custodial care only. The
“open” philosophy for the mental hospital awakens everyone to the fact that mental health and

disease are part and parcel of the whole area of health and disease.

The Open Hospital

ANDREW S. WACHTEL, M.D., Oak Ridge, Tenn.

During the last 15 years there has been a

growing trend toward “open” mental hospi-

tals. This trend was first seen in England in

the early 1950’s and was primarily set in

motion through the efforts of Drs. McMillan

and Rees of England and Dr. George Bell of

Scotland. American psychiatrists first gave

the philosophy of open hospitals serious

thought after a visit to England in Janu-

ary 1951 to study the mental-health pro-

gram there. After this visit, several de-

partments of mental health, notably those

of New York, New Jersey, and Connecticut

declared the open hospital to be the policy

of their states. 1

Although the policy of open hospitals is

purported to be a recent advance in the

field of mental health as well as being an

English concept, it should be noted that this

philosophy of treatment had some very ear-

ly beginnings in our country. In 1842,

Charles Dickens wrote, “The state hospital

for the insane is admirably conducted on

those enlightened principles of conciliation

and kindness which 20 years ago would
have been worse than heretical . . . Every
patient in this asylum sits down to dinner

every day with a knife and fork ... At ev-

ery meal, moral influence alone restrains

the more violent among them, and is found

even as a means of restraint, to say nothing

of it as a means of cure, a hundred times

more efficacious than all the straight waist-

coats, fetters, and hand cuffs that igno-

rance, prejudice and cruelty have manufac-

tured since the creation of the world. In

the labor department, every patient is as

freely trusted with the tools of his trade as

if he were a sane man. It is obvious that

one great feature of this system is the in-

culcation and encouragement, even among
such unhappy persons, of a decent self-

respect/’2 Thus, Mr. Dickens described the

Boston State Hospital over 100 years ago.

Somewhat later, in 1905, the first totally

open hospital reported in the international

literature was opened in Peoria, Illinois.

This hospital based its position on a refusal

to “adapt an entire institution to the de-

mands of its smallest and worst class.”3 The
accomplishments at that time included:—
(1) a completely open hospital with the

removal of gratings and bars, (2) non-

restraint, (3) the eight-hour work day, (4)

women attendants on wards for men, (5)

the universal employment of patients, and

(6) the segregation of patients with tuber-

culosis. 4 Since these early beginnings sev-

eral open hospitals have developed during

the 1930’s and 1940’s. Some of these are:—
Boston’s Adams House; the Austin Riggs

Hospital in Stockbridge, Massachusetts; the

Galveston Psychopathic Hospital, Galves-

ton, Texas; and Montreal’s Allen Memorial

Hospital. More recently the Massachusetts

Mental Health Center opened its doors in

1956, and in 1960 the St. Lawrence State

Hospital in New York became the first

large public hospital in this country to be-

come 100 per cent open. In any mention of

open hospitals, it would certainly be most

inappropriate in Tennessee to fail to men-

tion our neighboring hospital at Moccasin

Bend, which has successfully operated as

an open hospital since its beginning in 1961.

As of this writing, many of the state hos-
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pitals throughout the country maintain a

majority of open wards, with the retention

of closed wards for specific patients whose

difficulties in self-control and destructive

behavior require a confined environment.

This seems to indicate that the open hos-

pital has become accepted policy in our

country.

In discussing the open hospital and its op-

eration, it is necessary to define the basic

philosophy. Primary aspects to consider

are:

(1.) The preservation of human dignity

of all patients as well as that of the staff.

(2.) Individual responsibility.

(3.) Human beings, sick or well, respond

to the expectations of the environment,

generally speaking.

(4.) The mentally ill patient is more

like the rest of us in his humanity than un-

like us as a result of his illness.

(5.) The function of the hospital is pri-

marily therapeutic, not protective or puni-

tive. 1
’ 5

In operation, this philosophy of treatment

can be, and has been, applied in various

ways, from totally open institutions, where

all patients are free to come and go as they

choose to a wide range of modifications of

this freedom. How this philosophy is put

to practice in any given hospital is depen-

dent on the community’s attitude, the atti-

tude and enthusiasm of its staff, the size of

the hospital, the structure of the hospital

and its buildings, and its location in rela-

tion to the community.

Certainly, the “open orientation” in any

applied way is by no means general today.

Dr. Moody Bettis in a recent report to the

citizens of Texas said: “Unhappily, what

we know does not coincide with what we
do. Our systems of patient care, our laws

and our facilities evolved in an era when
the mental patient was possessed of de-

mons, when protecting the public—not

treating the patient—was the prevailing

concern. In recent decades bold men have

struggled to change treatment programs, to

crowd humanistic influence into protective-

ly geared systems. Their best has been

laudable, but insufficient to overcome built-

in antitherapeutic handicaps. Despite our

beliefs, the public still regards mental ill-

ness as an informal offense against socie-

ty.” 6 One might add to Dr. Bettis’ com-

ments that not only does the public so re-

gard mental illness, but to some extent so

does the professional community.

While the philosophy of the open hospital

is viewed as a positive approach to the

treatment of patients, to be objective one

should reflect on the possible handicaps of

such a philosophy.

(1.) Economically the custodial institu-

tion can be efficiently managed for much
less money than the therapeutic institution,

since an adequate custodial institution can

be run with less than one-third the person-

nel required for a treatment facility.

(2.) Certain patients do require protec-

tion, and the community does require pro-

tection from a small number of patients.

One might note, however, that there seems

to be considerable misinformation about the

issue of the community’s protection. In a se-

ries of 10,247 patients from the New York
State mental hospitals, a careful study was
made of the probability of arrest. I would
like to quote from that study because I

think it is pertinent to this area of “how
dangerous are the mentally ill?” “The con-

clusion drawn from this survey is that at-

tack of mental illness with hospitalization

does not tend to leave an inclination toward

criminal activity greater than that which
existed prior to the illness, and that it does

not produce such a tendency if it did not

previously exist. Crime rates are not high-

er among the ex-mental patients than

among corresponding persons in the general

population; indications are that the reverse

is true.” 7

But, as in all communities, certain mem-
bers of the community are a hazard and the

community certainly is entitled to appropri-

ate care for these individuals. As Dr.

Walter Barton,8 the Past-president of the

American Psychiatric Association has said.

“The open door is not an abdication of staff

responsibility toward people who cannot

manage themselves, but a symbol of a treat-

ment philosophy that embodies respect for

the individual, trust and the development
of self-confidence and self-management.”

This emphasizes that open units do not im-
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ply less responsibility on the part of the

staff, but more since they are trying to

reach an objective with each patient, rather

than just seeing that he is fed and account-

ed for each day.

Even if the protective function of the

hospital is impaired by an open-hospital

philosophy, (and certainly most of us in

psychiatry think there is such a function,

although we do not feel it is the primary

function) are there in fact any advantages

to patient-care in such a philosophy? We
believe there are.

(1.) While the cost per day is higher,

the cost per illness for the patients, and

therefore for the state, is much less.

(2.) The stigma of mental disease is di-

minished by the removal of locks and

barred windows. The continual emphasis

on security is no longer the image of the

hospital.

(3.) The hospital becomes a health-care

facility rather than a protective custodial

institution. As a result, the open hospital

encourages early treatment, for certainly

any of us would be more willing to seek

and to accept help if force and compulsion

are not principal instruments of manage-
ment. With improvements in the acceptance

of treatment by the patient, it is possible to

maintain improvement and to build upon it

in the more normal social interchange of

the open unit. In addition, mutual respect,

both by the patient for staff and vice versa,

is enhanced.

(4.) As has been noted, all of us tend to

respond to the expectations of our environ-

ment. Expectations which are expressed

verbally, and in our surroundings (archi-

tecture, furniture, draperies, etc.)
,
in fact,

in everything and with everyone one may
come into contact with during his day.

These positive expectations tend to produce

a decrease in destructiveness, aggressive-

ness and disturbed behavior on the part of

the patient. Along the same line of

thought, they tend to provide more toler-

ance on the part of the staff, as well as a

greater desire to help and understand the

patients with whom they are working. The
reverse is true of negative expectations

which are conveyed from a negative envi-

ronment. It is an old maxim that if you con-

tinually make one feel you expect bad be-

havior, eventually you will get it.

(5.) One side benefit of open doors, some-

times quite significant where nursing staff

is critically short, is that there is a great

saving of time in the turning of keys to

lock and unlock doors for necessary errands

of patient and staff.

There is another area of the open philoso-

phy, which I wish to emphasize since I be-

lieve it is the more basic and the most im-

portant. More important than the absence

of locks or bars, is the presence of an open

attitude reflected throughout the whole

community as well as in the hospital. This

open attitude should allow for a willingness

to change, a receptiveness to suggestion

from the community and occasionally to the

community, an active involvement by hospi-

tal patients and staff in community con-

cerns, and an active involvement of the lar-

ger community in the concerns of its hospi-

tal, since whether it is conscious of it or

not, in a most unique sense this is its hospi-

tal. Not only do the citizens pay for it, they

live with it, and, at present (in Knox Coun-

ty) about 700 of its residents are treated

there each year.

One of the expectations of the open phi-

losophy, as it applies to a mental hospital,

has been perhaps better expressed by Dr.

Hutchins 9 as he sees the need in the aca-

demic community. This is based on the in-

herent need for a “dialogue” between the

institution and the community, as well as a

dialogue within the institution between stu-

dents and faculty; or, as we might put it,

between the patients and staff and members
of the community. Dr. Hutchins has em-

phasized that this is, and should be, a dia-

logue with free communication in both di-

rections.

Likewise, within the hospital more open

attitudes between staff and patients, and

patients and staff are essential for an open

hospital to be effective. We would then see

the open hospital as a faith in human be-

ings which would bring a willingness to

accept and give within the hospital and

within the community.

In reflecting the pros and cons of the

open hospital, it must be kept in mind that
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there is no single method of dealing with

all patients. Illnesses vary and people

vary—both one to another, and for each one

from time to time, so that the responsibility

of the hospital is to provide the environ-

ment which is conducive to improvement

and a treatment regimen which will help

the patient get well. These are dependent

on the needs of the patient at the particular

time in his illness, and not upon any single

way of doing things.

As physicians, our concern must be pri-

marily with treatment. This does not pre-

clude the awareness of the need of protec-

tion for the patient, and the protection of

the community. But our job is to help

people get well.

Ultimately, in every instance it is up to

the community whether the psychiatric fa-

cility is to be protective custodial, penal, or

therapeutic. It would be folly to assume

that any hospital director could produce an

institution that is not what the people de-

sire. Every citizen must decide what he

would wish for his fellowman and what

philosophy he desires his hospital to ex-

press.
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The authors show by their studies that in the infected male, at least, this combination of drugs offers
some protection against reinfection as well as being therapeutically more effective.

Usefulness of Long-Acting Penicillin In

Combination With Short-Acting Preparations

For Treatment of Gonorrhea*
EUGENE FOWINKLE, M.D., NOBEL GUTHRIE, M.D., THEODA GRIFFITH, B.S., and

JERALD DUNCAN, B.A., Memphis, Tenn.

Syphilis, it is contended, could be eradi-

cated by 1972 if 30% of all syphilitics were
treated before they could transmit the dis-

ease to others. 1 Since patients with gon-

orrhea are liable also to harbor incubating

syphilis, it is highly probable that long-act-

ing and short-acting penicillin in combina-

tion, administered to men having gonorrhea

and to their sexual contacts in treponemici-

dal dosage, may make an important contri-

bution to the control of syphilis as well as

of gonorrhea. 2'4 This alone is probably suf-

ficient to justify the routine use of such

a mixture for both diseases, provided it can

be proved as effective for treatment of gon-

orrhea as is short-acting penicillin alone.

Furthermore, it seems logical that gonor-

rhea would be more successfully controlled

if patients were not only cured of infection

but kept free from reinfection as long as

possible.

Hookings5 ’
0 and others have demonstrat-

ed that the “antibiotic quarantine” recom-

mended by Schamberg 7 - 8 for such purpose

reduces the repeater load in venereal dis-

ease clinics. Garson and Barton5 have
pointed out that “although 48 hours of ex-

posure” (to penicillin) “will kill all gono-

cocci in vitro, we do not know when such

exposure is liable to occur in vivo, particu-

larly in the female.” He adds that, “if it is

true that . . . certain tissue cells of the gen-

itourinary tract are capable of taking via-

ble gonococci within them and protecting

such organisms from the effects of penicil-

lin,” and that these viable organisms “are

available for the autoinfection of the host”

after dissolution of the host cell, “the pres-

ence of long-acting penicillin in such a pa-

*From the Communicable Disease Control,

Memphis and Shelby County Health Department,
Memphis, Tenn.

tient would be a deterrent to autoinfec-

tion.”

Although in recent years the usefulness

of long-acting penicillin in preventing re-

lapse of gonorrhea or reinfection has been

considered settled, the authors believe the

subject is in need of further consideration.

Even though we are tempted by many daz-

zling new agents that promise glamorous

results, we believe that since penicillin is

the treatment of choice for syphilis, it

should not be abandoned, without great

caution and careful consideration, as the

preferred initial treatment for gonorrhea as

well.

We therefore initiated this study, (a) to

compare the effectiveness of two different

penicillin preparations to free male and

female gonorrheal patients of infection at

the end of one week, as determined by the

fluorescent antibody technic; and (b) to

compare the effectiveness of these prepara-

tions in keeping the patients free from gon-

orrheal infection for 5 weeks in the natu-

ral environment, with the usual opportuni-

ties for reinfection. No attempt was made
to distinguish resistant infection, relapse or

reinfection.

Method of Study

In 1964, during a 10 month period, 1,211

consecutive male patients suffering from
acute urethritis and 1,034 consecutive fe-

male gonorrheal contacts were seen at the

venereal disease clinic. The patients with

no history of sensitivity to penicillin were
placed randomly into two groups (A and B,

Table 1) ,
to receive treatment as follows:

Group A:

Potassium penicillin G 600,000 units

Procaine penicillin G 600,000 units

Benzathine penicillin G 1.2 million units

Total 2.4 million units I.M.
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Group B:

Potassium penicillin G 1.2 million units

Procaine penicillin G 1.2 million units

Total 2.4 million units I.M.

At the initial visit, specimens were ob-

tained for examination by the fluorescent

antibody technic, and the patient was ex-

amined, treated with the designated prep-

aration, and instructed to return in one

week. If the patient did not return in exact-

ly one week, an investigator or a medical

student research assistant was sent on the

following day to bring him or her into the

clinic.

At the first return visit, specimens again

were obtained for examination by the

fluorescent antibody technic, and the pa-

tient was evaluated clinically and instruct-

ed to return in exactly 4 weeks (5 weeks
after the initial visit). If the patient did

not make the second return visit on the day

scheduled, an attempt was made to reach

him or her by telephone. An investigator

or research assistant was sent to bring the

patient into the clinic if telephoning was
unsuccessful for two days. However, de-

spite such efforts, some patients were lost

to observation.

At the second return visit specimens

again were obtained for fluorescent antibo-

dy examination, and clinical evaluation was
carried out.

Results

Admitted to the study were 1,206 male
patients with urethritis. Of these, 606 were
placed in group A and 600 in group B.

Of the 606 patients who were treated in

group A, the initial test by culture and
fluorescent antibody examination was posi-

tive for Neisseria gonorrheae for 540 pa-

tients. (Table 1.) Likewise, in group B the

initial test was positive for 540. These two
groups of patients with proved gonorrheal

urethritis were used to compare the results

of the two treatment schedules.

Table I

Initial Tests for 1206 Male Patients with
Urethritis

Examination for N. gonorrheae

Group A
Positive

540
Negative Unknown

66 — Total
606

Group B 540 58 2 600

Total 1,080 124 2 1,206

At the end of one week, 345 of the 540

male patients in group A who were labora-

tory-positive initially returned for the first

re-examination. Fourteen (4%) were still

positive. Of the 540 male patients in group

B who were laboratory-positive initially,

352 were re-examined at the end of one

week. The specimens from 33 (9%) still

yielded positive reactions. The difference

is highly significant (chi square, p = less

than 0.05)

.

The group totaling 650 patients whose lab-

oratory tests had been positive on the ini-

tial visit and who were examined and

found negative one week later were used to

evaluate the effectiveness of the two treat-

ment schedules for preventing reinfection

during a subsequent period of 5 weeks.

(Table 2.) Of the 331 patients in group A

Table 2

Results of Re-examination of 1080 Gonorrheal
Male Patients One Week after Treatment

(Return Visit I)

Re-Examination for N. gonorrheae
Positive Negative Unknown Total

Group A 14 (4%) 331 195 540

Group B 33 (9%) 319 188 540

Total 47 650 383 1,080

who had been laboratory-positive initially

but negative at the end of one week, 220

were re-examined at the end of 5 weeks
(return visit II). (Table 3.) For 9 of these

(4%) the specimens were again positive. Of

Table 3

Effectiveness of Treatment Schedules in

Preventing Reinfection in Male Patients who
Had Been Laboratory-Positive Initially and

Negative at the First Return Visit

(Return Visit II)

Re-Examination for N. gonorrheae
Positive Negative Unknown Total

Group A 9 (4%) 211 111 331

Group B 58 (25%) 175 89 322

Total 67 386 200 653

the 319 male patients in group B who had
been laboratory-positive initially and nega-

tive on examination at the end of one week,

233 were re-examined at the end of 5

weeks. The specimens from 58 (25%) were
again positive. The difference is statistical-

ly significant (chi square, p = less than

0 .001 ).

The findings indicate that the male pa-

tients in group A who received both short-

acting potassium and procaine penicillin G
and long-acting benzathine penicillin G in
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combination achieved superior therapeutic

results at both 1 and 5 weeks after treat-

ment.

Among the female patients in group A
(Table 4) there were 293 who had positive

Table 4

Results of First Post-Treatment Examination
of 597 Female Patients Laboratory-Positive

Initially

(Return Visit I)

Re-Examination for N. gonorrheae
Positive Negative Unknown Total

Group A 16 (7%) 221 56 293

Group B 25 (10%) 228 51 304

Total 41 449 107 597

laboratory results initially. Among the fe-

male patients in group B, 304 were posi-

tive at the initial examination. Of the 293

females in group A, 237 were re-examined

in one week. The specimens from 16 (7%)
were positive. Of the 304 female patients

in group B, 253 were re-examined in one

week. The specimens from 25 (10%) were
positive. The difference is not statistically

significant.

As had been done with the male patients,

the female patients who had been positive

initially but were negative one week after

treatment were used to compare the two
therapeutic methods in preventing reinfec-

tion over a 5 week period (Table 5) . Of 221

Table 5

Results of Second Post-Treatment Examination
of Gonorrheal Female Contacts Five Weeks

After First Return Visit

(Return Visit II)

Re-Examination for N. gonorrheae
Positive Negative Unknown Total

Group A 9 (5%) 166 46 221

Group B 12 (6%) 176 40 228

Total 21 342 86 449

females who had been initially positive in

group A and who were negative at the first

post-treatment examination, 175 were re-ex-

amined in 5 weeks. Nine (5%) yielded pos-

itive specimens. Of 228 in group B who
had been initially positive and who were
negative at the first post-treatment visit,

188 were re-examined in 5 weeks. The
specimens from 12 (6%) were positive. Al-

though the results observed at the 5 week
examination favored the treatment for

group A the differences involved were not

statistically significant.

It is unfortunate that such a large num-
ber of patients were lost to observation in

each interval. There is no way to compen-
sate for such loss. The analyses described

were based on the patients who actually

were observed. Such analysis implies that

the patients who disappeared from observa-

tion were similar to those who returned for

examination. Such assumption cannot be

proved but in this case it is reasonable to

think that it is approximately correct.

Summary

Of the 1080 male patients suffering from
bacteriologically proved gonorrheal ureth-

ritis, 540 (group A) were treated intramus-

cularly with a combination of short-acting

potassium penicillin G, 600,000 units and
procaine penicillin G, 600,000 units with

long-acting benzathine penicillin G, 1.2 mil-

lion units. A second group of 540 (group

B) received the short-acting mixture of

potassium penicillin G and procaine penicil-

lin G, each in doses of 1.2 million units.

Only 4% of the 345 in group A who re-

turned in one week for re-examination

were still positive, whereas 9% of the 352 in

group B who returned yielded positive re-

sults (chi square, p = less than 0.05). Of the

650 patients in both groups who had been

negative for N. gonorrheae at the first re-

turn visit, 453 returned and were re-evalu-

ated 5 weeks later. Four per cent of group

A and 25% of group B again had become
positive (chi square, p = less than 0.001).

Thus the combination containing long-act-

ing benzathine penicillin G provided supe-

rior therapeutic effectiveness and greater

protection against reinfection than did the

short-acting mixture.

Of the 597 gonorrheal female contacts in

both groups, 7% of the 237 treated in group

A who returned in one week and 10% of

the 253 returnees in group B were still

positive (difference not statistically sig-

nificant) . At the second (5 week) post-

treatment examination, 5% of the previous-

ly negative patients in group A who re-

turned and 6% of the same category in

group B again had become positive. There-

fore the combination containing benzathine

penicillin showed an effectiveness equal to

that of the short-acting agents alone. For

the gonorrheal female, larger doses of the

combination may be required than those

used in this study.
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The application of new methods of treatment for certain serious arrhythmias has altered greatly their
outlook, for a time at least, in terms of either morbidity or mortality.

Recent Advances In The Treatment Of
Cardiac Arrhythmias*

G. DANIEL COPELAND, M.D.,f Memphis, Tenn.

Introduction

Among the physiologic wonders of the

human body is the function of the myocar-

dial pump and its electrical system. The
sino-atrial node, which is an electrochemi-

cal generator, normally discharges a regu-

lar electrical impulse at a rate of 60 to 100

times each minute. This performance is de-

pendable and is usually expected to contin-

ue for a traditional three score years and

ten. It is remarkable that derangements of

heart rate and rhythm do not occur more
frequently.

The sino-atrial electrical impulse spreads

through the atria, the atrioventricular node,

the Bundle of His with its bundle branches,

the Purkinje network and through the ven-

tricular muscle. The classic properties of

the myocardium, automaticity, conductivity,

excitability, and contractility are associated

with this electrical depolarization. Me-
chanical contraction of the ventricles pro-

duces ventricular ejection of blood and the

cardiac output which is necessary for the

perfusion of the organ systems. Cardiac

output generally does not diminish sig-

nificantly with sinus arrhythmia, sinus

bradycardia, or sinus tachycardia by itself.

The severe alterations in rate and regulari-

ty profoundly interfere with cardiac output

and it is these arrhythmias which are the

subject of this discussion.

While physical examination is helpful in

the diagnosis of cardiac arrhythmias, the

electrocardiogram is almost always neces-

sary. In certain cases, even the standard

electrocardiogram is not diagnostic because

the P waves of atrial depolarization cannot

always be separated from the QRS com-

*Presented at the joint meeting of the Tennes-
see Chapter, American College of Chest Physi-

cians, Tennessee Thoracic Society, and Tennessee

Medical Association at Gatlinburg, Tennessee,

April 18, 1966.

t City of Memphis Hospitals and Baptist Memo-
rial Hospital, Memphis, Tenn.

plexes of ventricular depolarization. The
esophageal lead is unique in that it can be

positioned in the esophagus very near the

left atrium; the P-waves are then greatly

magnified. The Body electrode (a unipolar

or bipolar saline bridge electrode) has been

in routine use in our institution for the past

several years. The electrode can be so

placed as to reduce the size of the QRS
complex while it magnifies the P wave; the

salt bridge technique produces tracings

with very steady baselines and thus facili-

tates the precise diagnosis of cardiac ar-

rhythmias. 1

When the heart rate becomes rapid with

or without irregularity, the cardiac output

falls:—there is specifically reduction in

blood flow through the coronary arteries,

through the cerebral arteries, through the

mesenteric and renal arteries. There is con-

siderable variation in the degree of reduc-

tion at a given rate in different individuals.

For example, the elderly person with local-

ized atherosclerosis of a cerebral artery

may respond to an atrial tachycardia (rate

180 per minute) with cerebral ischemia and

hemiplegia which is cured by conversion of

the rhythm; in contradistinction, a young
subject with healthy myocardium and art-

eries may only feel palpitations and weak-

ness. A person with narrow coronary art-

eries due to atherosclerosis may have such

a reduction in coronary blood flow with

tachycardia that actual myocardial necrosis

is produced. A patient with hypertension,

with a valvular or congenital heart lesion,

may have limited cardiac reserve and may
respond to a persistent rapid heart rate

with heart failure. Even if the heart rate

is not tremendously rapid but is nonethe-

less irregular, the mechanical efficiency of

the heart is reduced. It has been shown
that when atrial fibrillation is present

(atrial systole is absent and ventricular

diastole varies) cardiac output may fall to a

level as much as 20% below normal.2 Clini-
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cally, this will be manifested by a reduction

in exercise tolerance.

The symptoms of arrhythmias may in-

clude palpitation, anxiety, apprehension,

sweating, faintness, dizziness, abdominal

discomfort, ileus, convulsions, hemiparesis,

hemiplegia, aphasia, visual disturbances,

purplish discoloration of extremities and

acute or chronic, left or right-sided con-

gestive heart failure with the symptoms

thereof (orthopnea, cough, etc.), and the

angina pectoris of coronary insufficiency.

Hypotension and death may follow if nor-

mal rhythm and rate are not restored.

General Treatment

If possible, hypoxia and hypercapnea

should be corrected before or at the same

time drug therapy is attempted in all cases

and especially in those supraventricular ar-

rhythmias associated with chronic lung dis-

ease and cor pulmonale. Acidosis and al-

kalosis should be treated and deficient elec-

trolytes replaced; at times these measures

alone will be rewarded by conversion of a

serious arrhythmia to normal sinus rhythm.

Paroxysmal atrial tachycardia with block

due to digitalis excess and/or potassium

deficit will frequently cease on administra-

tion of intravenous potassium chloride.

Omission of improper medication may cure

certain arrhythmias, e.g. nodal tachycardia

caused by digitalis intoxication or paroxys-

mal ventricular fibrillation produced by

quinidine (see below) . The polarizing so-

lution of Sodi-Pallares is now receiving

wide clinical trial for the prevention of

those arrhythmias associated with acute

myocardial infarction. The solution is

called “polarizing” because it is intended to

restore polarity to the injured myocardial

cell membrane. The solution consists of 40

units regular insulin, 40 mEq.L of potassi-

um chloride in 1000 ml. 10% glucose in wa-
ter. The patient with acute myocardial in-

farction receives about 1500 ml. per 24

hours of this solution via slow intravenous

drip. Preliminary clinical reports tend to

show marked reduction in the incidence of

the cardiac arrhythmias incident to infarc-

tion but the literature still lacks reports of

critically controlled series. 3
’ 4

Drug Therapy

The traditional drugs used in therapy of

cardiac arrhythmias have included digitalis,

quinidine, and procainamide (Pronestyl)

.

Potassium salts, usually potassium chloride,

have been introduced for the treatment of

the arrhythmias produced by digitalis in-

toxication. While a complete discussion of

these drugs is beyond the purpose of this

paper, certain facets of their clinical appli-

cation deserve emphasis.

Digitalis remains the drug of first choice

for most supraventricular arrhythmias

while for ventricular arrhythmias, quini-

dine or procainamide have generally

proved more effective. Digitalis slows

atrioventricular conduction and thus pro-

duces slowing of the ventricular rate. This

is the predominant action in atrial fibrilla-

tion (with rapid ventricular response), in

atrial flutter, and in atrial tachycardia

without AV block. The vagal stimulating

maneuvers, e.g. carotid sinus massage

should always be tried first in atrial tachy-

cardia without block. It must be empha-
sized that atrial tachycardia with block and
also nodal tachycardia, are common mani-

festations of digitalis toxicity and when it

is possible that this situation is present, dig-

italis is contraindicated. 5 Both supraven-

tricular and ventricular premature contrac-

tions may disappear on digitalization when
these arrhythmias are associated with heart

failure.

While atrial flutter and fibrillation may
be converted to normal sinus rhythm on
digitalization, and while premature systoles

may disappear on occasion after digitaliza-

tion, it is more common that these events do

not occur and more therapy is required.

Quinidine and Pronestyl have similar phar-

macologic actions, and both depress excita-

bility, conduction velocity, and contractility

of the myocardium. The direct effects upon
the heart muscle are complicated to some
extent by indirect effects resulting from an-

ticholinergic action. (Digitalis has a chol-

inergic action upon the AV node in addition

to its direct action on myocardium.) Large

doses of quinidine may be required to con-

vert the above mentioned supraventricular

arrhythmias as well as ventricular tachy-

cardia; the common side effects are well
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known. Idiosyncrasy is also common and

may occur with the first dose of the drug,

hence the test dose is of great importance.

Prior digitalization should be carried out on

supraventricular tachycardias before con-

version by quinidine is attempted to avoid

so-called “paradoxical” tachycardia,—i.e.

unless digitalis induced AV block is pres-

ent, the ventricle may accelerate as the

rate of flutter or fibrillation slows. Deserv-

ing of most emphasis is the fact that quini-

dine may cause ventricular fibrillation. This

is probably more common than has been

documented and is almost surely the physio-

logic event responsible for “quinidine syn-

cope.” This alone should deter the routine

use of quinidine in all acute myocardial in-

farctions. Hypotension is a hazard when
either quinidine or Pronestyl is adminis-

tered intravenously and it is necessary to

monitor blood pressure as well as the elec-

trocardiogram when either of these drugs is

so used. Some clinicians believe that the

incidence of hypotension and ventricular

fibrillation is so marked when quinidine is

given intravenously that this route of ther-

apy is omitted entirely. Quinidine is abso-

lutely contraindicated in complete AV
block since it may suppress the idioventric-

ular pacemaker and produce asystole. 5

Procainamide (Pronestyl) like quinidine,

should not be administered when complete

AV block is present. Pronestyl may also

cause gastrointestinal disturbances, blood

dyscrasias, ventricular asystole or fibrilla-

tion.5 More recently chills, fever, and a lu-

pus-like syndrome have been reportedly

caused by this drug. 6 When either of these

drugs is given intravenously, the QRS com-
plex must be watched very carefully and if

this perceptibly widens, the drug must be
abruptly discontinued.

Potassium salts are not used as freely as

they were in previous years in the intra-

venous therapy of digitalis induced ar-

rhythmias, especially when such arrhyth-

mias are accompanied by an atrioventricu-

lar conduction defect. 7
. When, by clinical

estimate there is a total body potassium

deficit, intravenous potassium chloride (40

mEqL. in 500 to 1000 ml. dextrose in water)

may dramatically convert digitalis induced

arrhythmias. Potassium salts should not be

1121

given, of course, when the patient shows
uremia or oliguria.

Certain of the older drugs have recently

been used with varying success in therapy

of arrhythmias, and because arrhythmias

are not infrequently refractory to therapy

with traditional drugs, it is well to be fa-

miliar with less routine medications.

Diphenylhydantoin sodium (Dilantin) has

long been a much-used anticonvulsant drug

and as early as 1942 was noted to have

effect on the electrocardiogram. Sporadic

reports since then have increased in fre-

quency and agree that Dilantin sometimes

converts arrhythmias in dogs and men.

(For the use of Dilantin intravenously dis-

solve 250 mg. in 5 ml. of solvent, and admin-

ister slowly by vein, with electrocardio-

graphic monitoring, to a dose of 3.5 to 5

mg./kg. body weight. One should stop the

drug if there is widening of the QRS com-

plex!) Maintenance therapy consists of 200

to 400 mg. daily administered either orally

or intramuscularly. Dilantin has proved

especially effective in digitalis-induced ar-

rhythmias (superventricular and ventricu-

lar) as well as in spontaneous arrhythmias.

It is not so effective in atrial flutter and

fibrillation. Toxicity has consisted of tran-

sient bradycardia, hypotension, and tran-

sient AV block. The following arrhythmias

have been converted by Dilantin:—ventric-

ular premature beats, paroxysmal atrial

tachycardia, atrial premature beats, nodal

premature beats, and chronic atrial flutter.

Animal studies indicate that diphenylhy-

dantoin acts directly on the myocardium
and does so in the absence of connection

with the central nervous system. At the

least, the drug has low toxicity and can be

administered for arrhythmias produced by
digitalis with a margin of safety that may
on occasion be greater than electroconver-

sion, quinidine, or potassium salts. 8

Reserpine, which tends to produce sinus

bradycardia in subjects with normal sinus

rhythm, has been used to control the adren-

ergic manifestations of thyrotoxicosis (i.e.

sinus tachycardia) and also to prevent the

recurrence of paroxysmal atrial tachycar-

dia. The bradycardia and hypotension are

probably achieved in large part by central

suppression of afferent sympathetic activity
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which inhibits impulses to the cardioaccel-

erator and vasomotor fibers. Reserpine also

acts directly on the myocardium and is con-

sidered to be concerned with depletion of

myocardial stores of epinephrine and nore-

pinephrin. In addition, reserpine may be

used in the tachycardias with cor pulmo-

nale (when digitalis is not so effective)
,
as

an adjuvant in atrial and ventricular tachy-

cardia, and in mitral stenosis where the

bradycardia is associated with a hemody-
namically beneficial lengthening of diastole.

The drug should not be used in acute car-

diac emergencies and when the blood pres-

sure is unstable. This drug is contraindi-

cated in asthmatics and probably in any pa-

tient with a history of mental depression.

Electroshock and insulin shock therapy are

contraindicated after reserpine; these have

resulted in apnea, cyanosis, arrhythmias

and death. Toxic effects include nasal

congestion, diarrhea, peptic ulcer, anorexia,

nausea, dizziness, lassitude as well as a Par-

kinson-like syndrome. These usually occur

on large doses and after prolonged treat-

ment. The electrocardiogram may show
ventricular premature systoles, prolonged

AV conduction, and T wave changes after

reserpine. 2

Guanethidine (Ismelin) acts by inhibi-

tion of the release and/or distribution of

transmitter substance from the terminals of

the sympathetic nerve, probably by a re-

duction in norepinephrine stores. Because

of its hypotensive effect, guanethidine is

usually not employed to treat cardiac ar-

rhythmias but has been successfully used to

prevent recurrence of paroxysmal atrial

tachycardia.2

Lidocaine (intravenously) has been used

chiefly in the arrhythmias which occur dur-

ing operation and in the catheterization lab-

oratory. The mechanism of action is simi-

lar to that of procaine—ventricular excita-

bility is depressed and with increasing

doses, conduction time is slowed and refrac-

tory period is prolonged. Cardiac contrac-

tility is not diminished in therapeutic doses

as may happen with quinidine. In con-

trast to Pronestyl and procaine, doses of li-

docaine which produce comparable in-

creases in diastolic stimulation threshold

cause no fall in blood pressure or decreased

myocardial contractility. The drug stimu-

lates the central nervous system and lowers

threshold for ventricular fibrillation. In

effective doses, lidocaine does not produce

the electrocardiographic changes, hypoten-

sion, and diminished myocardial contractili-

ty which are noted with procaine, procaina-

mide, and quinidine. A single intravenous

dose is usually 1 mg./kg. and may be safely

repeated at 20 minute intervals to a maxi-

mum of about 750 mg. 9

Case 1. This 23 year old man had had a mitral

commissurotomy on May 5, 1961. The mitral

valve was calcified and, though the commis-
surotomy was successful, considerable mitral in-

sufficiency was present after operation. Im-
provement was transient and the patient was
readmitted on Dec. 30, 1963 for treatment of

heart failure; he had been on digitalis since the

operation. He was discharged on his 8th hospital

day, improved, after therapy with diuretics and

adjustment of his digitalis dosage.

On April 22, 1964, readmission was necessary

because of heart failure which had proved refrac-

tory to out-patient management. Atrial fibrilla-

tion was present and after treatment of the fail-

ure by usual measures, electrical conversion was
successfully carried out. The patient was dis-

charged on his 30th hospital day on digitalis and
quinidine.

The patient was again admitted on June 9, 1964

because of dyspnea, orthopnea, and marked limi-

tation of activity. Physical examination revealed

cyanosis at rest, pulmonary edema, cardiomegaly,

hepatomegaly, edema, and ascites. Murmurs of

mitral stenosis, mitral insufficiency, tricuspid

insufficiency, and pulmonary insufficiency were
present. Past history, family history, review of

systems, and laboratory evaluation add nothing to

this description.

It was considered that the patient was nearly

moribund and cardiac surgery, using the heart-

lung bypass, was recommended. A 20 lb. diuresis

was obtained by vigorous treatment before opera-

tion. The operation had been scheduled twice,

with all preparations having been made and the

patient being taken to the operating room, but on

both occasions it was postponed because of hypo-

tension and rapid heart action.

Finally, on Aug. 5, the patient was successfully

anesthetized and operated upon. The pericardium

was found to be adherent to the epicardium and
the heart’s surface, after pericardial dissection,

was injured and bleeding. The patient was on

the by-pass for 84 minutes, during which time

the diseased mitral valve was excised and a

Starr-Edwards prosthetic mitral valve was in-

stalled. A tricuspid annuloplasty was then per-

formed.

After the heart was closed, electrical conver-

sion of the atrial fibrillation was done with the

paddles applied directly to the atria (15 watt-sec-
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onds direct current). The rhythm was converted

from atrial fibrillation to an arrhythmia charac-

terized by organized atrial activity but with shift-

ing atrial pacemaker and intermittent AV nodal

rhythm. (Top panel, Fig. 1.) This arrhythmia

persisted for several hours but the thoracotomy

was closed and the early post-operative course

was otherwise uneventful. Digitalis and quini-

dine were given intramuscularly.

About 14 hours postoperative, the patient had a

generalized tonic seizure and the monitor showed
ventricular fibrillation which responded to direct

current countershock, and assisted respiration.

(Middle panel, Fig. 1.) Quinidine and digitalis

were discontinued and Pronestyl was given intra-

venously. Ventricular fibrillation continued to re-

cur and this individually was defibrillated electri-

cally (DC) 11 times. Between episodes, the pa-

tient was alert, lucid, oriented, and took fluids or-

ally. (It is understandable that he was afraid to

go to sleep.) The EKG. showed sinus tachycar-

dia between episodes of ventricular tachycardia.

(Bottom panel, Fig. 1.) Potassium chloride intra-

venously did not prevent the recurrent parox-

ysms of ventricular fibrillation and it was only

after the administration of lidocaine intravenous-

ly and the elapse of 36 hours that the last episode

of ventricular fibrillation occurred. After this

stormy interval, the patient’s postoperative course

was uneventful and he walked out of the hospital

on the 78th hospital day to continue on digitalis

and Pronestyl therapy. His last clinic visit was
on May 4, 1966; normal sinus rhythm has been

maintained.

Comment. Though frequently successful,

we have discontinued the direct application

of the paddle in the open-chest in electrical

DC conversion of atrial fibrillation at the

time of mitral surgery. This is now consid-

ered unnecessary since many of these pa-

tients convert to normal sinus rhythm spon-

taneously several weeks after operation.

Furthermore, the atria must heal and there

is a high relapse rate when the conversion

is done at the time of operation. Finally, ex-

ternal synchronized DC countershock can

be administered effectively weeks to

months postoperatively with excellent re-

sults.

In this case, the chief problem was the

prevention of the recurrent ventricular

fibrillation. It is considered that the peri-

cardial dissection with its necessary atten-

dant myocardial damage contributed chiefly

to this severe complication. This case also

illustrates one of the most effective applica-

tions of lidocaine (Xylocaine) intravenous-

ly in the prevention of arrhythmias. (All

defibrillation was done with direct cur-
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rent.) This young man was moribund due
to his advanced heart failure and is now
able comparatively to enjoy life.
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Figure 1

Mention must be made of neostigmine

and methacholine (Mecholyl) which are

used at times to treat atrial tachycardia.

The side effects include nausea, abdominal

pain (which subsides in about 30 min.)

,

dysarthria, visual difficulties, bradycardia.

Pressor agents such as phenylephrine

(Neosynephrine) have been used to termi-

nate paroxysmal supraventricular tachycar-

dia in normo-tensive subjects, especially

when such tachycardia is a complication of

heart catherization. The mechanism is con-

sidered to be a reflex vagal effect. Adminis-

tration of pressor drugs has also been asso-

ciated with the onset of ventricular tachy-

cardia. Mephentermine (Wyamine) has

been used on ventricular fibrillation in-

duced by epinephrine or cyclopropane an-

esthesia. 2

Tranquilizing drugs are useful chiefly as

sedatives. Hydroxyzine (Atarax, Vistaril)

was strongly recommended for a time for

cardiac arrhythmias but this use was con-

sidered ineffectual.

New drugs, which are not yet on the

market, include the beta adrenergic block-

ing agents and ajmaline (Rauwolfaline)

.

Ajmaline, another of the alkaloids of Rau-

wolfia serpentina, is similar to reserpine

and will not be discussed further. 10

The beta adrenergic blocking agent, Pro-
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panolol, is now employed extensively in

clinical trials for angina as well as for

treatment of arrhythmias. This drug has

been reported effective in nearly all the ar-

rhythmias but is not invariably effective.

Contraindications to its use now include

bronchial asthma, acute,, chronic or incip-

ient congestive heart failure, pulmonary
hypertension, and bradycardia. This drug

shows considerable promise and further

controlled studies are awaited. 11

Cardioversion

Despite the intelligent application of sup-

portive measures and of drug therapy, the

physician continues to encounter cardiac

arrhythmias which defy his efforts and

which terminate fatally. Though cardiac

electric shock therapy (with alternating

current) has been used for more than ten

years by some, this method has not gained

wide acceptance. One cause for worry was
the possible production of ventricular fibril-

lation by applying electroshock to a heart

by chance during the heart’s so-called “vul-

nerable period” (near peak of the T wave,

during repolarization) . It remained for Dr.

Lown12 of Boston to introduce the syn-

chronized direct current (DC) capacitor

discharge for external electroconversion of

cardiac arrhythmias.

Synchronization is achieved by the pa-

tie n t ’s own ventricular depolarization

(electrocardiographic R wave) which

causes the capacitor to discharge during the

ventricular “safe” period some 20 to 30 milli-

seconds after “R.” For success, it is nec-

essary that the direct current countershock

completely depolarize the myocardium and

that a natural cardiac pacemaker (prefera-

bly the sino-atrial node) capture the

myocardium with restoration of a normal

mechanism.

This technique is now applied electively

to atrial fibrillation for almost any refracto-

ry arrhythmia after drug therapy has

failed, and is 100% effective when used for

atrial flutter. Direct current countershock

is effective (with direct application of the

paddle electrodes and through the chest

wall) in cases of ventricular fibrillation

when alternating current countershock has

failed. Naturally the DC discharge is not

synchronized with ventricular fibrillation

since there is no R wave. In my opinion

synchronized DC countershock is now the

treatment of choice in atrial flutter which

does not respond readily to digitalis and

quinidine. Synchronized direct current

countershock is also probably the treatment

of choice in ventricular tachycardia and

should certainly be applied without hesita-

tion if there is hypotension, heart failure,

or coronary insufficiency. It is important

that digitalis intoxication should not be

present, that the patient should be on a

therapeutic dose of quinidine or Pronestyl,

and that there should be no gross electro-

lyte or pH abnormality. Cardioversion is

usually performed in an intensive care unit

(oxygen and suction should be present)

after minimal or no premedication under

analgesia induced by a short-acting intra-

venous barbiturate such as thiopental (Pen-

tothal) . Anticoagulation is still employed at

our institution in cases of chronic atrial

fibrillation which are likely to be compli-

cated by atrial thrombi. The incidence of

systemic embolization on conversion of atri-

al fibrillation to normal sinus rhythm seems

to be about the same (3 to 5%) with use of

either countershock or quinidine. Routine

anticoagulation in atrial fibrillation is not

practiced at many other centers. The re-

lapse rate continues to be high with atrial

fibrillation though the conversion rate is

more than 90 per cent. In the clinical sit-

uation marked by borderline or low cardiac

output, even a transient period of normal
sinus rhythm with increased cardiac output

may prove sufficient to save a patient, and

because of this fact a high relapse rate

alone is no contraindication to cardiover-

sion.

Our experience confirms that treatment

of cardiac arrhythmias by synchronized

capacitor discharge (cardioversion) is indi-

cated in any refractory arrhythmia which
incapacitates a patient and after mitral

valve surgery. Contraindications include

giant left atrium, calcified atrial wall, drug

intoxication, and electrolyte imbalance.

(Digitalis should be omitted 3 to 5 days

prior to elective cardioversion of the well

digitalized patient, to reduce myocardial ir-

ritability and diminish the likelihood that

ventricular fibrillation might complicate the



November, 1966 RECENT ADVANCES IN TREATMENT OF CARDIAC ARRHYTHMIAS—Copeland I 1 25

procedure.) Cardioversion of atrial fibril-

lation which has recurred with adequate

doses of quinidine, cardioversion of atrial

fibrillation of one or more years duration,

and cardioversion of atrial fibrillation with

uncorrected mitral valve lesions will be fol-

lowed by a high relapse rate. Primary
myocardial disease responds poorly to car-

dioversion as well as to drug therapy. In

our hands, more than 70 cardioversions

have been completed without significant

complication.

Case 2. This 58 year old man was admitted on

Nov. 10, 1965. He had had myocardial infarctions

both in August and November, of 1964. Treat-

ment regimen had included warfarin sodium
(Coumadin) and digitalis. He had done well un-
til about 5:30 the evening prior to admission

when he had the simultaneous onset of rapid

heart action and substernal pain associated with

pallor, cold perspiration, and prostration. He
finally called his physician (at about 11:00 P.M.)

and was promptly hospitalized. The EKG. re-

vealed ventricular tachycardia. (Upper panel in

Fig. 2.) Quinidine intramuscularly, then Prones-

tyl intravenously were administered without re-

sponse. The patient became hypotensive and a

pressor agent was required to maintain blood

pressure. At this point, the patient was trans-

ferred by ambulance to our city with a registered

nurse in attendance and with continuous adminis-

tration of norepinephrine drip and oxygen. (Past

history revealed only pulmonary emphysema.
Family history and review of systems were nega-

tive.)

Physical Examination : The B.P. was 0; P. 0; T.

98.4; and R. 18. The patient was in profound

shock with cold clammy skin, was cyanotic, but

was oriented and cooperative. The heart rate, by

auscultation, was 200 per minute; the examina-

tion was otherwise negative; and without de-

tectable pulmonary edema.

The patient was transferred to the Intensive

Care Unit and, under intravenous thiopental anal-

gesia, the ventricular tachycardia was converted

electrically (150 watt-seconds, external synchro-

nized, direct current) to normal sinus rhythm. The
blood pressure was obtained in two or three min-

utes but the norepinephrine drip was continued

(gradually diminished) over the next 48 hours.

Quinidine, digitalis, and Coumadin were contin-

ued and the patient had an uneventful hospital

course until his discharge on the 30th hospital

day.

It was considered that he probably had had an-

other myocardial infarction. He continues to do

well 8 months later.

Comment. This is an ideal application of

synchronized external direct-current coun-

Figure 2

tershock in the treatment of a near-termi-

nal ventricular tachycardia in shock after

traditional therapy had failed. It was neces-

sary to transfer the patient for some dis-

tance from another state; and, had the nec-

essary equipment been available, the count-

ershock could have been administered

much more quickly than 21 hours after the

onset of the arrhythmia. There was no

question of drug intoxication (digitalis or

quinidine) in this case; oxygen was in use;

and there was no clinical reason to suspect

electrolyte derangement other than that as-

sociated with the shock. While norepineph-

rine was necessary for 2 days after resto-

ration of sinus rhythm, it is obvious that

conversion to normal rhythm increased car-

diac output as shown by a rise in blood

pressure.
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SELECTIVE REVASCULARIZATION OF THE
MYOCARDIUM BY INTERNAL-MAMMARY-
ARTERY IMPLANT. Gorlin, Richard; Taylor,

Warren J. New Eng:. J. Med., 275:283, 1966.

Forty patients, 30 males and 10 females, at Pe-
ter Bent Brigham Hospital were selected for inter-

nal-mammary-pedicle implantation during the

two year period from March, 1964 through Feb-
ruary, 1966. In capacitating angina pectoris or a

history of a multiple myocardial infarction in the

young person constituted clinical indication for

internal-mammary-artery implantation. The op-

eration was primarily performed for relief of in-

capacitating pain syndrome.
All candidates had selective cineangiography

prior to operations. Only those with disease of

the left coronary artery were ultimately selected

for surgery. The ideal pattern for selection was
based on the existence of greater than 50% steno-

sis (either single or multiple) of the left anterior

descending, or of the left circumflex artery, or of

both. Patients with isolated or predominant dis-

ease of the right coronary artery were rejected

for this operation as currently executed.

Myocardial lactic acid metabolism was analyzed

in virtually all subjects, at rest and during infu-

sion of inotropic catecholamine (isoproterenol or

epinephrine).

Site of implant of pedicle was flexible and va-

ried with site of disease. The potential site was
anticipated initially from angiogram. Both a “Y”
shaped pedicle and a single pedicle were used. In

all, multiple perforations were made along the

course of the portion of arterial pedicle to be im-
planted. The free blood flow was measured direct-

ly and averaged 60 ml. per minute and indicated

adequate blood flow to the myocardium, provided

extensive resistance by the intramyocardial ves-

sels themselves did not prevail.

Four patients died during the 2 year observa-

tion. The first patient with an acute thrombosis,

immediately after operation, and a second also

died of acute thrombosis 10 days postoperatively.

Both of these were thought to have been due to

possible hypotensive episodes. The third death

occurred 4 months later from acute posterior in-

farction with an area profused by the right coro-

nary and unaffected by an implant. The fourth

death, 10 months after operation, occurred from
multiple pulmonary emboli. The remaining 36

have survived for 4 to 36 months after surgery.

Twenty-one of these have shown subjective im-
provement in pain.

Exercise tests were infrequently performed post-

operatively because of persisted ST-T wave in-

version which was felt to be due to postoperative

pericarditis and caused confusion in attempts to

evaluate the electrocardiogram.

In 12 cases, the internal mammary was injected

with Kr85 tagged saline solution. Clearance rates

were normal in 10 patients with morphologically

patent implants. In 2 patients both left ventricu-

lar and selective internal mammary injections of

Krypton 85 yielded similar myocardial flows indi-

cating that myocardial Krypton was cleared by
the same coronary basculature. This virtually

excluded the possibility of an AV shunting, an

important theoretical objection to this operative

procedure.

Selective myocardial lactate sampling of var-

ious sites within the coronary sinus was carried

out in 9 patients during isoproterenol induced

stress to cardiac action both before and after ope-

ration. These samplings suggested a change from
anaerobic to aerobic metabolism in 6 of 9 patients

studied. There was improvement in the ability of

the myocardium to metabolize oxidatively with-

out resorting to glycolysis and production of lac-

tic acid, as had occurred before surgery. Con-
versely, evidence that the implant has primarily a

local effect was demonstrated in 2 patients. It was
expected that ischemia would persist in the re-

gion of myocardium profused by diseased right

coronary vessels and indeed this was confirmed

by metabolic sampling. These data suggest that

there has been definite but selective improvement
in the oxidative potential of a portion of the

myocardium in the presence of extra blood supply

from the internal mammary artery. On the other

hand, in one patient with improvement in angina

pectoris and a patent implant, there was no
change and possibly aggravation of myocardial

glycolysis as revealed by lactate production. This

emphasizes the need for more than angiographic

assessment of the physiologic significance of any

revascularization procedure.

The authors conclude that this 24 month exper-

ience with internal-mammary-artery surgery for

relief of angina pectoris and myocardial ischemia

justifies cautious optimism and that there is

sound morphologic and physiologic evidence that

the operation revascularizes a portion of the hu-

man heart. (Abstracted for the Middle Tennessee

Heart Association, by Charles A. Trahern, M.D.,

Clarksville.)
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Historical Clinical Notes*

JEAN W. ROUGHGARDEN, M.D.,f Nashville, Tenn.

As practicing physicians, we all like to

feel that the therapy which we prescribe

for our patients is the most modern and up-

to-date possible. However, in the case of

angina pectoris the basic principles of ther-

apy have not changed in at least the past

sixty years, as the following two reports

vividly illustrate.

These two astute physicians managed to

conduct scientific observations on them-

selves every whit as carefully documented

and probably no more biased than any re-

cent study. In addition, they express them-

selves in clear and often graceful English.

A 60 year old London physician, referred

to as Dr. X by the author, describes his ill-

ness in an article entitled “Breast Pang,”

Heart 1:230, 1909-10.

“On the morning of 7th March, 1908, while

reading the daily paper after a breakfast consist-

ing of a rasher of bacon, a few pieces of dried

toast and a cupful of coffee, I became conscious

of a dull, aching pain at the chest. Afterwards for

a few seconds only did my mind continue cen-

tered in the news. For the pain, at first felt in

the midline beneath the upper part of the ster-

num, was now extending upwards to the throat,

finally to reach the molar region of the jaws,

backwards towards the scapulae and laterally to

the axillae, elbows and wrists. Moreover every

moment it was increasing in intensity.

“The most extreme manifestation was focused,

and could be located, with some degree of exacti-

tude, in the region lying behind the manubrio-
gladiolar synchondrosis, while painful sensations

of lesser magnitude continually radiated from this

centre towards the back, neck and arms. Pain did

not extend below the plane of the diaphragm,

neither was it accompanied by faintness, sickness,

or embarrassment of breathing. The pulse was
irregular, its rate was rapid enough to be beyond
my powers of computation. The radial artery,

usually full and strong, felt small and thread-like.

The skin was wet with perspiration.

“It is said that persons stricken by angina pec-

toris are distressed with forebodings of impend-
ing death. I am not conscious of having enter-

tained any apprehensions of this character. My
mind was clear and capable of concentrated

thought. I considered the situation for a few sec-

onds in expectation that the symptoms would

*From the Tennessee Heart Association.

fFrom the Department of Medicine, Vanderbilt

University School of Medicine, Nashville, Tenn.

pass off, but the pain gathering strength rather

than abating, I determined that something must
be done quickly to obtain relief from my intolera-

ble sufferings. At length I wrote a prescription

for nitrite of amyl and sent it by messenger to a

neighbouring chemist.

“The effort attendant upon this action greatly

aggravated my sufferings. Neck and molar pain

was intensified. Vision became affected. Objects

seen at a distance across the room seemed to

stand in a dark field surrounded by mist which
rolled in eddies from centre towards circumfer-

ence.

“I had been in extreme pain for twenty-five

minutes when the messenger returned, bringing

with him a supply of nitrite of amyl capsules.

Taking one, I crushed it and inhaled the vapour.

Immediately I felt relief, which first reached the

jaws, neck and arms, and afterwards the chest. A
sore feeling still remained in the substernal re-

gion which afterwards was removed by inhala-

tion of fumes from a second capsule. Fifteen min-
utes later I was attending to, the requirements of

patients waiting to see me, and except for some
shakiness of the limbs feeling no worse for my
recent experiences.”

Dr. X goes on to describe his preceding 15

months of exertional angina, and how he

treated himself. At the outset, his systolic

pressure averaged 165, ranging from 120 at

rest to over 200 with exertion. He first

placed himself on a diet consisting mainly

of milk, eggs, vegetables, fruit and bread.

On this, he gained 28 pounds in 8 months,

mostly through his abdomen. His resting

blood pressure fell, but his exertional angi-

na increased in frequency and severity, and

he began having spontaneous pain, the first

attack being described above.

He then switched to a high protein, low

carbohydrate diet. In ten days he had lost

9 pounds and was less flatulent. He was

able to walk 150 to 200 yards without pain,

in contrast to only 20 to 30 yards before,

and had less blood pressure elevation with

exertion. After 2 months, he had lost 28

pounds, and was able to walk 2 miles with-

out pain. After 9 months, his weight had

fallen 32 pounds. His blood pressure was

130 systolic at rest and did not rise exces-

sively with exertion. He could walk 7 or 8

miles without pain, used no nitroglycerine,
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because pain was promptly relieved by

rest, and no longer suffered from his long

customary dyspepsia.

An American practitioner, M. B. Smith,

writes of “Personal Experiences in An-
gina Pectoris,” in 1903 (Medical Age 21:921,

1903)
,
well aware that “much of the medi-

cal knowledge of this day has come from
the work of physicians on their own cases,

or from the impetus that they have re-

ceived from the fact that they were
sufferers from certain diseases.” Selected

quotations illustrate his views on the sub-

ject of angina, which he had for 15 years.

“Again, violent sustained work coupled with

mental anxiety is peculiarly liable to produce an-

gina; I have found that many old football players

have the disease. The exertion and the anxiety

work together with dire results.”

His lack of success in the therapy of his

own angina with amyl nitrite is described.

“In my case it made me feel ten thousand
times worse; the pain may have been relieved,

but there was a sense of impending death which
the drug made worse, and a fulness of the head
that was simply terrifying. . . . Hence, I am
forced to this conclusion: the way to treat angina

pectoris is to make the patient live in such a

manner that the possibility of the attacks is

decreased. . . . As a rule you will find these

sufferers are busy business men with heavy anx-

ieties; these strains must be removed.” He ad-

mits that they will object, but “It will not do;

your patient must lead a quiet, comfortable life,

getting plenty of sleep, good food, and exercise. It

is here that I believe golf is of use; many men
have found it has cleared their brains, stimulated

their hearts, and removed anxieties.”

“There is another feature which I have seen
mentioned in no text-book or article on angina.

It is that angina changes the character of its vic-

tim; for example instinctively such a man will

avoid the things which produce these symptoms
until it will change a combative man into the ver-

iest coward.”

He felt that this had definitely helped

him to avoid possible stresses—either hu-

man or situational. He was well aware of

the truth of John Hunter’s well known
statement, “My life is in the hands of any
rascal who chooses to annoy or tease me,”
as seen in the following quote.

“Another phase angina has produced in me is

that of temper. As I have said, I will go miles to

get out of the way of unpleasant people, but in

the past I have found it occasionally impossible.

Then realizing I was in for an attack of angina, I

have felt so outraged that any one would jeopar-

dize my life, even unwittingly, my anger has been
excessive. ... I do not seem to be able to con-

trol this; my reasoning powers are opposed to it,

but it seems as if the paroxysms which come on

at this time produce a state of almost delerious

excitement.”

He concludes his article by saying, “Surely my
treatment of my own case has been a success. I

would rather be alive and live along quietly and

unassumingly than be dead, with a big notice in

the Journal of the American Medical Associa-

tion.”

It appears that modern medicine has only

been able to confirm these results in larger

groups of patients, and then to transmit the

information to us in a considerably less en-

tertaining fashion.

* s!= *
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Meeting with National
Association of Blue
Shield Officers

Usual, customary, and prevailing fees, was one of the
subjects discussed. Another subject included whether or not
the medical profession in Tennessee desired Blue Shield as a
mechanism for prepaying medical care and whether or not such
could be effectively brought about in the state. Consider-
able discussion was presented on the relationship of the
National Blue Shield to local Blue Shield plans. Other
discussions included the obtaining of profiles covering
physicians' fees in Tennessee the physician's satis-
factory fee service benefits and adequate representa-
tion on Blue Plan Boards. No official action was taken as
the result of the discussions.

• Members of the Board of Trustees, the Executive Committee
of TMA' s Health Insurance Committee, and the staff met on
October 1, in Nashville, with officers of the National Asso-
ciation of Blue Shield Plans, representatives of the Ten-
nessee Hospital Service Association and the Memphis Hospital
Service & Surgical Association, for the purpose of discuss-
ing Blue Shield in Tennessee. The Chairman of the Board and
the Executive Vice-President of the National Association of
Blue Shield Plans had requested such a meeting with the TMA
Board for the purpose of a wide ranging discussion on Blue
Shield plans in Tennessee.

BOARD OF TRUSTEES MEETING - OCTOBER 2

TMA Council Reports • Dr. John H. Saffold, Knoxville, Acting Chairman of the
On Corporate Practice Council, reported to the Board on the progress being made

toward resolving the problem of corporate practice and
separate billing by hospital-based specialists. Misunder-
standing and lack of two-way communication are reasons for
the lack of effectiveness in the progress toward separate
billing by hospital-based specialists. The Council urged
a united effort by all members of the Tennessee Medical As-
sociation regarding corporate practice. An early conclusion
of corporate practice is urged by the Council.

Health Careers
Program

• Health Careers, sponsored by the Tennessee Hospital Edu-
cation and Research Foundation, is underway with a study for
the feasibility of raising funds to support the health ca-
reers recruitment and education program. The Board heard a
representative of the Foundation outline the proposed pro-
gram, and approved of sending a letter to the membership
explaining and calling attention to this drive.

Title XIX—Medicare • The Chairman of the Committee on Governmental Medical
Services reported on meetings with Governor Clement, Gover-
nor-Elect Ellington, and other state officials, concerning
the implementation of Title XIX in Tennessee. A thorough
discussion was conducted on Title XIX and an educational



Regional Medicare
Conferences

Other Board Actions

Are There Enough
Nurses to Go Around?

Heart, Cancer, Stroke
Program in Tennessee

film was shown. Problems confronted by the fiscal inter-
mediary in implementing Title XVIII-B were also reported.

• A number of problems have risen throughout the state in
the smaller communities relative to payments of claims and
physicians' fees under Medicare. As a result, additional
informational conferences were found to be necessary to in-
form physicians and their office staffs. TMA, in coopera-
tion with the Equitable Life Assurance Society of the United
States, fiscal carrier in Tennessee for Medicare, has ar-
ranged for eleven additional conferences to be held across
the state. Conferences have been held in Kingsport, Johnson
City, Paris, Dyersburg and Jackson. Others are scheduled
for Clarksville, Shelbyville, Columbia, Cookeville and
Cleveland.

• Heard a report from TMA’s attorney relative to an
appeal before the State Tax Equalization Board for a reduc-
tion in the property taxes on the TMA headquarters in Nash-
ville ... Heard a report from the Committee on Legislation
and Public Policy relative to the legislative program in the
1967 Tennessee General Assembly. Approved $2500 for ex-
penses and services necessary in operating a First Aid Sta-
tion to be established in the Capitol during the legislative
sessions for the legislators ... Approved the employment
of Mr. Jerry Flippin, Milan, Tennessee, to assist with the
TMA legislative program in the 1967 General Assembly ...
Approved a request of the TMA Woman's Auxiliary for the
insertion of one page in the Journal each quarter for a
report of Auxiliary activities ... Discussed requirements
under the Law and the composition of a Medical Advisory Com-
mittee for Title XIX to the State of Tennessee. No appoint-
ments were made, pending an official request from the Gover-
nor ... Considered additional names to be submitted to the
AMA Board of Trustees for appointment to AMA Councils, Com-
mittees, and Boards ... Approved a request from the Tennes-
see Hospital Association to cooperate in presenting seminars
in 1967 for administrators of long-term care facilities ...
Heard a report from the Executive Director relative to
availability of property adjoining the TMA headquarters
building ... Approved the 1967 Budget, as amended, to con-
duct the business of the Association in fiscal year 1967.

• No, but some progress in increasing their number has been
made in the past year. About 621,000 registered nurses are
practicing in the U. S. today, a 6.7% increase over the 1964
total of 582,000. There are 319 nurses per 100,000 popula-
tion today, compared with 306 per 100,000 in 1964, according
to the new edition of "Facts About Nursing," published by
the American Nurses Association.

© Vanderbilt School of Medicine and Meharry Medical College
have made a joint application and received a planning grant
to study approaches to development of an effective program
dealing with heart disease, cancer and stroke. The planning
grant of $267,841 for the fiscal year ending June 30, 1967,
has been made. This is the tenth such grant made in the na-
tion. The program covers the Tennessee Mid-South regional
area. This generally covers East and Middle Tennessee, por-
tions of Southern Kentucky and Northern Alabama. Visitation
committees are now in the process of meeting with represent-
atives of some 145 hospitals, 54 local medical societies
and 9 dental societies involved in the health needs of ap-
proximately 3,250,000 people in this general area. The con-
tacts have been made to explain the cooperative program
dealing with heart disease, cancer and stroke as authorized
in Public Law 89-239.



Mental Health
Congress Conducted

4th Rural Health
Conference Sets
Attendance Record

Governor Proclaims
October 16-22 As
Community Health
Week

Hadley Williams
,
Public Service Director

• The Second Tennessee Congress on Mental Illness and
Health, co-sponsored by the Tennessee Medical Association,
the Woman’s Auxiliary to the TMA and the Tennessee Mental
Health Association, was held in Nashville, October 12-13
with just under 500 persons in attendance.

The meeting attracted more interested physicians, clergy,
social workers, nurses, attorneys and others than the first
Congress which was held in the Fall of 1963.

An outstanding program of nationally recognized people
was arranged by Dr. Frank H. Luton, chairman of the TMA Men-
tal Health Committee and the Congress Steering Committee,
with assistance from Drs. Lloyd Elam, Henry B. Brackin, Jr.
Charles B. Smith and Charles A. Trahern.

Governor Frank Clement delivered the opening session key-
note address and Dr. Charles L. Hudson of Cleveland, presi-
dent of the AMA was the featured speaker at a banquet which
attracted over 225 persons.

• The Fourth Tennessee Rural Health Conference conducted in
Cleveland, Tennessee on October 19th set a new attendance
record with a registration of 281 persons.

The meeting, co-sponsored annually by the Tennessee Medi-
cal Association, Farm Bureau Federation and the University
of Tennessee Agricultural Extension Service, was attended by
physicians, home demonstration club members, extension serv-
ice personnel, county agents and farm bureau personnel.
Meetings the past three years have been held in Knoxville,
Jackson and Nashville. Attendance has increased each year.
Two hundred and ten persons attended the 1965 meeting in
Nashville.

Program participants included Mr. Lonnie Safley, assis-
tant to the President of the Tennessee Farm Bureau; Mr.
Whalen Strobhar, AMA field representative ; Dr. John H. Saf-
fold, president of the Tennessee Academy of General Prac-
tice ; Mr. Robert A. Youngerman, attorney for the AMA Depart-
ment of Investigation; and Webster Pendergrass, Dean of the
University of Tennessee College of Agriculture.

Dr. Julian C. Lentz of Maryville is chairman of the TMA
Rural Health Committee.

• Governor Frank G. Clement issued a proclamation last
month proclaiming the week of October 16-22 as Community
Health Week in Tennessee.

The annual observance was promoted by the TMA Communica-
tions and Public Service Committee and many county medical
societies appointed special Community Health Week committees
to publicize the event in their hometowns.

Governor Clement said health is the most priceless pos-
session of every man, woman and child and a high level of
health is vital to the safety, growth and progress of our
state and its many people. Americans today are living
longer, healthier lives than ever before in history because
of the enormous advances made in medicine during our life-
time, the Governor said.



Medicare Amendments
Being Pushed

Quackery Congress
Exposes Chiropractic
As A Cult

Title XIX Amendments
Proposed

Dr. 0. Morse Kocntitzky, chairman of the TMA Public Serv-
ice Committee, and Dr. L. Armistead Nelson, chairman of the
Nashville Academy of Medicine's committee, attended the
proclamation signing at the State Capitol.

• The National Council of Senior Citizens, supported by the
AFL-CIO, is making a strong effort to have the Medicare law
amended. The organization's monthly publication, SENIOR
CITIZENS NEWS, calls for several amendments in the law to
include establishment of a fixed schedule of fees for medi-
cal services under the Medicare law, with no provision for
charges beyond such fees ; payment of fees for the service of
medical specialists under the basic hospital insurance pro-
gram; inclusion of all persons who are disabled and all cov-
erage of all women at age 62 and elimination of all deducti-
ble and co-insurance features of the program. The publica-
tion also urges recipients to encourage their physicians to
accept assignments and to report any charges they feel are
too high to the organization that handled the claim and to
the National Council of Senior Citizens.

The increasing political activity by county and state
organizations of the American Medical Political Action Com-
mittee (AMPAC) in supporting conservative candidates also
came under fire.

• The third national congress on medical quackery, held in
Chicago October 7-8, devoted a major portion of the meeting
to exposing the cult of chiropractic. It was pointed out
that the public is ignorant of the scope and character of
chiropractic practice and that few people realize the cult
believes not in scientific facts but in the theories of a
19th century fish-peddler who practiced "magnetic healing."

A new booklet, "Chiropractic: The Unscientific Cult,"
prepared by the AMA Department of Investigation, was intro-
duced at the meeting and is available now from the AMA.
The booklet contains information obtained from textbooks
used in chiropractic schools, literature presently dispensed
at chiropractic school bookstores, statements by chiroprac-
tic leaders in current chiropractic journals and reports and
official records of the courts.

Pamphlets for use in physician's waiting rooms which ex-
pose the cultist practice are also available from AMA and
physicians are urged to obtain and display this material in
those areas of the state where chiropractors are prevalent.

• The House Ways and Means Committee has reported out
amendments to the Title XIX portion of P.L. 89-97 which
would restrict the program of aid for the medically indigent
by disqualifying some adults from benefits.

The program now allows federal matching grants for state
programs providing medical benefits for dependent children
and their parents. The amendment adopted by the committee
would limit aid to parents who are disabled, blind, or re-
ceiving cash welfare payments. It was reported that, if
adopted, the amendments would save some $80 million in fed-
eral money, and that without the restrictions federal long-
range costs could run as high as $3 billion annually.

The recommendations of the consultant firm employed by
the State of Tennesssee to study and report findings regard-
ing the establishment of a Title XIX program in Tennessee
is due to be completed in mid-November.

The Governmental Services Committee of TMA has met on
several occasions with the consultants and have made several
recommendations regarding implementation in our state in-
cluding payment of physician's fees on a usual and customary
basis and the use of the Department of Public Health as the
state agency to administer the program.
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TMA’s annual membership dues increase of $15.00 (a total of

$55.00 per year) is effective January 1, 1967.

Despite the House of Delegates unanimous approval of the in-

crease, it is predictable that dues notices from the county societies

may cause some dissent among the membership.

The medical profession has entered an era of significant social

welfare revolution and a remodeling of the economic aspects of

health care is underway. There is real danger during the next
ten years that the architects of the present revolution—may do
great harm to the profession and to the public health in their

efforts to insure “the good life” for all Americans. Perhaps medi-
cine has made a great mistake in failing to evaluate the demand of

the public for greater availability and accessibility to medical care.

We must be more watchful of a developing situation; to do otherwise is poor pre-

ventive medicine, and no after-the-fact therapy is likely to change our status once it is

established, better or for worse, by the social planners.

The future of the important issues under which we practice is in the hands of our
medical associations—primarily the county societies, the State Medical Association and
the AMA. By failing to reinvest a relatively small portion of our earning power in its

preservation, in the preservation of our professional freedom, and for the good of the

public health, would be unwise.

Let us not permit a division in our ranks. We need to unify organized medicine,
because our problems can only be dealt with effectively (if at all) by the maximal de-

gree of unity.

The medical organizations to which we all belong are the proper arenas for discus-

sion—are the optimal vehicles for external action.

The unified capabilities of our organizations must be increased in direct proportion
to the challenges. With ever-increasing inflation, it requires considerably more money
to finance the activities of our medical organization than at any previous time. Our op-
erations and programs must continue at maximum. The dues increase is a modestly
constructed step in the direction we must take if we hope to direct the course of our
destiny.

AMA dues will also be stepped up next year. The AMA also needs maximal support
from all in the profession.

Dues increases are needed just to maintain the level of service which the associa-

tions have provided over the years.

In addition to the added expense of merely keeping “in the same place”, medical
organizations in recent years have been faced also with the problem of meeting the de-
mands of their members for new and expanded services. Even a cursory review of the
proceedings of the governing bodies of TMA or AMA will verify this assertion. Item
after item calls for initiation of new programs, extension of existing activities, study of

rapidly changing facets of medical practice, etc. Much of this increased activity is, of

course, directly related to the increasing involvement of government in the health care
field.

As long as members of a not-for-profit organization demand more and more service
from their organization, they must be ready to pick up the bill for the resulting higher
expenses.

President
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EDITORIAL

CANCER AND VIRUSES

The relationship between viruses and
cancer has been one which has intrigued

physicians and laymen since Peyton Rous
first demonstrated the cancer virus in ani-

mals more than 50 years ago. Although di-

rect evidence for an association between
cancer and viruses in man is presently

nonexistent, there has been much interest

about this possible relationship. Not only

is there frequency of association between
viruses and cancer in a number of different

animal species and similarity of human and
animal cancers under the microscope, but

there is also the possibility that early diag-

nosis, treatment and prevention of this dis-

ease might be effected and a therapeutic

vaccine developed if viruses are, in fact, re-

lated to cancer.

It is now widely recognized that cancer is

a disease of individual cells and is charac-

terized by a loss of the normal control of

cells, particularly of cell growth. Such cells
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tend to run wild, without regard for other

cells, and can destroy normal cells as well

as their own kind if they be in the way.
Frank L. Horsfall, Jr. 1 emphasizes this con-

cept since he thinks that the individual cell

rather than the recognizable tumor is the

key to the cancer problem. Clearly, if can-

cer cells could be eliminated or if their de-

velopment could be prevented, the problem
of cancer could be solved.

The work of John Enders at Harvard has

made it possible to cultivate almost any
type of cell in the laboratory and to keep
such cells growing more or less indefinitely.

Normal cells in culture tend to produce
normal cells and cancer cells produce can-

cer cells and, in fact, can do so indefinitely.

Since the change is transmitted continuous-

ly from one cell to another, something must
have occurred in the cell nucleus. The
change that characterizes cancer cells in

humans must involve one or more of the 46

chromosomes in the nucleus of such cells. It

is possible to observe the transformation

from a normal to a cancer cell, both animal
and human, in tissue culture. Such a

change can be readily initiated by inocula-

tion of a suitable virus into normal cells.

Enders employed monkey virus, SV-40, to

effect such a cancerous transformation of

human cells in culture. Horsfall concludes

that cancer is one, not many different dis-

eases. The different types of neoplastic

change are simply evidences of the same
cellular change initiated in different kinds

of cells, in different sites and in different

organs. The underlying cellular change
seems to be similar in all instances.

The different frequencies of cancer sites

in men and women also reflect the impor-

tance of the genetic constitution in this dis-

order. It is well recognized that sex is

genetically determined and attributable to

but a single pair of the 46 chromosomes in

human cells.

Of the many known viruses, approxi-

mately 30 are capable of inducing cancer in

animals of various species. Some strains of

virus are able to induce cancer in several

different animal species. The virus known
to cause warts in humans will produce can-

1. Horsfall, Frank L., Jr., Cancer and Viruses,

Bull. New York Acad. Med. 42:167, 1966.
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cer in rabbits but will not cause cancer in

humans. Interestingly, a virus found in cer-

tain plants can induce cancer in frogs. Al-

most all leukemia in mice has been attribut-

ed to a virus. Finally, the polyoma virus of

mice has been shown to produce not only

different types of cancer in several animal

species but also several types of cancer in a

single animal.

Of great interest is the finding that the

nucleic acid core which can be extracted

from the virus and even the DNA alone

will transform normal to cancer cells after

injection into newborn animals.

The magnitude of the problem is exem-
plified by the knowledge that there are 60,-

000 molecules of DNA contained in the 46

chromosomes of a human cell. It is conceiv-

able that only a few of these 60,000 mole-

cules of DNA must be altered to produce
the cancerous change in cells. Finding the

altered molecule may be likened to finding

a needle in a haystack. Thus, it may take

much time and effort to find what and how
the DNA molecules are altered so that can-

cer cells are produced from normal cells.

Obviously this is a most important problem
to solve.

As one surveys the work done by various

researchers on the association of viruses

and cancer in animals, it is difficult to de-

fend the idea that viruses have nothing to

do with some human cancers. The hope for

the future lies in proving that there is an

etiologic relationship of viruses to cancer in

humans and the eventual successful utiliza-

tion of this information for eradication of

this dread disease.

A. B. S.

*

THE MILLIS REPORT

Early in this century, Dr. George H. Sim-
mons of the American Medical Association,

and its Council on Medical Education col-

lected data upon the sorry state of medical

education in this country at that time. The
Board of Trustees of the AMA sought the

help of the Carnegie Foundation for the

Advancement of Teaching and turned its

data over to Abraham Flexner, Ph.D., who
reported his findings and suggestions in

1910—the study to become known as The
Flexner Report. Though this report was to

have an immense impact on medical educa-

tion and medical care, it did elicit at that

time criticisms of being “unsympathetic, in-

complete and superficial.” 1 Nevertheless,

“The report shut down half the medical

schools then in existence mostly proprie-

tary schools operated for money or prestige.

It defined the needs of medical schools,

their organization and function. It brought

in its wake standardization of medical

schools, which in the last forty years has

done much to improve the quality of medi-

cal teaching and training.”2

About three years ago, the Council on

Medical Education, considering the com-
plexities of graduate and continuing educa-

tion of physicians, appointed a Citizen’s

Commission under the chairmanship of

John S. Millis, Ph.D., and president of

Western Reserve University, Cleveland. Its

ten members included three physicians. The
Commission’s report3 to the Board of Trus-

tees of the AMA was made public within

recent weeks under the title “The Graduate

Education of Physicians,” which without

doubt will become known for short as The
Millis Report.

Though I have read the report, word for

word, it would be foolish to offer a critique

“off the cuff.” Portions of it will be con-

troversial and in areas may strike one as

superficial, though this is probably an un-

fair statement. Study in depth offered

background, I am sure, for a report which

would lose effectiveness if it became tan-

gled in detail. One may hope that subse-

quently an analytical report may come
from the Commission, cataloging the wealth

of information which must have been pre-

sented to the Commission. This would be

of inestimable value to the medical educa-

tor.

For the moment, the purpose of this edi-

1 Robinson, E. E. and Edwards, P. C., editors:

The Memoirs of Ray Lyman Wilbur 1875-1949.

Stanford, Calif. Stanford Press. 1960. pp. 81.

2 Rowntree, L. G.: Amid Masters of Twentieth

Century Medicine. Springfield, 111. Charles C.

Thomas Co. 1958. pp. 361.
3 The Graduate Education of Physicians. The

Report of the Citizens Commission on Graduate

Education. Chicago, 111. American Medical Asso-

ciation. 1966.
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MOLECULAR REMODELING-
laboratory exercise or clinical necessity?

More than twenty-five years have passed
since the discovery of the diuretic activ-

ity of sulfanilamide started pharmacol-

ogists on a succession of molecular re-

modelings to find the ideal diuretic.

Diuresis—a sought-after clinical

effect from an unwanted side effect

It started in 1937 when a clinician re-

ported that the administration of a sul-

fonamide was sometimes accompanied
by an unexplainable side effect—meta-
bolic acidosis. 1 Three years later the

side effect was explained. The sulfona-

mide radical of sulfanilamide inhibited

carbonic anhydrase, 2 the enzyme re-

sponsible for converting carbon diox-

ide and water to hydrogen ions and bi-

carbonate ions.

Later, other investigators showed by
dog experiments that metabolic acidosis

probably resulted when the inhibition of

carbonic anhydrase upset the exchange
of hydrogen and sodium ions, causing
increased excretion of sodium as the

bicarbonate. 3

It was twelve long years after the

first report of the unexplainable side

effect (metabolic acidosis) that it was
finally shown that large doses of sulfa-

nilamide administered to edematous
patients were indeed capable of pro-
moting diuresis. 4 However, the possibil-

ity of toxic effects from its prolonged
use and its relatively weak diuretic ac-

tion made it impractical for clinical use
as a diuretic. 5

Because the inhibition of carbonic
anhydrase seemed to be the key to ef-

fective diuresis, investigators began to

look for more potent enzyme inhibitors

—in the hopes that they would be more
effective diuretics.

The most important of these early
compounds, acetazolamide, enjoyed sev-
eral years of fairly wide clinical use.

Its carbonic anhydrase inhibitory ac-
tivity was several hundred times greater
than that of sulfanilamide. 0 The in-

crease in inhibitory activity, however,
increased not only the excretion of so-
dium and bicarbonate ions, but also the
excretion of potassium. 7 And, like its

predecessor, acetazolamide precipitated
mild acidosis. Its prolonged use could
result in hypokalemic acidosis. 7

The ‘thiazides’—an answer to the
metabolic acidosis caused by
carbonic anhydrase inhibition

Despite the fact that the sulfonamide

group appeared to be responsible for

carbonic anhydrase inhibition which in

turn appeared to be responsible for di-

uresis, investigators began to synthesize

compounds with structural alterations

to the sulfonamide group.

The first major breakthrough came
with the synthesis of chlorothiazide.

Altering the sulfonamide group did in-

deed alter the ability of chlorothiazide

to inhibit carbonic anhydrase— it was
only 1/1 Oth as potent as acetazolamide
in inhibiting the enzyme. 3 Despite the

drop in inhibitory potency, however,
chlorothiazide proved to be an effective

diuretic—an observation that led to the

conclusion that its diuretic action was
due to some mechanism other than its

action on carbonic anhydrase. 9 ’
10

For effective diuresis, chlorothiazide

was administered in daily dosages rang-
ing from 250 to 2000 mg. 1

1

It increased

the excretion of sodium and chloride;

and, to a lesser extent, potassium and
bicarbonate. 11 The excretion of potas-

sium appeared to be maximal at higher
dose levels at which, theoretically, the

carbonic anhydrase inhibitory effect is

more active. 11 Its prolonged use, there-

fore, could sometimes result in meta-
bolic hypokalemic, hypochloremic al-

kalosis. 7

Naturetin—effective diuresis with
more favorable electrolyte balance

Other thiazides followed — with im-
provements being aimed at two particu-

lar areas: 1. attempts to increase di-

uretic action in relation to the milli-

gram potency of the drug, and 2. at-

tempts at a more favorable sodium/
potassium ratio in the urine, i.e., to de-
crease the excretion of potassium while
maintaining the excretion of sodium. 12

One of these, Naturetin, Squibb Ben-
droflumethiazide, has made advances
on both these points. “By adding a 3-

benzyl radical to hydroflumethiazide a
rather dramatic reduction in dose range
is accomplished. With this drug, effec-
tive sodium excretion is obtained with

02

doses between 2.5 and 10 mg., which is

a 200 to 1 ratio as compared to chloro-

thiazide...” 13

Moreover, due probably to its virtual

lack of carbonic anhydrase inhibition,

Naturetin (bendroflumethiazide) has

been shown to cause less potassium and
bicarbonate loss and less alteration in

urinary pH than either chlorothiazide

or hydrochlorothiazide.

Naturetin is outstandingly effective

not only in establishing, but also in

maintaining, excretion of retained fluid

in edematous patients. And its duration

of action is sufficiently prolonged to

allow a single daily administration in

most patients. Naturetin is also an ef-

fective antihypertensive agent.

Contraindications: Severe renal impairment;

previous hypersensitivity.

Warning: Ulcerative small bowel lesions have

occurred with potassium-containing thiazide

preparations or with enteric-coated potassium

salts supplementally. Stop medication if ab-

dominal pain, distension, nausea, vomiting, or

G.I. bleeding occur.

Precautions: The dosage of ganglionic block-

ing agents, veratrum, or hydralazine when

used concomitantly must be reduced by at

least 50% to avoid orthostatic hypotension.

Electrolyte disturbances are possible in cir-

rhotic or digitalized patients.

Side Effects: Bendroflumethiazide may cause

increases in serum uric acid, unmask diabetes,

increase glycemia and glycosuria in diabetic

patients and may cause hypochloremic alka-

losis, hypokalemia; cramps, pruritus, paresthe-

sias, and rashes may occur.

Supplied: Naturetin (Squibb Bendroflumethia-

zide) 5 mg. and 2.5 mg. tablets. Also available

Naturetin c K [Squibb Bendroflumethiazide

(5 or 2.5 mg.) with Potassium Chloride (500

mg.)]. For full information, see Product Brief.

References: 1. Southworth, H.: Proc. Soc.

Exper. Biol. & Med. J6:58, 1937. 2. Mann, T.

and Keilin, D.: Nature 746:164, 1940. 3. Pitts,

R. F., and Alexander, R. S.: Am. J. Physiol.

744:239, 1945. 4. Schwartz, W. B.: New Eng-

land J. Med. 240:173, 1949. 5. Friedberg,

C. K., in Moyer, J. H., and Fuchs, M.: Edema

Mechanisms and Management, Philadelphia,
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ming, J. R.; Tabachnick, E., and Seelig, M., in
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J. H., and Fuchs, M.: op. cit., p. 274. 9. Maren,
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L. E., and Orloff, J.: Ann. Rev. Med. 75:149,

1964. 11. Fuchs, M., and Mallin, S. R., in

Moyer, J. H., and Fuchs, M.: op. cit., p. 276.

12. Ford, R. V., in Moyer, J. H., and Fuchs,
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torial comment is to make members of the

medical profession aware of the Report and
its background. Many comments about it

have already appeared in the lay press and

more will be forthcoming,—this is certain.

Though the immediate impact of the Mil-

lis Report will not be of the order of the

Flexner Report which changed the pattern

of medical education within a half-dozen

years, it will without a doubt influence

thoughts and concepts within the profes-

sion, both practicing and teaching, and sim-

ilarly without doubt will influence Wash-
ington bureaucracy and legislation. (To-

day’s immediacy of communication often

eliminates a lag between concept and im-

plementation, which at times is unfortunate

if implementation is hurried and “half-

baked,” to be terrifically wasteful and ac-

tually slow progress through the needs of a

fresh start.) Concepts quickly pervade

general thinking. Those of us who were on
The Joint Study Committee in Continuing

Education appearing as Lifetime Learning

for Physicians from the pen of Dr. Bernard
V. Dryer,4 Study Director, in 1962, recog-

nize what would almost appear to be para-

phrasing of portions of it in the Report of

the President’s Commission on Heart Dis-

ease, Cancer and Stroke (DeBakey Report)

as well as in the current report upon “The
Graduate Education of Physicians.” Im-
mediately following Dryer’s report in 1962,

we on the Commission and others received

a 56-page mimeograph communication from
Hubert Humphrey, then Chairman of the

Subcommittee on Reorganization and In-

ternational Organizations, devoted to “An
Action Program for Strengthening Medical

Information and Communication.” It quot-

ed the Lifetime Learning for Physicians as

part of the background material for his sug-

gestions of implementing informational sys-

tems in Federal and other agencies. Thus,

I anticipate that portions of the Millis Re-

port will be reflected in forthcoming legis-

lation dealing with medical education and
care.

This review of the background of the “Re-

port on Graduate Education of Physicians”

4 Dryer, Bernard V.: Lifetime Learning for Phy-
sicians. Report from The Joint Study Committee
on Continuing Medical Education. J. Med. Educ.

37 (Part 2). June, 1962.

should be of interest as the reader is at-

tracted to comments upon the Report which
will appear here and there. n u |7

DEATHS

Dr. George Paul Zirkle, 89, Kingston, died Sep-

tember 9th at his home.
Dr. Robert Edward Sullivan, 77, Nashville, died

September 23rd at his home following an extend-

ed illness.

Dr. Dale William Mattson, Jr., 40, Cookeville,

died October 9th at his home.

PROGRAMS AND NEWS OF
MEDICAL SOCIETIES

Chattanooga-Hamilton County
Medical Society

Mrs. Sue Boe, Field Representative,
Woman’s Organizations, AMA, was a guest

speaker at the dinner meeting of the Socie-

ty, held at Morrison’s Cafeteria on Novem-
ber 8th.

The scientific presentation, an interesting

case report, was made by Dr. Gene H. Kis-

tler.

As a public service project, the Chatta-

nooga Society, in cooperation with the Area

Safety Traffic Committee, is distributing a

pamphlet, published by the American Medi-

cal Association, entitled “Are You Fit to

Drive.” Publication of the pamphlet was
prompted by the recent findings of the

AMA committee of Medical Aspects of Au-
tomotive Safety, concerning the physical

condition of drivers as it relates to traffic

accidents.

Knoxville Academy of Medicine

The legal aspects of medical practice

were discussed at the meeting of the Acade-

my on October 11th by Mr. Joseph B. Yan-
cey and Mr. Warren Butler, Attorneys. The
meeting was held in the Academy of Medi-
cine Building.

Roane-Anderson County Medical Society

A dinner meeting of the Roane-Anderson
County Medical Society was held on Sep-

tember 20th in the Dining Room of Oak
Ridge Hospital. Guest speaker was Dr.

James L. Siverman, Ph.D., Associate Direc-
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tor Biology Division, O.R.N.L. Dr. Siver-

man’s subject was “The Role of the Physi-

cian and the new Oak Ridge Biomedical

Graduate School.”

Memphis-Shelby County Medical Society

Candidates for Congress of the 8th and
9th Districts, George Grider, Dan Kuyken-
dall, Ray Blanton, and Julius Hurst ad-

dressed members and their wives at the

meeting of the Memphis-Shelby County
Medical Society on October 4th. The meet-

ing was held in the auditorium of the Insti-

tute of Pathology, University of Tennessee.

A workshop for Memphis physicians and
ministers on the fatally ill patient was
sponsored by the Society on October 11th

in the cafeteria of John Gaston Hospital.

The workshop concerned itself with the

doctor and the minister working together

with a fatally ill person with the aim of a

better understanding of what each is sup-

posed to do. Informal sessions preceded

the principal talk by Dr. Paul B. McCleave,

Chicago, director of the department of med-
icine and religion of the American Medical

Association. Dr. McCleave is an ordained

Presbyterian minister.

Hamblen County Medical Society

Dr. Joe M. Capps, Assistant Clinical Pro-

fessor of Neurosurgery at Vanderbilt Uni-

versity Medical School, was the guest lec-

turer at the meeting of the Hamblen Coun-
ty Medical Society on September 6th. Dr.

Capps spoke to the Society on the “Man-
agement of Head Injuries.”

NATIONAL NEWS

The Month in Washington

(From the Washington Office, AMA)
A new minimum wage law is expected to

cause hospital and nursing home costs to

rise. It brings about 1.5 million workers in

hospitals and nursing homes under the fed-

eral minimum wage program for the first

time. The minimum wage for them is set at

$1.00 an hour for next year, $1.15 an hour

in 1968, $1.30 an hour in 1969, $1.45 an hour

in 1970 and $1.60 an hour thereafter.

The new law also increases the minimum
wage for about 30 million workers present-

ly covered to $1.40 an hour on February 1,

1967, and to $1.60 an hour on February 1,

1968.

On a related front, Senate Democratic

Leader Mike Mansfield (Mont.) said he be-

lieved the Health, Education and Welfare

Department was going too fast in enforcing

racial desegregation of southern hospitals

and schools. He told newsmen he support-

ed the Senate’s denial of $500,000 sought by
HEW to pay civil rights investigators. He
said the Senate wants to see desegregation

handled carefully rather than impulsively.

Hospital and school authorities “will be

on trial,” Mansfield said, and if they abuse

the suggested latitude, Congress can move
quickly to correct the situation. “We have

to take things slowly . .
.” he said. “This is

an area of great delicacy. The thing to do

is to do it right and not precipitously.”

The Senate approved legislation that

would give nursing homes more liberal pay-

ment for medicare patients. The bill am-

ends the definition of reasonable costs to in-

clude return on the fair market value of the

facilities. The existing federal reimburse-

ment formula is two percent above operat-

ing costs. Nursing home operators contend

this is too low.

HEW Undersecretary Wilbur Cohen said

the government will watch carefully to de-

termine whether patients are admitted un-

necessarily to hospitals next year in order to

qualify them for medicare’s nursing home
benefits. The law requires that nursing

home benefits be made available only to

medicare beneficiaries who have had a hos-

pital stay of three days or more and only

when the nursing home care is considered

an extension of the hospital treatment.

However, several bills have been intro-

duced in Congress to eliminate the hospital

stay requirement.

*
The American Medical Association sup-

ported a bill that would extend the air pol-

lution program and authorize increased ap-

propriations for it. In a letter to a Senate

subcommittee, Dr. F. J. L. Blasingame, exe-

cutive vice president of the AMA, noted

that the association’s House of Delegates in
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DACTILASE®

Each tablet contains:

Dactil® (piperidolate hydrochloride), 50 mg.;

Standardized cellulolytic* enzyme, 2 mg.;

Standardized amylolytic enzyme, 15 mg.;

Standardized proteolytic enzyme, 10 mg.;

Pancreatin 3X** (source of lipolytic activity),

100 mg.; Taurocholic acid, 15 mg.

•Need in human nutrition not established.

•*As acid resistant granules equivalent in activity to 300 mg. Pancreatin N.F.

In chronic or acute indigestion, fluttery,

gassy stomachs obtain prompt, gratifying

relief through the antispasmodic, surface

anesthetic and enzymatic activity of

Dactilase. Dactilase decreases hypermotility

and pain and reduces the production of

gas. Dactilase does not induce stasis, but

helps restore normal tone. It has little or no

effect on enzyme secretions, but adds

enzymes, thus contributing to the digestive

efficiency of the patient.

Side Effects and Contraindications:

Dactilase is almost entirely free of side

effects. However, it should be withheld

in glaucoma and in jaundice due to

complete biliary obstruction.

Administration and Dosage: One tablet

with, or immediately following, each meal.

Tablets should be swallowed whole.
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June, 1965, had adopted a statement recog-

nizing the health hazards resulting from air

pollution and recommending that feasible

reduction of all forms of air pollution

should be sought by all responsible parties.

The pending bill (S. 3112) “can further this

end,” he said.

“We believe the effect of this amendment
will be beneficial,” he said. “The grant

mechanism should bolster local and region-

al operations, encouraging a greater degree

of local initiative, particularly in interstate

and intermunicipal areas. In addition, the

bill would eliminate a serious inequity in

the present law. Certain metropolitan re-

gions are penalized in that they cannot ob-

tain assistance for maintaining their cur-

rently large and expensive programs, while

a metropolitan region without a program

could receive up to two-thirds of the cost of

creating a new program. Under the pro-

posed legislation this inequity would be

eliminated.”

*

The Senate cleared the path for a new
approach to narcotics addiction which

would substitute hospital treatment for

long-term prison sentences.

The Senate approved the legislation by

voice vote without dissent and sent it to a

Senate-House conference committee for ad-

justment of differences with a House ver-

sion.

The key to the bill is civil commitment
for the addict involved in a non-violent

crime. It would provide voluntary pre-trial

commitment in lieu of prosecution and com-

pulsory post-conviction commitment in lieu

of punishment. In addition, the bill would

provide voluntary and compulsory commit-

ment of certain addicts not charged with

any crime. The addicts would be commit-

ted to the Surgeon General for confinement

and treatment in a hospital or institution.

Treatment would continue within the com-

munity after the addict is discharged.

The legislation also would establish fed-

eral post-hospitalization treatment centers

and also give courts more flexibility in

dealing with youthful drug offenders.

Sen. John L. McClellan, D-Ark., who
brought the bill to the Senate floor, said it

“affords an opportunity for narcotics ad-

dicts who wish to extricate themselves from

a hopeless life of addiction and crime to

have themselves committed for treatment.”

“It also affords a civil, non-penal proce-

dure for the compulsory commitment of ad-

dicts not charged with a crime so they may
be cured and rehabilitated before they are

forced by their addiction into a repetitious

pattern of addiction and crime,” he added.

Sen. Thomas J. Dodd, D-Conn., who for

years has studied the problem of narcotics,

said the bill “will lead to a wiser, more hu-

mane, and more effective treatment of nar-

cotics addicts. . .
.” He said the Senate

was undoing the mistake of ten years ago

when it wrote legislation which made “su-

per-criminals out of many narcotics ad-

dicts.”

*

An industry spokesman said drug makers

and distributors will comply with a govern-

ment request that the number of candy-

flavored children’s aspirins per bottle be

limited to 25.

A limit of 50 tablets per bottle was

agreed upon in a government-industry con-

ference in 1955 and has been observed by

producers of 95 percent of all children’s as-

pirins. However, some authorities consider

this number now to be dangerous, even

lethal under some conditions, when taken

by a child.

Instead of including a number-per-bottle

limitation on children’s aspirin in a “child

protection” bill, the House Commerce Com-
mittee urged that the Food and Drug Ad-

ministration seek voluntary cooperation

from the aspirin industry. The spokesman

said the industry would cooperate and that

25 one-quarter grains generally was accept-

ed as a non-hazardous amount.

The House and Senate approved differing

versions of the legislation which would ban

the sale of children’s toys containing haz-

ardous substances. It was left for a con-

ference committee to adjust the differences.

Both versions also would ban dangerous

household substances that cannot be made
safe by cautionary labeling. These include

such items as a flammable and explosive

water repellant blamed for three deaths.
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For cold hands and feet, nothing

beats hot stoves—but they are

awkward to carry around. Now
Gerilid, in good-tasting take-along

chewable tablets can provide

rapid vasodilation of peripheral

circulation, bringing real warmth

to the extremities and decreasing

sensitivity to sudden temperature

change. Patients like Gerilid and

know they are getting relief.

GERILID

Each chewable tablet contains:

nicotinic acid (niacin) 75 mg. and

aminoacetic acid (glycine) 750 mg.

Administration and Dosage: One or two

chewable tablets 3 times a day before

meals. If flushing is objectionable, dosage

may be lowered. However, tolerance to

flushing usually develops without loss of

efficacy in regard to vasodilation. The

recommended dosage should not

be exceeded.

Side effects: Occasional lightheadedness

or transient itching which may disappear

with continued use. There are no known

contraindications; however, caution is

advised when there is a concomitant

administration of a coronary vasodilator.

Supplied : Packages of 50 chewable tablets.

Also available in liquid form as

Geriliquid®, in bottles of 8 and 16 ounces.
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Tennessee Valley Medical Assembly

The 14th Annual Tennessee Valley Medi-

cal Assembly, founded in 1953 by Dr. Wm.
G. Stephenson and chairmaned in 1966 by
Dr. Wm. R. Fowler, was held September 26-

27 at the Tivoli Theater in Chattanooga.

Nationally-known physicians and surgeons

conducted special lecture sessions and

served as guest panelists on symposiums.

Dr. James Z. Appel of Lancaster, Pa., im-

mediate past-president of the American
Medical Association, presented the opening

address entitled “The Current Status of

Medicare, Titles XVIII and XIX.” Other

speakers included: Dr. Bentley P. Colcock,

Boston; Dr. Eric E. Woolaeger, Rochester,

Minn.; Dr. Vernelle Fox, Atlanta; Dr. Jo-

seph A. Freiberg, Cincinnati; Brig. Gen.

Joe M. Blumberg of Washington, D. C.; Dr.

Richard Overholt, Boston; Dr. Burtis B.

Breese, Rochester, N. Y.; Dr. Charles J.

Frankel, Charlottesville, Va.; Dr. James F.

Glenn, Durham, N. C.; Dr. Noble O. Fowler,

Cincinnati; Dr. James D. Hardy, Jackson,

Miss.; Dr. Howard W. Jones, Baltimore; Dr.

Robert D. Sullivan, Boston; and Dr. Wm. H.

Moretz of Augusta, Ga.

A highlight of the meeting was the ban-

quet held on Monday evening at the Patten

Hotel. Calvin D. Johnson, director of cus-

tomer relations, Remington Office Systems

and Office Machines, Division of Sperry

Rand Corporation, Washington, D. C. was
the banquet speaker. His address was enti-

tled, “Opportunities Unlimited” and dealt

with an ardent defense of the free enter-

prise system and unlimited optimism con-

cerning the future.

The annual assembly is sponsored by the

Chattanooga-Hamilton County Medical So-

ciety and the program is acceptable for con-

tinuation study credit for participating

physicians by the American Academy of

General Practice.

Regional Meeting

American College of Physicians

Twenty-one physicians presented latest

medical findings and developments at the

regional meeting of the American College

of Physicians in Nashville, on September
10th. The meeting, for specialists in internal

medicine in Tennessee and Kentucky, was
arranged under the direction of Dr. Harri-

son J. Shull, Nashville, ACP Governor for

Tennessee and clinical professor of medi-

cine at Vanderbilt University School of

Medicine, and Dr. Carl H. Fortune, Lexing-

ton, Kentucky, ACP Governor for Ken-
tucky and professor of clinical medicine at

the University of Kentucky College of

Medicine. The College presents 29 regional

meetings each year throughout the United

States and Canada to keep its 13,000 mem-
bers abreast of developments in internal

medicine.

Dr. Irving S. Wright of New York City,

ACP president and professor of clinical

medicine at Cornell University Medical

College, was a special guest at the Nash-

ville regional meeting and presented the

banquet address on “A Great Dilemma:
Compulsory Retirement versus Biomedical

Prolongation of Life.”

Dr. Walter S. Coe of Louisville, Ky., and

Dr. Elliot V. Newman of Nashville served

as co-chairmen of the program committee.

Grants to Medical Schools

In Tennessee

The Department of Continuing Education

of the University of Tennessee College of

Medicine has received a $20,000 grant un-

der Title I—Higher Education Act. The
grant will be used to offer continuing edu-

cation courses to physicians, dentists, phar-

macists, nurses and the ancillary health

professions on a community level within

the state and for a survey among the health

professions as to continuing education

needs. It will be administered through the

Department of Continuing Education in

cooperation with Vanderbilt, Meharry, Uni-

versity Hospital in Knoxville and the Medi-

cal Units.

*
A one-year federal grant of $19,213 for

cancer research has been awarded to a Me-
harry Medical College surgery resident. Dr.

Charlotte Walker will be principal investi-

gator of the project, sponsored by the Na-

tional Cancer Institute of the Public Health
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In fact, there’s as much iron. ..250 mg.

...in a 5 cc. ampul of Imferon (iron dextran

injection) as in a pint of whole blood.

When iron deficient patients are intolerant

of oral iron... or orally administered iron

proves ineffective or impractical .. .or if

the patient cannot be relied upon to take oral

iron as prescribed, Imferon (iron dextran

injection) dependably increases hemoglobin

and rapidly replenishes iron reserves.

WHAT’S THE
COMMON
DENOMINATOR? IRON

IMFERON 0

(iron dextran injection)

IN BRIEF: ACTION AND USES: A single dose of Imferon
(iron dextran injection) will measurably begin to raise hemo-
globin and a complete course of therapy will effectively rebuild
iron reserves. The drug is indicated only for specifically-

diagnosed cases of iron deficiency anemia and then only when
oral administration of iron is ineffective or impractical. Such
iron deficiency may include: patients in the last trimester of

pregnancy; patients with gastrointestinal disease or those re-

covering from gastrointestinal surgery; patients with chronic
bleeding with continual and extensive iron losses not rapidly

replenishable with oral iron; patients intolerant of blood trans-

fusion as a source of iron; infants with hypochromic anemia;
patients who cannot be relied upon to take oral iron.

COMPOSITION: Imferon (iron dextran injection) is a well-

tolerated solution of iron dextran complex providing an equiva-
lent of 50 mg. in each cc. The solution contains 0.9% sodium
chloride and has a pH of 5. 2-6.0. The 10 cc. vial contains 0.5%
phenol as a preservative.

ADMINISTRATION AND DOSAGE: Dosage, based upon
body weight and Gm. Hb/100 cc. of blood, ranges from 0.5 cc.

in infants to 5.0 cc. in adults, daily, every other day, or weekly.
Initial test doses are advisable. The total iron requirement for

the individual patient is readily obtainable from the dosage
chart in the package insert. Deep intramuscular injection in

the upper outer quadrant of the buttock, using a Z-track
technique, (with displacement of the skin laterally prior to

injection), insures absorption and will help avoid staining of

the skin. A 2-inch needle is recommended for the adult of

average size.

SIDE EFFECTS: Local and systemic side effects are few.
Staining of the skin may occur. Excessive dosage, beyond the
calculated need, may cause hemosiderosis. Although allergic

or anaphylatoid reactions are not common, occasional severe
reactions have been observed, including three fatal reactions

which may have been due to Imferon (iron dextran injection).

Urticaria, arthralgia, lymphadenopathy, nausea, headache and
fever have occasionally been reported.

PRECAUTIONS: If sensitivity to test doses is manifested, the
drug should not be given. Imferon (iron dextran injection) must
be administered by deep intramuscular injection only. Inject

only in the upper outer quadrant of the buttock, not in the arm
or other exposed area.

CONTRAINDICATIONS: Imferon (iron dextran injection) is

contraindicated in patients sensitive to iron dextran complex.
Since its use is intended for the treatment of iron deficiency

anemia only it is contraindicated in other anemias.

CARCINOGENICITY POTENTIAL: Using relatively massive
doses. Imferon (iron dextran injection) has been shown to

produce sarcoma in rats, mice and rabbits and possibly in

hamsters, but not in guinea pigs. The risk of carcinogenesis,

if any in man, following recommended therapy with Imferon
(iron dextran injection) appears to be extremely small.
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Service. The grant will enable Dr. Walker
to continue research begun in 1953 by Dr.

Horace Goldie on the spreading of tumors

in mice.

*
Two public health service grants, totaling

$86,643 have been awarded Vanderbilt Uni-

versity for research. A $61,000 grant to Dr.

Randolph Batson, Dean of the School of

Medicine, is for a radio-biology research fa-

cility. Dr. Robert Quinn of the Preventative

Medicine Department received $25,643 for a

three-year research project on “the main
significance of non-typeable group of strep-

tococci.”

National Foundation Grants

The Birth Defects Center at Erlanger

Hospital, Chattanooga, has received an an-

nual budget request of $16,755 from the Na-

tional Foundation—March of Dimes and a

special fund of $14,500 for a new chromoso-

mal laboratory from local foundations. The
new laboratory, scheduled to open in Oc-

tober, will be staffed and equipped for re-

search of the chromosomes and genetics of

the children and parents served by the

Birth Defects Center. The facility will also

be available to area doctors and patients.

The National Foundation has also an-

nounced five other research and treatment

grants for Tennessee institutions including

the largest sum of $106,637 to Vanderbilt

University Hospital for continuing research

with defects.

The others include $17,500 to University

of Tennessee Memorial Research Center

and Hospital in Knoxville, $5,500 to the UT
Hospital in Knoxville for patient care, $28,-

000 to the evaluation center at the UT Hos-

pital in Memphis and $5,000 to the UT Hos-

pital in Memphis for patient care.

Southeastern Regional Center

For Trophoblastic Neoplasms

The Department of Obstetrics and Gyne-
cology, Duke University Medical Center,

announces the establishment of the South-

eastern Regional Center for Trophoblastic

Neoplasms. This Center is sponsored by a

Health Service Project Grant Award from
the Department of Health, Education and

Welfare, Division of Chronic Diseases. This

project in Cancer Control is established for

the purpose of providing urinary gonado-

tropin assays and consultative assistance to

physicians to aid in evaluation of patients

who have or are suspected of having abnor-

malities in trophoblastic tissue growth. Be-

ginning September 30, 1966, physicians de-

siring gonadotropin assays for patients with
placental abnormalities as molar degenera-

tion, hydatidiform mole, syncytial endome-
tritis, chorio-adenoma destruens and chorio-

carcinoma may call or write the Center at

Duke University Medical Center, Durham,
North Carolina (Area Code 919, 684-8111).

PERSONAL NEWS

Dr. James J. Callaway, assistant professor of

medicine, Vanderbilt University School of Medi-
cine, was guest clinician for a two-day course,

presented September 29-30 at University Hospital

at Knoxville. The course, under the direction of

Dr. Frank London, professor of clinical medicine

and director of the Cardiac Clinic, University

Hospital, emphasized recent developments in di-

agnosis and treatment of common types of car-

diac diseases seen in general practice. Also partic-

ipating were Dr. Daniel A. Brody, professor of

medicine, and Dr. Gene H. Stollerman, professor

and chairman, Department of Medicine, Universi-

ty of Tennessee, Memphis.
Dr. Thomas Minor, Paris, was guest speaker at

the institute for nurses, sponsored by the West
Tennessee Heart Association on September 15th

in Jackson.

Dr. Robert S. Sanders, former Murfreesboro

pediatrician, has been appointed public health

officer for Wilson, Smith, and DeKalb Counties.

Dr. Donald B. Gibson has announced the open-

ing of his office for general practice at 1077

Graysville Road in the East Brainerd Center,

Chattanooga.

Dr. Bobby C. Higgs, Jackson, spoke to the West
Tennessee Medical Assistants at a meeting of the

Society on September 13th. Dr. Higgs’ subject

was “Congenital Heart Defects.”

Dr. George A. Zirkle, Jr., Knoxville, has been

elected president of the Tennessee Pediatric So-

ciety to succeed Dr. Luther A. Beazley of Donel-

son. Other officers named were Dr. George Love-

joy of Memphis, vice president, and Dr. William

B. Wadlington of Nashville, secretary-treasurer.

Dr. Charles David Kennedy has become asso-

ciated with Dr. Carl A. Hartung in Chattanooga.

Dr. Kennedy is a specialist in internal medicine.

Dr. James N. Etteldorf, professor of pediatrics,

University of Tennessee, participated in two re-
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METAHYDRIN (trichlormethiazide)

is prescribed by physicians because it

not only approximates the diuretic

efficacy of parenteral meralluride

injection . . . but, it is the least expensive

of all “brand-name” thiazides. Therefore,

when you prescribe METAHYDRIN
(trichlormethiazide) your patients receive

the thiazide diuretic that removes a little

more salt and water than earlier

thiazides, with relatively less loss of

potassium . . . and, it’s therapy they can
more easily afford . . . only pennies a day.

SAVES
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WATER

METAHYDRIIT
(trichlormethiazide)

oral diuretic

Dosage: One 2 or 4 mg. tablet

once or twice daily.

Precautions: As with all effective

diuretics, vigorous therapy may produce
electrolyte depletion. Patients with

severely reduced renal function should

be observed carefully since thiazides

may be contraindicated. Care should

be taken with patients predisposed to

diabetes or gout. Patients with a

tendency to potassium deficiency, as in

hepatic cirrhosis or diarrheal syndromes,
or those under therapy with digitalis,

ACTH, or certain adrenal steroids, also

should be watched carefully.

Side Effects: Nausea, flushing,

constipation, skin rash, muscle cramps
and gastric discomfort have occasionally

been noted; rarely thrombocytopenia
and bone marrow depression,

photosensitivity, cholestatic jaundice,

pancreatitis, perimacular edema, gout
and diabetes have been caused by
the administration of thiazides.

Contraindications: Complete renal

shutdown; rising azotemia or

development of hyperkalemia or

acidosis in severe renal disease;

demonstrated hypersensitivity.

How Supplied: Bottles of 100 and
1000 tablets.

LAKESIDE LABORATORIES, INC., Milwaukee, Wisconsin 53201

LAKESIDE

PRODUCTS
FOR PATIENTS

YOU SEE

EVERY DAY



November, 1966 BOOK REVIEW—ANNOUNCEMENTS
I 155

cent out-of-state meetings. He presented two
lectures at the invitation of the South Dakota
Medical Association, one on salicylate intoxication

and the other on use of antibiotics in pediatrics.

The other, more recent appearance, was at Dayto-

na Beach, where he spoke on two topics before

the Florida State Bureau of Maternal and Child

Health: “The Infant Born of the Diabetic Moth-
er,” and “The Nephrotic Syndrome in Childhood.”

Dr. James E. Shull, Kingsport, is the new presi-

dent of the Sullivan County Tuberculosis Associa-

tion.

Dr. Fred B. Looper, native of Blanchester, Ohio
and graduate of the University of Tennessee Med-
ical School in 1961, is now associated with Jack-

son-Madison County General Hospital in the de-

partment of radiology.

“Professionalism through Personal Adjustment”
was discussed by Dr. Andrew S. Wachtel, Oak
Ridge, at a seminar for career secretaries, spon-

sored by the local chapter of the National Secre-

taries Association on September 10th.

BOOK REVIEW

CURRENT PERSPECTIVES IN CANCER THER-
APY. 222 pages. Current Perspectives in Sur-

gery. By 32 Authors, Edited by William S.

Blakemore, M.D., and I. S. Ravdin, M.D. Harper
& Row, Hoeber Medical Division, New York
1966. Price $8.50.

This monograph gives a bird’s eye view of the

current concepts of the etiology and mechanisms

of tumor growth. The role of viruses, chemical

environment, genetic influences, and irritative

stimuli in initiation of tumor growth is summar-
ized. Recent developments such as description of

chromosomal abnormalities and the molecular ba-

sis of cancer chemotherapy actions are discussed.

One section of the book is devoted to a descrip-

tion of the current status of the clinical applica-

ion of hormonal and chemotherapy. The various

techniques of regional infusion chemotherapy are

presented. Also combination chemotherapy and

irradiation is described. Although the results are

promising, no truly generally effective agent is

available.

One section gives a summary of the current re-

sults obtainable in patients with carcinoma of the

upper alimentary tract (oropharynx, esophagus,

and stomach). Emphasis is placed on early diag-

nosis and radical excisional therapy.

Five chapters are devoted to colonic neoplasms.

The relationship of carcinoma to pre-existing pol-

yps and ulcerative colitis are documented. A final

section is devoted to the clinical status of treat-

ment of neoplasms in childhood, uterine adeno-

carcinoma, carcinoma of the breast, lung, and

genitourinary tract.

ANNOUNCEMENTS

Calendar of Meetings, 1966-67

State

Feb. 15-17, 1967 Mid-South Postgraduate Medi-
cal Assembly, Sheraton Pea-
body Hotel, Memphis
Tennessee Medical Association

Annual Meeting, Sheraton Pea-
body Hotel, Memphis

Regional

Southern Surgical Association,

The Homestead, Hot Springs,

Va.

American College of Surgeons,

Arizona Chapter, Arizona Inn,

Tucson
Medical Society of the State of

New York, Americana Hotel,

New York City

Atlanta Graduate Medical As-
sembly, Atlanta Marriott Mo-
tor Hotel, Atlanta

Central Surgical Association,

Pittsburgh-Hilton Hotel, Pitts-

burgh, Pa.

New Orleans Graduate Medical

Assembly, Roosevelt Hotel,
New Orleans

Southern Society of Anesthe-
siologists, Fort Sumter Hotel,

Charleston, S. C.

Southeastern Surgical Con-
gress, Americana Hotel, Bal

Harbour, Florida

National

American Medical Association

Clinical Meeting, Las Vegas,

Nevada
American Academy of Derma-
tology, Palmer House, Chicago
American Society for Surgery
of the Hand, Jack Tar Hotel,

San Francisco

American Academy of Ortho-
paedic Surgeons, Civic Audi-
torium, San Francisco

Society of Thoracic Surgeons,

Muehlbach Hotel, Kansas City,

Mo.
American College of Cardiolo-

gy, Washington Hilton Hotel,

Washington, D. C.

American Academy of Allergy,

Holiday Inn—Riviera, Palm
Springs, Calif.

Feb. 26-March 4 American Society of Clinical

Pathologists, Dunes Hotel, Las
Vegas

March 12-15 International Academy of

April 13-15

Dec. 5-7

Jan. 20-21, 1967

Feb. 13-16

Feb. 15-19

Feb. 23-25

March 6-9

March 16-18

March 20-23

Nov. 27-30

Dec. 2-7

Jan. 13-14, 1967

Jan. 14-19

Jan. 23-25

Feb. 15-19

Feb. 18-22
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BRING IT DOWN
AND
KEEP IT DOWN

Metatensin lowers blood pressure and

keeps it low—effectively and

economically. It combines reserpine

with trichlormethiazide which affords

more potent saluresis with less loss of

potassium than from earlier thiazides.

Reserpine contributes antihypertensive

effect by relieving anxiety and tension.

Metatensin is well-tolerated over long

periods; with its effectiveness and

economy it assures antihypertensive

therapy you and your patients

can stay with.

METATENSIN®
Each scored tablet contains:

METAHYDRIN® (trichlormethiazide)

2 mg. or 4 mg. and
Reserpine 0.1 mg.

Usual adult dose: One tablet twice

daily. Precautions and side effects:

Patients with hepatic cirrhosis or

diarrheal syndromes, or under therapy

with digitalis, ACTH, or potassium-losing

steroids, should be observed for signs

of hypokalemia. With thiazides,

electrolyte depletion, diabetes, gout,

granulopenia, nausea, pancreatitis,

cholestatic jaundice, flushing, mild

muscle cramps, constipation,

photosensitivity, acute myopia,

perimacular edema, paresthesias,

neonatal bone marrow depression in

infants of mothers who received

thiazides during pregnancy, skin rash

or purpura with or without

thrombocytopenia, may occur. With

reserpine, untoward effects may include

depression, peptic ulcer and bronchial

asthma. Withdraw medication at least

7 days prior to electroshock therapy,

2 weeks prior to elective surgery.

Contraindications: Complete renal

shutdown, rising azotemia or development

of hyperkalemia or acidosis in severe

renal disease.

Supplied: Metatensin tablets, 2 mg.,

4 mg—bottles of 100 and 1000.

LAKESIDE LABORATORIES, INC., Milwaukee, Wisconsin 53201

LAKESIDE

PRODUCTS
FOR PATIENTS

YOU SEE

EVERY DAY
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Pathology, Sheraton Park Ho-
tel, Washington, D. C.

March 19-24 American College of Allergists,

The Roosevelt, New Orleans

Chest Physicians Announce 1967

Alfred A. Richman Essay Contest

The American College of Chest Physicians
offers three cash awards to be given annually for

the best essay prepared by undergraduate medical
students on any phase of the diagnosis and/or
treatment of chest diseases. The first prize will

be $500; second prize, $300 and third prize, $200.

Each winner will also receive a certificate of mer-
it. A trophy inscribed with the name of the win-
ner and the name of his school will be presented

to the winner’s school. Winners will be an-

nounced at the 33rd annual meeting of the Amer-
ican College of Chest Physicians, to be held in

Atlantic City, New Jersey, June 15-19, 1967.

The official application form, sample copies of

the journal and additional information may be

secured by writing Mr. Murray Kornfeld, Execu-
tive Director, American College of Chest Physi-

cians, 112 East Chestnut Street, Chicago, Illinois

60611, USA.

Doctors' Day at St. Thomas Hospital

The attending staff of St. Thomas Hospital,

Nashville, will sponsor Doctors’ Day Nov. 26, fea-

turing a short seminar on the cardiac arrest team.

A buffet lunch will be served. For further infor-

mation: Harry O’Donnell, Public Relations Direc-

tor, St. Thomas Hospital, Telephone 244-5151, Ex-
tension 238.

"Vincristine Symposium"

Current concepts of biological, pharmacological

and biochemical action, and comprehensive sum-
maries of therapeutic results obtained in treating

solid tumors and the leukemias, will be presented

at a Vincristine Symposium, sponsored by the

Pediatric Division of the Southwest Cancer Chem-
otherapy Study Group, January 27, 1967, St.

Jude Children’s Research Hospital, Memphis, Ten-
nessee. No registration fee. Further informa-

tion is available through headquarters, Southwest
Cancer Chemotherapy Study Group, 6723 Bertner

Drive, Houston, Texas 77025.

TMA Distinguished Service Awards
The Board of Trustees of TMA established

three distinguished service awards to be made to

physician members each year after receiving

nominations from the membership of the Tennes-
see Medical Association, the awards to be pre-

sented at the annual meeting each April. Any
member of the Tennessee Medical Association in

good standing is eligible for nomination, and any
member of TMA in good standing may nominate

a recipient. The nominees should be selected for

an outstanding service performed in the immedi-
ate preceding year.

Information regarding data to be filed with

nominations may be obtained from the Secretary

of your respective county medical society or the

headquarters office of TMA.

Greeting Cards Benefit Project Hope

Greeting cards with the authentic spirit of hope

are being offered for the Holiday Season by The
People-to-People Health Foundation, Inc. Pro-

ceeds from the sale of the cards will benefit Proj-

ect HOPE, sponsor of the hospital ship S. S.

HOPE and shore-based medical clinics on three

continents.

Project HOPE, organized six years ago, takes

American medical know-how to the peoples of

developing nations. The S. S. HOPE has made
medical teaching-treatment missions to Indonesia,

South Viet-Nam, Peru, Ecuador, Guinea, and Nic-

aragua, and in each country has left behind self-

help clinics and programs which continue today.

The S. S. HOPE is staffed by American physi-

cians, dentists, nurses and technicians, many of

whom serve without pay.

The cards may be ordered from: Project

HOPE, Washington, D. C. 20007.
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When depressed patients say:

“1 can’t sleep at night” "I'm tired all day long”

NORPRAMIN'
(desipramine hydrochloride)

non-sedating* rapid-acting

ANTI DEPRESSANT

helps restore normal patterns of sleep and activity

Norpramin (desipramine hydrochloride)

often reverses the signs and symptoms
of depression including sleep disturb-

ances feeling of sadness, guilt, anxiety,

worthlessness and bodily complaints
without physical basis. In 2-5 days most
patients become more hopeful, active and
less weighed down by their problems.

Norpramin (desipramine hydrochloride)

has only slight sedative qualities, never*

theless sleep disturbances and restless-

ness are relieved as depression is lifted.

If anxiety or tension develop or persist a

tranquilizer may be added or dosage
reduced. Side effects are usually mild,

occurring in about 1 of 4 patients.

Indications: In moderate to severe depression— neurotic or psychotic. Dosage: Optimal results are

obtained at a dosage of two 25 mg. tablets t.i.d. (150 mg, /day). Contraindications and Precautions: Glau-

coma, urethral or ureteral spasm, recent myocardial infarction, severe coronary heart disease and epilepsy.

Should not be given within two weeks of an MAO inhibitor. Safety in human pregnancy has not been
established. Adverse Effects: Usually mild, may include: dry mouth, constipation, dizziness, palpitation,

delayed urination, "bad taste", sensory illusion, tinnitus, agitation and stimulation, sweating, drowsiness,

headache, orthostatic hypotension, flushing, nausea, cramps, weakness, blurred vision and mydriasis,

rash, allergy, transient eosinophilia, granulopenia, altered liver function, ataxia and extrapyramidal signs.

Supplied: Norpramin (desipramine hydrochloride) tablets of 25 mg., in bottles of 50, 500 and 1000.

PRODUCTS FOR PATIENTS YOU SEE EVERY DAY LAKESIDE LABORATORIES, INC., Milwaukee, Wisconsin 53201
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THE VIEWING

The American Medical Association has

announced plans for a program designed to

bring about what was termed “a vast up-

grading” of emergency medical care in the

United States.

With hospital emergency room visits up

175 per cent in a ten year period, overall

services and facilities “have fallen woefully

behind,” said Charles C. Edwards, M.D.,

director of the AMA’s division of socio-eco-

nomic activities.

“The dramatic increase in emergency

cases has not been matched with dynamic

efforts for a vast upgrading of services,” Dr.

Edwards declared.

“We know that emergency service can be

excellent. This has been proven in many
communities. But there is no uniformity. In

other areas emergency service suffers from

both lack of coordination and lack of under-

standing about what constitutes good care.

“A soldier wounded in the jungle of Viet-

nam often gets quicker, more comprehen-

sive emergency care than an accident vic-

tim on the open highway or a farmer strick-

en by a heart attack.”

Acting on a recommendation of its Board

of Trustees, the AMA has called together a

panel of experts to help organize a national

conference next spring that will study and

recommend means for improving emergency

medical care.

One of the principal tasks of the confer-

ence, said Dr. Edwards, will be to unify

work already underway by such groups as

the American College of Surgeon’s trauma

committee and the AMA’s Council on Rural

Health, department of health education and

department of hospitals and medical facili-

ties.

Members of the panel invited to meet

Oct. 19 at AMA headquarters, included:

Samuel F. Seeley, M.D., and John M.

Howard, M.D., of the National Academy of

Science; R. R. Hannas, Jr., M.D., of the

American Academy of General Practice;

Robert H. Kennedy, M.D., and Oscar P.

Hampton, Jr., M.D., of the American Col-

lege of Surgeons; Joseph H. Gerber, M.D.,

and Joseph K. Owen, Ph.D., of the Division

of Accident Prevention, U. S. Public Health

Service; James B. Hartgering, M.D., of the

American Hospital Association; Fred C.

Dauterich, Jr., of the American College of

Physicians; J. E. Brown of the White House
Office of Emergency Planning, and George

M. Wheatley of the National Safety Coun-

cil. Also invited were representatives from
the American Academy of Pediatrics.

As envisioned by Dr. Edwards, the con-

ference will delve into four principal areas:

• Ambulance service and the training of

ambulance personnel.

• The operation, staffing and equipping

of hospital emergency facilities.

• Improved medical education in emer-

gency procedures.

• Further research into the causes and

prevention of medical emergencies, whether

the result of accident or disease.

“We are faced not with a single problem

but with a complexity of problems,” Dr. Ed-

wards said.

“These add up to the fact that nationwide

too many emergency patients are dying

from want of fast and appropriate action

—

either because their would-be rescuers are

inept or because care facilities are inade-

quate.”

Most efforts to improve such conditions

have run up against lack of incentive or

lack of financing, Dr. Edwards noted.

“This means that in a sense emergency

service has been relegated by default to a

sidelight instead of a vital function in over-

all medical care.

“At present we don’t even know how
many ambulances there are in the nation,

let alone how many lives might be saved

each year among hundreds of thousands of

trauma patients if emergency care were
better.

“In any event, it is time we found out

what is possible through improved facilities

and improved understanding of the nature

of medical emergencies.

“We hope that the AMA conference on

emergency medical care will help initiate

such improvements by stimulating ap-
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In colicky infants Pediatric Piptal with

Phenobarbital slows down spasm, diminishes

pain and crying and improves feeding pat-

terns. It permits sleep and rest for patient and

family. The less than hypnot'c amount of

phenobarbital in the recommended dose
affords a mild, calming action and enhances

the antispasmodic action of Piptal (pipenzo-

late bromide). The latter drug, as reported in

the medical literature, has a favorable ratio of

effectiveness to side-effects which is unusual

in anticholinergics and thus is particularly

appropriate to pediatric use.

PEDIATRIC PIPTAL®
WITH
PHENOBARBITAL
each cc. contains 6 mg. phenobarbital (warning: may
be habit forming); 4 mg. Piptal® (pipenzolate bromide),

and 20% alcohol.

Pleasant-tasting Pediatric Piptal with

Phenobarbital is miscible in milk, formulas

and fruit juices, and may also be given by

dropper directly on the infant's tongue. Dos-

age is 0.5 cc. 15 minutes before feeding; in

severe cases, 1.0 cc. four times daily. High

doses may occasionally cause constipation

with tenesmus and, rarely, flushing without

fever. It is contraindicated in bowel obstruc-

tion or sensitivity to phenobarbital or anti-

cholinergics. Available in 30 cc. dropper

bottles, droppers calibrated to deliver 0.5 cc.

LAKESIDE LABORATORIES, INC., Milwaukee, Wisconsin 53201

LAKESIDE

PRODUCTS
FOR PATIENTS

YOU SEE

EVERY DAY
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propriate medical organizations, communi-
ties and government at all levels into con-

certed action.”

The price tag for such a program would
undoubtedly be considerable, he conceded.

“Emergency service is costly. But on the

other hand, it is not nearly as costly as the

high price of death in terms of both actual

and economic loss.

“For example, the price of a young man’s

death in an accident—if you can put a price

on life—goes beyond funeral expenses.

There is a loss of productivity that when
multiplied by tens of thousands of such

deaths each year gnaws at the strength of

the nation. There is a loss of income to his

family, which in many instances has to be

partially made up by public funds in terms

of aid and assistance. And, there is a loss

of opportunity for the man’s children, if,

for instance, his death means they can’t go

to college.”

An analysis of “our less than adequate”

state of emergency care by Richard F.

Manegold, M.D., director of the AMA’s de-

partment of hospitals and medical facilities,

indicates that much of it may spring from a

“fragmented haphazard approach.”

“Because a man has a driver’s license

doesn’t mean he is competent to drive an

ambulance,” Dr. Manegold said. “After all

he’s not delivering goods, like a laundry

man, but sick and injured people.

“Often he has vital decisions to make.

Should a patient with a broken back be

moved, or should more qualified help be

sought? Is mouth-to-mouth respiration

needed? Is the patient in shock? Can bleed-

ing be controlled?

“Unless ambulance drivers understand

such things, a life that could be saved

might slip away. And yet many ambulance
drivers don’t even know the rudiments of

first aid.

“What is obviously necessary is a pro-

gram to develop personnel for civilian use

similar to army medical corpsmen. They
would either accompany ambulances or

serve as ambulance drivers.”

Along with trained technicians for ambu-
lances, Dr. Manegold also suggested more
elaborate equipment.

“We can now monitor heart beat, blood

pressure and respiration of astronauts in

I 161

space. It seems to me that similar facilities

for ambulances could provide information

on a patient’s condition before he even gets

to the hospital. Another important piece of

equipment might be a cardiac pacemaker
similar to those now in use in intensive

care units of hospitals.”

Turning to the subject of hospital emer-

gency departments, Dr. Manegold said, one

of the greatest needs was for “coordination

of services.”

“Emergency rooms must be geared to

community requirements, rather than based

on some nebulous factor such as hospital

size,” he said.

In this context it is neither necessary nor

desirable that all hospitals have the same
type emergency facilities. If a particular

hospital is well equipped to handle accident

emergencies, it might then be better if the

hospital across the street organized its em-
ergency department to handle cardiac em-
ergencies, he explained.

“With a little coordination we can see to

it that one area isn’t overloaded with a par-

ticular type of emergency facility while an-

other area does without.

“This is not always the case today,” he

said. “For example, cardiac surgery rooms
became a sort of status symbol for hospi-

tals. Some went to great expense setting up
such facilities and staffing them with high-

ly-skilled teams only to find that they

didn’t receive enough cases for surgery to

make it worthwhile keeping the team to-

gether.”

Smaller communities in particular some-

times have special needs in regard to emer-

gency facilities. “We get some indication

of this from the fact that 70 per cent of all

auto accident deaths occur in communities

of 2,500 or less. In part the higher death

rate may be due to the fact that distances

are so much greater. But lack of staff

and equipment in many small hospitals is

also a factor, I think.”

The problem is that the size of the emer-

gency department is usually based on the

size of the hospital when in fact no such

correlation can be made. “Because a com-

munity may need only a 25-bed hospital

doesn’t mean that a first aid room can serve

as an emergency department,” he said.

“Other factors have to be taken into consid-
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eration—the proximity of a major highway,

for instance.”

In addition to all this, there is also the

situation created by what Dr. Manegold re-

ferred to as “the use of emergency facilities

as an after hours doctor’s office.”

“People with chronic complaints or with

nothing more pressing than an ingrown toe-

nail can be found in almost every emergen-

cy room. This is fine if a hospital can han-

dle such complaints. But in many in-

stances such non-emergencies may so over-

load emergency facilities that when the

trauma patient arrives the institution can’t

respond with adequate care.”

Of course facilities alone are not enough

without physicians to staff them. Inade-

quate staff—or what amounts to almost the

same thing, inadequate scheduling of staff

—

can be just as deleterious to good emergen-

cy care as an overtaxed emergency room or

an ambulance driver who doesn’t know

how to apply a tourniquet, Dr. Manegold
said.

Moreover, he believes that all physicians

must be competent in emergency tech-

niques, yet some enter into the practice of

medicine without ever having worked in an
emergency room.

“This is wrong,” he said. “No intern

should leave training without experience in

emergency care. At the same time we must
provide the wherewithall for continuing ed-

ucation so the practicing physician can

learn new emergency techniques as they

are developed.”

“We have in the nation today bits and
pieces of exemplary emergency care,” he
added. “Our objective now is to see that

this same degree of care is provided in all

communities.”

(AMA News Release)

Sept. 23, 1966

NORTHSIDE MANOR
HOSPITAL, INC.

(Non-profit)

811 Juniper St., N.E., Atlanta, Georgia

Phone: 875-8953

Area Code: 404

Winston E. Burdine, M.D., F.A.P.A.

Medical Director

This beautifully designed hospital offers

the most complete facilities in the South

for the care of the emotionally ill.

ALL TYPES OF PSYCHIATRIC
TREATMENT AVAILABLE

Co?nplete hospital facilities, including X-Ray,

Laboratory, Operating Room for minor emergen-

cies.

Occupational therapy—Recreational facilities

Building is beautifully decorated—completely air

conditioned—music in every room.

Member of : Georgia Hospital Association

—

National Association of Private Psy-

chiatric Hospitals

FOR SALE

Electronic Dry Copying Machine

Thermo-Fax, model 47, copy machine, with

stand. Equipment is like new and in excel-

lent condition. Price for machine and stand
—$175.00. Work requirements necessitated

purchase of larger machine. Contact: The
Tennessee Medical Association, 112 Louise

Ave., Nashville, Tenn. Phone: 291-4584
(Area Code 6 1 5).

It's your professional privilege

to replenish your ranks . .

.

Give to
medical education
through AMA-ERF

American Medical Association

Education and Research Foundation

535 N. Dearborn St., Chicago 10, Illinois
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PRINCIPLES OF MEDICAL ETHICS
of th

e

AMERICAN MEDICAL ASSOCIATION
PREAMBLE

These principles are intended to aid physicians individually and collectively in main-
taining a high level of ethical conduct. They are not laws but standards by which a
physician may determine the propriety of his conduct in his relationship with patients,
with colleagues, with members of allied professions, and with the public.

Section 1.—The principal objective of the medical profession is to render service to

humanity with full respect for the dignity of man. Physicians should merit the confidence
of patients entrusted to their care, rendering to each a full measure of service and devo-
tion.

Section 2.—Physicians should strive continually to improve medical knowledge and
skill, and should make available to their patients and colleagues the benefits of their pro-
fessional attainments.

Section 3.—A physician should practice a method of healing founded on a scientific

basis; and he should not voluntarily associate professionally with anyone who violates this

principle.

Section 4.—The medical profession should safeguard the public and itself against
physicians deficient in moral character or professional competence. Physicians should
observe all laws, uphold the dignity and honor of the profession and accept its self-im-

posed disciplines. They should expose, without hesitation, illegal or unethical conduct of

fellow members of the profession.

Section 5.—A physician may choose whom he will serve. In an emergency, how-
ever, he should render service to the best of his ability. Having undertaken the care of

a patient, he may not neglect him; and unless he has been discharged he may discontin-

ue his services only after giving adequate notice. He should not solicit patients.

Section 6.—A physician should not dispose of his services under terms or conditions
which tend to interfere with or impair the free and complete exercise of his medical
judgment and skill or tend to cause a deterioration of the quality of medical care.

Section 7.—In the practice of medicine a physician should limit the source of his pro-

fessional income to medical services actually rendered by him, or under his supervision to

his patients. His fee should be commensurate with the services rendered and the patient’s

ability to pay. He should neither pay nor receive a commission for referral of patients.

Drugs, remedies or appliances may be dispensed or supplied by the physician provided it

is in the best interests of the patient.

Section 8.—A physician should seek consultation upon request; in doubtful or diffi-

cult cases; or whenever it appears that the quality of medical service may be enchanced
thereby.

Section 9.—A physician may not reveal the confidences entrusted to him in the

course of medical attendance, or the deficiencies he may observe in the character of pa-

tients, unless he is required to do so by law or unless it becomes necessary in order to

protect the welfare of the individual or of the community.

Section 10.—The honored ideals of the medical profession imply that the responsi-

bilities of the physician extend not only to the individual, but also to society where these

responsibilities deserve his interest and participation in activities which have the purpose
of improving both the health and the well-being of the individual and the community.

Adopted June 7, 1957
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Founded in 1904

Highland Hospital, Inc.
ASHEVILLE, NORTH CAROLINA

Affiliated with Duke University

Contact: Medical Director, Highland Hospital, Asheville,

N.C. 28801

A non-profit, psychiatric institution, offering therapeutic

milieu, group and individual psychotherapy, and standard

somatic treatments. Limited day-patient and out-patient serv-

ices. The hospital is located in a 75-acre park amid the

scenic beauties of the Smoky Mountain Range of Western
North Carolina, affording exceptional opportunity for

physical and emotional rehabilitation.
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LACTINEX
®

TABLETS & GRANULES

LACTINEX contains a standardized viable

mixed culture of Lactobacillus acidophilus

and L. bulgaricus with the naturally

occurring metabolic products produced

by these organisms.

LACTINEX was introduced to help

restore the flora of the intestinal tract

in infants and adults .

1,2,3,4

LACTINEX has also been shown to be

useful in the treatment of fever

blisters and canker sores of

herpetic origin. 0,6, /,s

No untoward side effects have been

reported to date.

Literature on indications and dosage

available on request.

HYNSON, WESTCOTT
& DUNNING, INC.

(LX03I

BALTIMORE, MARYLAND 21201

References: (l) Siver, R. H.: CMD, 21: 109, September

1954. (2) Frykman, H. H.: Minn. Med., 36:19-27,
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Surg., Anes., & Hosp. Dental Sen-

., 310-312, July 1961.

(8) Rapoport, L. and Levine, W. I.: Oral Surg., Oral

Med. & Oral Path., 20: 591-593, November 1965.
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sideration for publication in the
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to the Editor, Dr. R. H. Kamp-

meier, Vanderbilt University Hos-
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should appear at the end of the

paper. The bibliographic references

must conform to the style used in

the American Medical Association

publications, as,—Alais, F. G. : What
Is Known About It, J. Tennessee
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The speaker reviewed the questions and problems which were posed in anticipation of the imple-
mentation of Medicare, and some trends which are appearing in the early months following its

establishment. Actually, of even greater interest is Title XIX and the implications of its implementa-
tion, and the need of state legislatures to seek the advice of the medical profession in a sensible

solution for this statute.

An Early Look (or Review) of Medicare*
JAMES Z. APPEL, M.D.f Lancaster, Pa.

During the last two or three months of

my tour of duty as President of the Ameri-

can Medical Association, the predominant

questions asked by news reporters, free-

lance writers, columnists and others of the

fourth estate were these:

What did I think would be the effects of

the beginning of Medicare?

Would hospitals be overcrowded?

Would doctors be swamped with aged pa-

tients?

Would doctors refuse to serve the aged?

How many physicians would confine their

billing of patients to the direct method, and

how many would accept assignment?

How many doctors would refuse to certi-

fy and re-certify need for hospitalization?

How likely would physicians be to raise

their fees?

Would hospital-based specialists walk

out?

To me, all of these questions were poppy-

cock. The answers had to be guesses. No-

body knew and nobody could know what

would happen in the future.

It reminded me of newly pregnant young

wives asking me to prognosticate the sex of

the baby. I always tried to find out what

the prospective mother preferred, and then

predicted the opposite. If I were wrong,

the mother got what she wanted and happi-

ly teased me about my error. If I were

right, there was some disappointment on

the part of the mother, but I was consid-

ered one smart doctor.

*Presented at the meeting of the Tennessee

Valley Medical Assembly, September 26-27, 1966,

Chattanooga, Tenn.

tPast-president, American Medical Association.

Let us look at some of those questions,

briefly.

Would hospitals be over-crowded? If the

proponents of medicare were correct, the

answer could only be “Yes.” If the medical

profession was right, the answer could only

be “No.”

Why? The proponents of medicare main-

tained there was a deplorable number of

aged being deprived of medical care be-

cause of inability to pay for it. On this as-

sumption one could only conclude that they

would rush for treatment once it became
relatively free.

The medical profession maintained that

high quality medical care was available to

all and the aged were receiving it as well

as others, in spite of the cost. Thus, except-

ing overutilization, there should be no rush.

Who was right? Was there an avalanche

of demand for hospitalization by the “neg-

lected and impoverished aged”? You an-

swer the question.

There was a 3 to 5% increase in bed occu-

pancy, up from a normal of a 25 to 30% av-

erage to 30 to 35 per cent.

Would doctors’ offices be swamped by the

aged? What are the figures? Have doctors

complained? The contradictory assump-

tions stated earlier in regard to hospitaliza-

tion apply here. Again, you answer the

questions.

Would doctors refuse to give service un-

der medicare to their aged patients? I have

heard no complaint on this score. Have

you? The only doctors I know who have

openly opposed giving such service have

been the pediatricians. I understand there

might be some rebellion in their ranks as to
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whether to limit their practice to the calen-

dar age of the patient, or the mental age. I

know I’ve been told I ought to see a pedi-

atrician!

Would doctors confine billing to the di-

rect method and refuse to accept assign-

ment? First reports from one of the most

conservative areas of the country indicate

selective use of both systems, depending on

the patient’s financial resources. This is

hardly a boycott of assignment.

Payments for hospitalization are running

far ahead of payments for medical services,

primarily because of earlier billing and

quicker satisfaction of deductibles. Thus we
get a more valid picture of the utilization of

Part A of the law. Yet there has been no

comment that payment to hospitals has

been refused because of failure by physi-

cians to certify or re-certify need for hospi-

talization.

Have physicians’ charges increased? Cer-

tainly the cost of health care has gone up

during the first six months of 1966. The
government reports that the cost of medical

services is up 3.4 per cent.

Not all of the public has become aware

that the category “Cost of Medical Serv-

ices” includes several components—such as

hospital costs, medical or physicians’

charges, and drug and appliance costs. It is

unfortunate that government persists in

classifying them all as medical costs. As a

result, and as of this moment, we are not

sure which aspects are responsible for the

increase in the cost index.

Heretofore, the rapidly increasing cost of

hospitalization has been the major factor in

determining the index. It might be in this

instance, too. Higher salaries for all hospi-

tal personnel, especially nurses, certainly

must be reflected in higher hospital costs.

The application of a new and more realis-

tic cost-accounting system, as required by
medicare, likewise will increase cost to the

in-patient and decrease it for the out-pa-

tient who has been subsidizing in-patients

because of inflated diagnostic and laborato-

ry prices necessary to off-set unrealistic

prices for beds, rooms, etc.

Costs of physicians’ services will also ap-

pear higher as a result of medicare, because

physicians who have been reducing rates

for their medically indigent patients can

now bill them at the regular rate.

The government has taken over financing

of older people’s medical costs, and has

publicly proclaimed that second-class fees

generate second-class service. The medical

profession does not believe this latter pre-

mise, but we certainly believe that we
should get full pay for our services if such

does not work a financial hardship on the

patient. There is now no further need for

the physician to subsidize certain of his

aged patients, so there well might be an in-

crease in physician fees for services to the

elderly as a group. But the application of

the increase to the limited number of

patient-beneficiaries of medicare should not

exert great effect on the index of national

physician charges.

The pharmaceutical industry disclaims

any increase in the cost of drugs. In fact, it

predicts the cost of drugs will drop.

These are only conjectures, but no one

can deny that spiralling inflation will be a

big factor in whatever happens. Not only

the inflation of today, but the probably con-

tinuing inflation of tomorrow because of the

failure of any agency—governmental, pri-

vate, industrial or labor—to indicate any

sincere desire to control it.

Providers of health services must look

into the future expecting still greater

inflation. This is particularly true when
they are confronted with a pricing mechan-
ism for their services based on reasonable

and prevailing costs and charges as deter-

mined by a third or fourth party. This sys-

tem provides no clear-cut way to adjust

costs either for inflationary or deflationary

defense.

It is, of course, too early to give responsi-

ble answers to any of these questions. My
concern regarding them was not so much
the answers, as the questions themselves.

Since the answers are purely conjectural,

they are not worth much. At the same
time, the questions indicate to me that the

questioners are overlooking some potential-

ly serious problems confronting our nation.

It was surprising that almost no interest

was shown in what could be a much bigger

problem. I am referring to Title XIX of

Public Law 89-97—the extensions of the

Kerr-Mills law. I have been speaking
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about this subject for some time, but I have

usually had to sneak it in under a different

subject for lack of interest.

It took action by the New York state leg-

islature to call attention to the pitfalls in

this piece of legislation. They had appar-

ently been overlooked by the public, by the

medical profession and even by those who
created the law.

The American Medical Association sup-

ported this Title of PL 89-97. It satisfies

several principles long held by the AMA
in regard to the role of government in

financing health care.

It is applicable only to the needy or near-

needy. It is administered at the state level.

It receives much of its money from the gen-

eral treasury. Thus it is largely financed

through progressive personal and corporate

income taxes, rather than through a regres-

sive tax system such as social security

which puts the greatest burden on the less

wealthy.

Title XIX, unlike Title XVIII, reaches its

ultimate coverage by evolutionary stages

over a nine-year period. The schedule per-

mits states, facilities and personnel to ad-

just themselves to the jobs they will have

to perform.

Fear has been expressed that medicare’s

Title XVIII is the first step toward a na-

tional health system which will eventually

erase the age factor and cover all people

for all health care, at the same time rigidly

controlling all members of the health serv-

ices industry.

Yet the benefits of Title XIX are much
more extensive than those of Title XVIII.

In fact, they just about cover the full gam-
ut of conceivable health needs, with no de-

ductibles and no co-insurance.

The only real obstacles to Title XIX be-

coming a comprehensive national health

service are that the eligibility is determined

by personal income and that part of the

costs must be carried by the individual

states.

Congress, however, could very quickly

change the latter by changing federal-state

grant ratios. As to the former, any politi-

cally-motivated and economically-innocent

state legislature can make a shambles of

realistic measurement of medical indigency.

One state has already done so.

To some extent the federal government
has played pretty fair in the implementa-

tion of Title XIX. The regulations for it

have been general, leaving it up to the

states to work out specifics. This coincided

with the AMA philosophy that health needs

of the people can best be determined at a

local level.

Administration, specific benefits, determi-

nation of costs, methods of providing serv-

ices and criteria of need are all determined

by the state government.

Have state governments proved responsi-

ble? From our point of view, most have.

Some have not.

The premise of our support of Title XIX
was based largely on state administration.

Why? It has been our feeling that the clos-

er we get to home, the better we know our

problems.

But do we?
Well, we physicians know the cost of liv-

ing. We know the where-withall of our pa-

tients. We recognize the less fortunate in

our local society.

But do we accept continuing responsibili-

ty for them? Or do we engross ourselves

in our day-by-day calls and forget the local

social problems that confront us and plead

for attention? Now that Congress has

passed a law that purports to correct the

problems, do we decide we have no further

individual obligations?

History compels me to answer these ques-

tions in the affirmative. And the history

that is my authority was compiled by state

performance under the Kerr-Mills law.

Kerr-Mills enjoyed effective implementa-

tion in some states. It was woefully in-

efficient in others. It was overly efficient

in at least one state.

The American Medical Association had

believed that state administration would re-

sult in more efficient and more effective im-

plementation of any health service. It had

also believed state administrations would
respond more to the advice of the state’s

medical profession and guidance. The fail-

ure of Kerr-Mills, where it failed, can be

laid at the feet of irresponsible state gov-

ernment or ineffective guidance by the

medical profession. In many instances prob-

ably both were involved.

Was the AMA naive in thinking that
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with the extensions of Kerr-Mills, these

two situations would correct themselves? I

hesitate to say either “Yes” or “No.”

By and large, state legislatures respond-

ing to Title XIX have demonstrated respon-

sibility. And in those states, I am sure, the

state societies have played an effective role

as consultant. But some legislatures have

played the “give-away game,” either in

spite of, or without advice by the state

medical society.

In one state income limits have been un-

realistic, at least from a statewide view-

point. The extent of coverage at the onset

of implementation has been so wide that it

is questionable whether the health profes-

sions have personnel or facilities to provide

them. And just as the proponents of all

governmental programs to finance health

services have repeatedly underestimated

costs, so at the state level legislators have

grossly underestimated the cost. Congress

apparently gave little consideration to the

cost factor of Title XIX. In a way, it per-

mitted state legislatures to determine the

amounts of federal money to be spent in the

state. The state legislatures were not

daunted by the state and county share of

costs.

As long as the state restricts the types of

benefits to those required by the federal

law, the Department of Health Education

and Welfare is obligated to grant the state

the percentage determined by the law. This

is the only example I know in which Wash-
ington has given a state authority to write

federal checks.

State legislatures were not limited to any
maximal income for people who would be

eligible. There were minimal limits in that

the program must cover already established

income categories receiving cash grants.

But the upward limit was left to the judg-

ment of the state.

Using a single income figure as a criter-

ion of need can become unrealistic in states

that have high-cost-of-living metropolitan
areas as well as low-income rural areas.

But the federal law provided that income
limits must be uniform throughout the

state. So perhaps we should not be too

harsh on New York, which originally set

eligible income levels so high that some es-

timated 44% of the state’s population would
be covered.

States with large, expensive systems of

state hospitals, primarily to serve the indi-

gent, do not wish to see these hospitals de-

pleted of patients. Thus, there is the dan-

ger of including provisions that would deny
free choice of physician. It put real fear in

the hearts of New York physicians when
the Commissioner of Welfare reportedly

made just such a threat—primarily as a

way to control costs.

If the medical profession continues to be-

lieve that health care financing can be done
better at the state level than at the federal,

state medical societies must exercise strong

and effective influence on their state legis-

latures to adopt responsible enabling leg-

islation and thus insure that the “open end-

edness” of Title XIX is not closed by
congressional amendments. It has been re-

ported that some congressmen advocate

placing a dollar limit on the matching grant

to each state. Also, that the federal gov-

ernment should set maximal limits on in-

come eligibility.

While there seems to be no move as yet

to limit fees paid for physicians’ services,

we do know that some members of Congress

have called for an investigation of the so-

called “liberality” of the Department of

Health Education and Welfare in defining

“reasonable costs and charges.”

Thus, it behooves each state medical so-

ciety to prevail upon its state lsgislature to

establish reasonable limits to income eligi-

bility. There can be no deductibles to wel-

fare cash beneficiaries. Those who do not

receive cash welfare benefits, however, are

subject to deductibles. The income limit

for these two groups must be carefully and
realistically drawn.

I would refer you to Report D of the

Council on Medical Service, adopted by the

AMA House of Delegates in June. This re-

port pointed out that medical indigency

does not depend on income alone, but also

on the effect of medical expenses on the

family’s income.

State Medical societies should insist that

the enabling acts guarantee free choice of

physician and hospital to all beneficiaries of

the program. And since the law requires

that physicians and hospitals accept as full
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payment the amounts designated by the

state, efforts should be made to insure that

the fee schedule is in keeping with the usu-

al, customary and reasonable concept for

charges of physicians and costs of hospitali-

zation. Enabling acts should provide for

state advisory committees to the state ad-

ministrative agency, and such committees

should have a reasonable proportion of

physicians as members.

These are just a few of the pitfalls to

which state medical societies should be

alert. For guidance and further informa-

tion, I would suggest close contact with the

Title XIX Information Center in the De-

partment of Governmental Programs of the

AMA.
In conclusion, I would only state that the

concept of Title XIX is laudable—a pro-

gram extending the helping hand of gov-

ernment to those among our citizens who
need assistance in financing necessary med-

ical care. The determination of need is left

to the states, as it should be, and so is ad-

ministrative control over the program.

Title XIX provides the states with a

mechanism, in cooperation with the federal

government, by which the burdens of

financing needed medical care can be eased

for the less fortunate of our citizens.

But whether it proves to be a blessing or

a calamity will depend on the wisdom of

the members of the 50 state legislatures

which are charged with the responsibility

of enacting legislation to implement this

program, and the activity of the state medi-

cal societies in advising their respective

legislators. Its success and effectiveness will

also depend on the judgment of those who
administer the state programs.

One of the virtues of Title XIX is that

hasty and unwise decisions in one or two

states can be limited to those states and

need not be spread throughout the nation.

A program totally controlled and adminis-

tered in Washington could become a swift

national disaster as a consequence of hasty

and ill-considered decisions. Administra-

tive control and determination of need on

a state-by-state basis offers a safeguard

against such an eventuality.

TO ALL MY PATIENTS

^
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$^>e/best medical service is based

on^a friendly mutual under-

standing between doctor and patient.

This attractive office plaque, available from the

American Medical Association, will encourage
better understanding between you and your
patients. Suitable for wall or desk display, the

plaque measures 6 x lO 1/^". The lettering is

white on a dark brown background and the

frame is durable beige plastic. The plaque is

designed to blend well with any office decor.

Cost of the plaque is $1.25, postpaid. To

place your order, write to the Order Depart-

ment, American Medical Association. Make
check payable to the AMA.

AMERICAN MEDICAL ASSN.

535 North Dearborn St. • Chicago, III. 60610
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CASE REPORT

Anemia Associated with

Laundry Starch Eating*

Bruce B. Bellomy, M.D. and

Thomas McC. Chesney, Knoxville, Tenn.

The habitual eating of corn starch, pri-

marily by negro women and often in rela-

tively large quantities, is a common prac-

tice in certain areas of the United States.

This report describes the complication of

anemia occurring in a young negro woman
whose diet, over a prolonged period, includ-

ed large quantities of laundry corn starch.

This peculiar dietary habit is seemingly far

more common than is generally realized by

most physicians, and needs to be considered

in the evaluation of anemia.

Case Report

A 20 year old unmarried, nulliparous negro

woman entered the hospital on July 20, 1966 for a

tonsillectomy. Except for the occasional occur-

rence of bouts of tonsillitis, her general health was
considered to be good. Menarche was at age 13

and menses were described as regular, not exces-

sive in amount, and lasting 3 days. There was no

history of unusual blood loss.

On physical examination the patient was a nor-

mally developed, well nourished appearing young

woman in apparent good health. The vital signs

were all within normal limits. The tonsils and

adenoids were greatly enlarged; no other abnor-

malities were noted.

The initial laboratory data revealed a Hgb. of

8.5 Gm., and a PCV. of 29%. The WBC. count

was 3800 with 42% neutrophils, 51% lymphocytes,

and 7% eosinophils. Microscopic examination of

the peripheral blood smear revealed hypochromic
microcytic erythrocytes in the absence of other

abnormalities. Routine urinalysis and serologic

test for syphilis were both negative.

Further laboratory studies included: a BUN. of

7.8 mg., serum bilirubin of 0.4 mg., total serum
protein level 7.0 Gm., with albumin 3.2 and glob-

ulin 3.8 Gm. per 100 ml. Sickle cell prepara-
tions were negative and hemoglobin electrophore-

sis revealed no abnormalities, including a normal
hemoglobin A2 level. Multiple stool examina-
tions were negative for ova and parasites, though
guiac tests for blood were 2+ on two occasions

and 1+ on one occasion.

Radiologic examination of the upper and lower
gastrointestinal tract for possible source of blood
loss was entirely negative.

*From the Department of Pathology, Fort San-
ders Presbyterian Hospital, Knoxville, Tenn. (Mr.

Chesney is a third year medical student at Van-
derbilt University School of Medicine.)

Because of the moderately severe anemia ton-

sillectomy was deferred.

An initial dietary history indicated an appar-

ently adequate diet. Further and more detailed

probing, however, brought to light the fact that

the patient had been eating a one pound box of

laundry starch (Argo brand) daily for several

years. This was eaten both between meals and
often as a major item in her regular meals. Treat-

ment consisted of iron orally and the advice to

discontinue the eating of starch.

Hematologic studies after 8 weeks of therapy

with ferrous sulfate (0.6 Gm. per day) and com-
plete abstinence from eating corn starch revealed

a Hgb. level of 12.9 Gm., and PCV. of 40%, with a

normal platelet and WBC. count and differential

picture.

Comments
Precise figures as to the incidence of ha-

bitual eating of corn starch are not widely
available though the practice is probably

common. Ferguson and Keaton1 found that

41% of a large group of negro women in

Mississippi were starch eaters, and 27% of

the group ate clay as well. The amount of

starch eaten varied from only a few mouth-
fulls per day up to as much as one and
a half pounds. In the obstetric clinic at

Ohio State University Hospital, Silverman2

found that 25.5% of 172 consecutive patients

had eaten corn starch at some time; of the

starch eaters 88.6% were Negroes. The form
of starch eaten by the patient described

here, as well as in all of the cases which we
have seen described, has been Argo corn

starch (manufactured by Corn Products

Company) which is marketed in a dry form
in lumps having a granular consistency.

Sage3 has calculated that a pound of corn

starch contains 86% carbohydrates, 14%
water and yields 1590 calories. Being essen-

tially iron-free, an habitual diet rich in

corn starch will be conducive to iron

deficiency and obesity. The pathogenesis

of the anemia is related to long term men-
strual and/or obstetric blood loss in combi-

nation with chronic dietary insufficiency in

iron.

Other significant complications of the

long term eating of corn starch have been

described, including bilateral enlargement

of the parotid gland and formation of gas-

tric bezoars. In the case reported by Sil-

verman 2 there was diffuse swelling involv-

ing both parotid glands occurring in a 29

year old negro woman who had eaten one-

half pound of Argo starch daily for a num-
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ber of years. Histologic examination of the

tissue of the parotid gland revealed changes

which suggested the presence of a work hy-

pertrophy secondary to prolonged ingestion

of starch. Formation of bezoar is apparent-

ly a rare complication in the starch eater.

The case of Allan and Woodruff4 is the

only description of such a complication in

the recent literature and involved an 18

year old girl who developed gastric ob-

struction because of a starch gastrolith. She
had been eating 3 or 4 boxes of corn starch

daily over a one year period.

An attempt to explain or understand the

habit of eating starch probably requires a

further look into peculiar dietary habits

seen in southern Negroes in years past. The
practice of clay eating is much older and
has been recognized since at least 1811, and

to this day is practiced to some extent.5

The origins of the habit of clay eating may
be traced back to the days of southern slav-

ery, and explanations have been advanced

for the practice such as a deliberate desire

to induce illness, the use to relieve hunger

pains, and the pleasures of chewing have
been put forth. White, kaolin-like clays

are preferred for this use, having a some-

what tart or “puckerish” flavor. The prac-

tice of eating clay, once established, often

becomes a craving which borders on habi-

tuation and a ready source of the desired

clay may become a carefully guarded se-

cret. The eating of corn starch, it may be

postulated, serves as a substitute for clay

which in an urban environment, or for oth-

er reasons, may not be readily available. At
any rate the practice is apparently relative-

ly common, and once begun, seemingly,

tends to be continued over long periods, at

least by some individuals.

Summary

A case of moderately severe hypochromic

microcytic anemia is described, occurring in

a young negro woman who had eaten large

quantities of corn starch over a prolonged

period. It is suggested that this dietary

practice among negro women is relatively

common and needs to be considered in the

evaluation of anemia.
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This review should be read with thought, especially by him who has entered practice more recently.
One reason for breaches in consulting etiquette in practice is the freedom with which most patients
on a service are seen by the house staff in training in an atmosphere of collective responsibility which
is essentially impossible in private practice. It takes some time to learn that the Golden Rule is es-
sential to consultations. Without a doubt it is the patient who suffers in the long run by breaks in the

established customs of consultation.

Regarding The Referral*

JOHN H. BURKHART, M.D, Knoxville, Tenn.

In the beginning I need to establish one

point for clarification, then I must establish

a basic premise, and follow this with a very

tacit admission. The point that must be

clarified is that the statements and opinions

in this presentation are from the viewpoint

of one family physician. The premise is

that we are not concerned with the question

that has occupied too much of our time al-

ready,—the useless and unbecoming dissen-

sion within the profession and beneath its

dignity, as to who can render the best pa-

tient care, the general practitioner or the

specialist. The admission I must make is

probably quite obvious and unnecessary,

namely, that as one who has been engaged

in the practice of medicine a little less than

two decades, I am not qualified to talk about

“the good old days” or by experience to sup-

port a comparison of how things were then

and are now in the relationship of the con-

suiter and the consultant. Rather I must

base what I think and say about this rela-

tionship upon how I see it now as compared

to what I believe it has been in medicine’s

more recent past. What I am saying is that

it would appear that over the years there

has been a deterioration or breaking down
of some of the more elementary principles

in the phase of medical practice known as

the referral, to the end that some of its value

has been diminished, and that it is the pa-

tient who is most often caught in the middle.

Whether or not this is true, it is on this sur-

mise that I attempt to justify the remarks
which I shall make this evening.

From the earliest days of medicine until

now it has been an accepted fact that no one

physician, no matter how intelligent, well

trained, or experienced, could know all

there was to know about diagnosis, treat-

*Read at the meeting of the Knoxville Academy
of Medicine, Nov. 8, 1966.

ment, or the vast accumulation of medical

data. Thus, in many cases, if the signs and
symptoms did not point to a clear cut diag-

nosis and in which the accepted treatment

was more or less standardized, two heads

might be better than one and many times

three or four might be better than two.

The honest, sincere, and humble physician,

therefore, does not hesitate to seek the opin-

ion and advice of his peers to the end that

the patient’s chances for evaluation and suc-

cessful therapy will be enhanced. There

have always been certain rules of this game,

and until the modern era of medicine
brought with it such a vast amount of spe-

cialization and subspecialization, along with

the preoccupation of the lay press with med-
ical matters and the public’s frantic quest

for the ultimate in medical care, these rules

were rather rigidly followed. If they were
not, the physician who did not follow them
was branded as unethical and read out of

the inner circle of ethical medical practice.

Today these rules and principles are not

followed as rigidly. It is my opinion, which
may or may not be shared by other members
of the profession, both generalists and spe-

cialists, that the art and value of the consul-

tation have been compromised by the pres-

sures of time, volume, and expedience, and

in this situation both the profession and the

patient have been the loser.

Now I would not wish you to believe that

I think this is a matter of earth-shaking or

profound significance, or that the progress

and promise of medicine have been unalter-

ably affected or delayed, or that the patient

has been deprived or denied of what is best

for him simply because we have, as mem-
bers of the profession, permitted here and

there a breech of the established ground

rules in the matter of consultation. Most

physicians can and do swallow their pride,
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shrug off slights, and ignore insults, if doing

so seems to them to be in the best interest of

their patient. But the fact of the matter is,

it seems to me, that the interest of the pa-

tient might be served even better if it were

not necessary to do any of these things if

more attention were given to the basic prin-

ciples involved in the consultation and the

referral. Actually, there are only two basic

principles, common courtesy and the Golden

Rule. And so for the sake of brevity and to

avoid belaboring the subject any longer, I

would simply like to list a few ways in

which these two fundamental precepts can

and should be followed in the procedure of

consultation and referral from the stand-

point of both the consulter and the consul-

tant, and what each has a right to expect

from the other, bearing in mind that the

whole procedure has only one basic motive

which is to arrive at what is wrong with the

patient under consideration and what can

best be done about it.

First, I think it essential to recognize that

the physician whom the patient sees first,

however he got there, is the one in charge,

unless this responsibility is delegated by

mutual consent. This means that when the

original physician, with the understanding

and consent of the patient, sends him to an-

other physician for advice and opinion, this

and this alone is what he should receive. It

is incumbent upon the referring physician to

clearly state to the consultant what is re-

quested, along with the essential facts of the

case that have already been established, how
it has been handled up to that point, what
conclusions have been reached, and to whom
the consultant is expected to report. There

was a time when all consultations involved

the consultant seeing the patient only in

the presence of the referring physician, con-

ferring with him at the bedside or private-

ly nearby, and the opinions and decisions

reached being then communicated to the pa-

tient and/or the family by the referring phy-

sician in the presence of the consultant as a

means of mutual protection and to avoid any

misunderstanding. Strict adherence to this

tradition is somewhat impractical and now
seldomly followed. However, it is still prop-

er that the opinion, views, and advice of the

consultant be communicated to the patient

by the referring physician rather than by
the consultant himself, simply because in

most cases it is the referring physician who
suggests and seeks advice rather than the

patient, and it is he who should receive and

act upon it except in emergencies where
time is an over-riding factor or when the re-

ferring physician specifically asks the con-

sultant to communicate his opinions and ad-

vice to the patient. The patient should re-

turn to the referring physician to hear from

him the decisions that have been reached.

As was pointed out previously, the consul-

tant has a right to know all the referring

physician knows about the patient and what
he, the consultant, is expected to do. If the

referral is a complete transfer of the patient,

the new physician is then on his own and

need not call the referring physician for per-

mission to obtain other consultations or to

proceed with treatment; however, unless

this transfer is complete it is not proper for

the consultant further to refer the patient in

a sort of “Tinkers to Evers to Chance” ar-

rangement, or to prescribe or even to initi-

ate treatment for the patient. Here I think is

one of the most commonly committed sins.

All of us have had the experience of re-

questing a consultation on a hospitalized pa-

tient and having the consultant see and ex-

amine the patient at his own convenience,

when the referring physician was not pres-

ent, arrive at a conclusion and then proceed

to write orders on the chart to carry out

further diagnostic procedures or to initiate

therapy. This is a short cut which is tacitly

accepted but which very often succeeds in

breaking down the complete trust and mu-
tual confidence which is so necessary be-

tween consulting physicians. I once sent a

patient with a suspected inguinal hernia to a

surgeon friend, new in practice, for his opin-

ion with the full intention of asking him to

do the herniorrhaphy if indicated. He did

return the patient with the opinion that a

hernia repair was not indicated, but the pa-

tient was now minus two nevi on his face

and one on his back, all three having been

electrically dessicated by the consultant at

his own suggestion. Now I have no doubt

that the patient was better off for having lost

his nevi, or certainly no worse off, but my
Hyfrecator was new and not paid for either,
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and these nevi on my patient were out of

bounds to the consultant, not because I had

any claim staked on them but simply be-

cause they were not what the consultation

was about. Many have had the experience

of having a patient return, after having been

seen in consultation, with the statement that

the physician to whom he had been referred

informed him that the treatment up to now
had been wrong, and that the new and most

accepted medications for his ailment were

those contained in the prescriptions clutched

in his hands. I maintain that it is the con-

sultant’s right to have and to express his

opinion regarding the case that has been re-

ferred to him, but it is likewise the refer-

ring physician’s right to accept or reject the

advice and opinion proffered by the consul-

tant. The patient should not be put in the

middle by either, nor should he have his

confidence in either physician shaken by

the other.

Of course it is not always the general

practitioner family physician who consults

the specialist regarding the management of

his patient. Many times the consultations

are between specialists within the same spe-

cialty or in different specialties, and like-

wise in many instances the specialist who
sees the patient initially for some specific

condition needs to consult with the family

physician who has seen the patient in the

past. These varying conditions of consulta-

tion require varied arrangements and un-

derstandings, but the same basic premises

hold. At this point I think it would be help-

ful to consider the opinions and reports of

the Judicial Council of the American Medi-

cal Association in its interpretation of Sec-

tion VIII of the Principles of Medical Eth-

ics, which is specifically concerned with the

matter of consultations. Note that in this

elucidation of Section VIII no reference is

made to the general practitioner, the family

physician, or the specialist. It is assumed

that any physician can and will be the refer-

ring physician, and any physician can and

will be the consultant, and that the basic

principles apply to all.

I would like to summarize Section VIII of

the Principles of Medical Ethics for you in

support of some of the points I have just

made. It states that, “A physician should

seek consultation upon request; in doubtful

or difficult cases; or whenever it appears

that the quality of medical service may be

enhanced thereby The Judicial Council of

the American Medical Association then pro-

ceeds to interpret this principle in specific

situations. It states that in every consulta-

tion the benefit of the patient is of first im-

portance, that when a patient is sent to

a consultant and the physician in charge

of the case cannot accompany the patient,

the physician in charge should provide the

consultant with a history of the case, togeth-

er with the physician’s opinion and outline

of the treatment, or as much of this as may
be of service to the consultant, and that as

soon as possible after the consultant has

seen the patient he should address the physi-

cian in charge and advise him of the results

of the consultant’s investigations. It further

states that when a physician has acted as a

consultant in an illness he should not be-

come the physician in charge in the course

of that illness except with the consent of the

physician who was in charge at the time of

the consultation. In delineating the respon-

sibility of the attending physician the Judi-

cial Council clearly is of the opinion that the

physician in charge of the case is responsible

for treatment of the patient. Consequently

he may prescribe for the patient at any time

and is privileged to vary the treatment out-

lined and agreed upon at a consultation

whenever in his opinion such a change is

warranted. However, says the Judicial

Council, after such a change it is best to call

another consultation; then the physician in

charge should state his reasons for departing

from the course decided on at the previ-

ous conference. When an emergency occurs

during the absence of the physician in

charge, a consultant may assume authority

until the arrival of the physician in charge,

but his authority should not extend fur-

ther without the consent of the physician

in charge.

These Principles of Medical Ethics, as

they pertain to consultations, would appear

to be based on nothing more mysterious

than mutual trust, respect, and courtesy be-

tween physicians. When the referring physi-

cian sends the patient to the consultant with

no information or specific request, when he
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ignores the advice of the consultant without

good reason or belittles it in the presence of

the patient, when the consultant receives

the referred patient and undermines his

confidence in the referring physician, pre-

scribes, treats, operates, or further refers

him without the express consent of the re-

ferring physician, or fails to promptly re-

port his opinion to the referring physician,

then neither trust, respect, or courtesy are a

part of the transaction. Without these at-

tributes medicine is not a profession and the

practitioner is unworthy of his calling. Re-

spect breeds respect.

Referral is a two way street, and the obli-

gations run both ways. Both consulter and

consultant have rights as well as responsi-

bilities. The subject of the consultation is

the one for whom both are established. The
referring physician should refer for consul-

tation; report any peculiarities or anything

unusual he may have told the patient; for-

ward all pertinent information that he has

available; select a consultant whose ability

and integrity he respects, and then give full

support to his opinions and actions. The
consulting physician should keep the refer-

ring physician promptly and fully informed;

return the patient to him as soon as the indi-

cated service is rendered; avoid treating the

patient beyond the call of the indicated serv-

ice or for any unrelated problem that may
arise during the consultation without the

express consent of the referring physician.

These guidelines may seem almost too ob-

vious to talk about, but they are none the

less followed all too infrequently. Physi-

cians are busy people, but no one should be

too busy to advance the welfare of his pa-

tients or himself.

One final word concerning that essential

and indispensable ingredient in any satisfac-

tory and happy physician-patient-physician

relationship, from the standpoint of either

the patient, the referring physician, or the

consultant. Almost everyone admires can-

dor in a physician, but it is quite often more
politic to be tactful than it is to be candid. It

is usually better to say, “I am sure that if

Dr. Smith had not been so terribly over-

worked he would have arrived at the same
diagnosis I did,” than to say, “That knuckle-

head couldn’t diagnose his way out of a wet
paper bag.” Or, “Yes, you went to the only

man in the country who could have per-

formed that operation,” instead of, “Old

Cutandslash is the only man in the country

who still does that operation.” Remember
your diploma only starts you in practice; it

is your diplomacy that keeps you there.

Your Contribution to the

Tennessee Medical Association

Student Education Fund

Is Urgently Needed!
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of the

MID-SOUTH POSTGRADUATE

MEDICAL ASSEMBLY
FEBRUARY 15. 16, 17, 1967

at the

Sheraton - Peabody Hotel Yk Memphis, Tennessee

Outstanding' speakers will present half-hour lectures on subjects of

interest to both general practitioner and specialist. A well balanced

program is offered. This meeting of the Mid-South Postgraduate Medical

Assembly should be, MUST ATTEND, on the calendar of every physician.

The Annual Banquet will be held Thursday evening, February 16, 1967,

in the Skyway. Join your colleagues in dining and dancing to the music

of Berl Olswanger, “Mr. Music-Man.”

Hotel Reservations Are Being Accepted at the Sheraton-Peabody Hotel

Make Your Plans Now to Attend the

Seventy-Eighth Annual Meeting—February 15, 16, 17, 1967

SHERATON-PEABODY HOTEL • MEMPHIS, TENN.



How Does TMA Help • Here's how:
Doctors in Practice? The TMA provides information on important issues affect-

ing physicians, including scientific, business, and socio-
economic problems Association benefits include the an-
nual meeting, the 132nd to be held April 13-15, 1967, in
Memphis, where physicians may further their scientific edu-
cation, participate in conducting the Association's busi-
ness, and enjoy the fellowship of their colleagues
Sponsors conferences in the legislative and socio-economic
area Exerts leadership to solve medical problems as they
arise and serves as an advance clearing house on numerous
issues Provides a placement service for physicians and
communities seeking the services of a physician Studies
the ever-increasing problems relating to the legislative
side of medicine and developing action programs Provides
office planning guides and practical aids as developed by
the AMA Continually studies and interprets the regula-
tions and changes occurring in Medicare Sponsors six
group insurance programs, including sickness & accident,
life, major hospital, professional liability, overhead ex-
pense, and accounts receivable plans Maintains a con-
stant contact with state legislators and members of Congress

Keeps records on practicing physician members
Through its headquarters, provides a center for health in-
formation available to the public Offers scores of other
services designed to keep the physician abreast of the times
and to help him to practice the best medicine.

AMA Services • In answer to the question, "What do I get for AMA
dues?", here is a partial list: Four free publications
(weekly Journal, choice of ten specialty Journals, AMA
NEWS, and Today's Health) ; answers to medico-legal, socio-
economic, and scientific questions; guides to medico-legal
forms and authorizations ; access to a list of all physicians
in the United States; current data on new drugs; physicians'
question and answer service ; the two largest medical meetings
in the World each year, and many special symposia and con-
ferences ; up-to-date information on state and national medi-
cal and health legislation, reports on developments, and
appropriate action on such measures ; medical and health
careers support and stimulation; guides for starting and/or
improving medical practice ;

representation by 235 delegates
to the AMA House are elected by the more than 200,000 physi-
cian members of 2,000 local medical societies; coordination
of the medical profession's views, needs, plans, and scien-
tific progress through a unified organization.

# Considerable misunderstanding seems to exist concerning
telephone book listings. According to the Tennessee Licens-
ing Board for the Healing Arts, physicians should designate
their field of practice as listed by the Licensing Board.
The word, "Clinic" should not be used with a physician's
name in his phone book listing.

Telephone Book
Listings



TMA Distinguished

Service Awards

—

Nominations Should
Be Submitted

Favorable Tax Treat-

ment for Self-

Employed

Reimbursable Rates to

Hospitals by the State
of Tennessee

Workmen's
Compensation

• TMA's Board of Trustees established a maximum of three
"Distinguished Service Awards" to be made to physician mem-
bers each year after receiving nominations from county so-
cieties, or from any member of the Association. The awards
are presented at the annual meeting each April. For infor-
mation in submitting candidates names, the following cri-
teria should be followed: (1) Any member of TMA in good
standing is eligible for nomination, and any member in good
standing may nominate a recipient for this award. (2) The
nominations for the award will be evaluated by the Board of
Trustees and such nominations, with factual supporting data
should be filed with the Executive Director of TMA NOT LATER
THAN JANUARY 1 preceding the annual meeting. The data should
provide: (a) Biographical information on the nominee, in-
cluding a recent photograph, if possible. (b) Medical edu-
cation and training of nominee. (c) Professional history,
including private practice, specialty training, contribu-
tions to medical literature, teaching affiliations, staff
connections, etc. (d) Detailed description of a specific or
general contribution or accomplishment of the nominee to
the advancement of medical science or any of the phases upon
which the nomination is to be based. (e) Substantiating
evidence of merit including printed materials, publications,
articles, and other citations. (3) All nominees for the
Distinguished Service Awards will be evaluated with not
more than three being made in any one year. (4) The Board
of Trustees will present the awards with appropriate cere-
mony during the annual meeting in April, 1967.

• The 89th Congress closed its session with a spurt of ac-
tion on measures affecting the medical profession, including
the approval of a more favorable tax treatment for self-
employed retirement savings.

The Congress liberalized the Keogh Law which has been
approved unanimously by the House earlier. This permits
self-employed persons such as physicians, to deduct up to
10% of their income to a maximum of $2,500 in savings in
qualified pension plans. Present Law allows only a deduc-
tion of one-half of this amount. The new provision, opposed
by the Administration, may encourage physicians to set up
retirement plans. Medicine had urged Congress to approve
the plan to make tax treatment of the self-employed on re-
tirement funds similar to that of salaried employees.

• The comptroller of the Treasury of the State of Tennes-
see is charged with the responsibility of establishing re-
imbursable rates to those hospitals that render care to pa-
tients under Indigent Hospitalization programs administered
by the State of Tennessee. Since actions of the state comp-
troller may also affect physicians, the comptroller's office
has furnished the following information to TMA: "Hospitals
in supplying cost data to the State have included the cost
of professional services of radiologists and pathologists
as part of their overall operating cost. The hospitals in
turn collected for these services as a part of their bill to
the patient. However, since radiologists and pathologists
have begun to bill separately for their services, the State
of Tennessee has taken the position not to pay a separate
fee to radiologists and pathologists until the respective
hospital has notified the comptroller's office that these
specialists are billing separately. Once notified of separ-
ate billing, the comptroller will make an adjustment in that
hospital's reimburseable rates and then authorize the pay-
ment of a separate fee for the service of these physician
specialists.

"

• At the present time in Tennessee, nearly twenty-six per-
cent of all workmen's compensation cases and nearly thirty-
two percent of total costs are attributed to back injury
cases.



Hadley Williams, Public Service Director

Three Physicians • Three physician members of the Tennessee Medical Associa-
Elected to the tion have been elected to the House of Representatives of
General Assembly the 85th Tennessee General Assembly.

Dr. John D. Peeples, Jr., of Memphis, a plastic surgeon,
will represent the 10th District of Shelby County. Dr.
Grailey H. Berryhill of Jackson, an otolaryngologist, is
Madison County’s Direct Representative and Dr. Dorothy L.
Brown of Nashville, a general surgeon, will represent David-
son County's 5th District. Dr. Peeples and Berryhill ran as
Republicans and Dr. Brown as a Democrat.

The General Assembly, which will convene in early Jan-
uary, will have 59 Democrats and 40 Republicans in the
House. This represents a gain of 15 House seats for the
Republicans. The Senate composition will be the same as the
84th General Assembly with 25 Democrats and 8 Republicans.

Legislative Committee # The TMA Legislative and Public Policy Committee has been
Sponsors Meetings active in sponsoring dinner meetings across the state for

contact doctors and members of the General Assembly.

Under the leadership of Dr. Tom E. Nesbitt of Nashville,
vice-chairman of the committee, the meetings have proved to
be invaluable, affording members of the committee, TMA head-
quarters staff and the TMA legal counsel an opportunity to
become acquainted with the elected representatives.

TMA Concerned with • Although the Tennessee Medical Association is not spon-
All Health Care soring any specific legislative proposal, several areas of
Legislation concern are being discussed and studied.

The TMA House of Delegates at its annual meeting in April
adopted a resolution calling attention to the increased
injuries and deaths in Tennessee resulting from children
under the age of 16 years that are being licensed to operate
motor-driven cycles. The National Safety Council reports
that while deaths for occupants of all motor vehicles in-
creased 4% in 1965 over the previous year, motorcycle deaths
for the same period increased 41.3%. A total of 1,580
deaths occurred in 1965 as a result of motorcycle accidents.
Twenty-nine of these deaths occurred in Tennessee with 506
others receiving injuries.

The House of Delegates also expressed interest in seeing
a study of the State's Workman's Compensation laws conducted
by the Legislative Council Committee of the General Assem-
bly.

Hopefully, an area of considerable concern to all members
of the health team and to members of the 84th General Assem-
bly as well, the Nurse Practice Act will not be a problem
during the forthcoming session. Revision in the Nurse Prac-
tice Act, however, will be recommended. Should legislation
be introduced that reflects the position of TMA, and the
other allied health organizations that have met with the



First-Aid Station

Idea Draws Excellent

Response

Film Presentation

On Title XIX
Available

Tennessee Nurses' Association on several occasions since the

last General Assembly, no opposition will be expressed.

The Legislative Council Committee of the General Assem-

bly has conducted a thorough study of the Nurse Practice Act

and concurs with TMA that the composition of the Board of

Nursing should not be changed and that the definition of

what constitutes the practice of nursing and
.
practical nurs-

ing should be broad enough so as not to prohibit or limit

current nursing practices due to the extreme shortage of

registered nurses.

Members of the 85th General Assembly may be faced with

legislation to implement Title XIX of the Medicare law.

Specific requirements or recommendations to be made to the

Legislature by State officials which would enable a program

to be established are not known at this time. The TMA House

of Delegates adopted a resolution which favors implementa-

tion of Title XIX in Tennessee insofar as the program is

fiscally feasible. The guidelines for determination of

medical indigency must be realistic and ultimately will be

the main factor in establishing a program that will be

fiscally responsible.

There is no reason to believe that legislative efforts by

the optometrists, podiatrists and chiropractors will not be

made. Rarely does TMA have the opportunity to see legisla-

tive proposals by these groups prior to introduction. TMA

is obligated to oppose any legislation which is not in the

best interest of the public and will continue to do so.

Groups which seek to achieve by legislation that which they

did not receive by education must be opposed in order to

protect the public.

• Plans to establish a first-aid station in the Capitol

during sessions of the Legislature are still pending. The

response to the request for physician volunteers to staff

the station has been excellent and indications are that an

adequate supply of TMA members willing to devote one day

during the legislative session does exist.

Due to a constitutional amendment adopted November 8th

which changes the meeting dates of the General Assembly, a

re-evaluation of plans for establishing the first-aid sta-

tion is being made. Under the new system, a 15-day organi-

zational session will begin in early January at which time

legislation may be introduced but none may be adopted. A

six-week recess will take place followed by a session that

may not extend longer than 90 days. Obviously, the number

of working days per week will determine into what months the

90-day session will extend.

0 An excellent explanation of Title XIX and all of its

ramifications is available from TMA headquarters for presen-

tation at medical society meetings. Produced by the Ameri-

can Society of Internal Medicine, the presentation utilizes

a film strip to illustrate how the program will affect the

practice of medicine and what physicians should do to insure

proper implementation in each state.

Any county medical society wishing to use this material

at a regular meeting should contact TMA headquarters. Mr.

J. Tom Sawyer, TMA field representative, is available to

present this program to any requesting county medical

society.



Frankly, most antihyper-

tensives are pretty good if

you give an adequate dose.

I’m looking for one with a
simple regimen so that mix
ups in doses and therefore

the chance of side effects

are minimized.

Regroton®
chlorthalidone 50 mg. reserpine 0.25 mg.

1 tablet daily

brings pressure down

Advantage: Both components of Regroton
are long-acting.

Average dosage: One tablet daily with
breakfast.

Contraindications: History of mental
depression, hypersensitivity, and most
cases of severe renal or hepatic diseases.
Warning: Discontinue 2 weeks before
general anesthesia, 1 week before electro-

shock therapy, and if depression or

peptic ulcer occurs. With administration
of enteric-coated potassium supplements,
the possibility of small bowel lesions

should be kept in mind.
Precautions: Reduce dosage of con-
comitant antihypertensive agents by one-
half. Discontinue if the BUN rises or
liver dysfunction is aggravated. Electro-
lyte imbalance and potassium depletion
may occur; take particular care in

cirrhosis or severe ischemic heart disease,
and in patients receiving corticosteroids,
ACTH, or digitalis. Salt restriction is not
recommended. Use with caution in

patients with ulcerative colitis, gall-

stones, or bronchial asthma.
Side effects: Nausea, vomiting, diarrhea,
muscle cramps, headaches and dizziness.
Potential side effects include angina pecto-
ris, anxiety, depression, drowsiness,
hyperglycemia, hyperuricemia, lassitude,
leukopenia, nasal stuffiness, nightmare,
purpura, urticaria, and weakness.
For full details, see the complete prescrib-
ing information.
Availability: Bottles of 100 and 1000 tablets.
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PrcAideat'& Paye
Extended Care Facilities

Extended care facilities under the Medicare Law (P.L. 89-97)
becomes effective on January 1, 1967. Heavy responsibility will
again be placed upon physicians to make this aspect of Medicare
successful. Physicians will likely be blamed for any failures that
develop in this portion of the Medicare program.

Institutions that will be certified as extended care facilities

must meet strict requirements and some of these will affect the
medical profession. The requirements are:

1.

Utilization Review Committees: This committee’s require-
ments will be essentially the same as for general hospitals. It will

be required to conduct reviews for long and short term care cases,

admissions and emergencies. The Utilization Review Committee
shall contain at least two physicians, the same as is required by a general hospital. Ex-
tended care facilities can obtain the required physicians from their own medical staff, a

general hospital utilization committee, other physicians from an extended care facility,

or a committee selected by the county medical society.

2. Emergency Physician Coverage: There must be a physician for emergencies on
call twenty-four hours a day.

3. Patient care policies must be developed, supervised and reviewed by at least one
physician and one registered nurse.

4. The medical staff must assume responsibility for the execution of policies of the
facility or designate such to a physician and a registered nurse.

5. Each patient must be under the supervision of a physician.

6. Physician Certification: A physician must certify that the patient needs to be
transferred to an extended care facility. Again physicians, at designated intervals, must
re-certify the need for confinement. (Personally, I feel about this certification as I did
concerning the certification in general hospitals. As physicians, we should only be re-

quired to write an admission note which describes the patient’s condition necessitating

the confinement in any facility, and at designated intervals as regulated by the general
condition of the patient. Additional progress notes describing the condition of the patient

may be necessary.)
Following are four other requirements of extended care facilities. They are: (1) The

facility must have a transfer agreement with one or more hospitals. (2) The facility

must maintain clinical records on all patients. (3) The facility must provide twenty-four
hour nursing service with at least one registered nurse on duty at all times. (4) The
facility must provide appropriate methods and procedures for dispensing and administer-
ing drugs and biologicals.

Conditions for payment are essentially three. (1) That the patient be hospitalized at

least three days in a certified hospital. (2) That he is admitted to the extended care fa-

cility within fourteen days following his discharge from a hospital. (3) That the admis-
sion is for further treatment of a condition for which he received in-patient hospital
service.

The extended care facility’s coverage includes up to 100 days per “spell of illness.”

The program pays the entire cost of services for the first twenty days. For the ensuing
80 days, the patient will be required to pay $5.00 per day toward the cost of covered
services.

For additional information, there are two bulletins recommended. They are: “The
Physicians Reference Guide to Health Insurance under Social Security,” available from
Health, Education and Welfare Department; and a pamphlet produced by AMA entitled,

“Medicare and the Physician.”

President
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EDITORIAL

WORLD CITIZEN

The necessity for the physician to assume

his responsibilities as a citizen in local, state

and national affairs has been emphasized in-

creasingly during recent years. On a limited

scale he has been stimulated to think of

his international responsibilities as a physi-

cian by volunteer service with civilian popu-

lations, not only in Viet Nam, but through-

out the world. However, on a larger scale,

the physician, like other men, must to a

greater or lesser extent share the burdens

and responsibilities of the world. Fortified

by his capacity to heal and prevent disease

and with a scientific background in human
biology he is especially equipped to help re-

solve some of the major issues facing man-

kind. J. Russell Elkinton, 1 editor of the An-

nals of Internal Medicine, lists three inter-

national problems which physicians must

consider in depth.

The first is pollution of the environment

—

the atmosphere, the water supplies, the wil-

derness areas. Since the nomads of the Mid-
dle East first decided to settle in Jericho

8,000 years ago, urbanization has created

problems. Every physician whether city or

county dweller, recognizes that acceleration

of industrial activity, use of pesticides and
growth of the population all add urgency
to these problems. In addition, the rising

incidence of chronic respiratory disease and
possible long term effects of chemical pol-

lutants further stimulate the physician to

considered action.

A recent report of the National Research

Council- points out that modern man is a

user and not a consumer; he is running out

of space in which to discard what he has

finished using but has not consumed. In this

country the average production of solid

wastes per person is 8 pounds a day, the

liquid wastes are predicted to reach a level

by 1980 sufficient to consume all of the oxy-

gen of all the dry weather flow of the 22

major river basins in the United States; the

gaseous waste products of the internal com-
bustion engine and industrial processes have
already loaded the atmosphere to the limit

of tolerable levels in many urban areas.

Man must learn to process his waste prod-

ucts and to reuse them. This will require

clear sighted technologic and political effort.

Closely bound to the problem of environ-

mental pollution is that of the rapid expan-
sion of the world’s population. The number
of deaths is dropping while the birth rate

goes merrily on. During the past 80 years

the population of the world has doubled and
is expected to double again by the end of

this century. Much more disturbing is the

uneven geographic increase so that the un-

developed and economically depressed areas

account for more than their share of the

rising population. It has been estimated that

Latin America will double its population in

the next 20 years and, if present rates are

maintained for the next 100 years, will mul-

tiply the present population by 31 times.

The same is probably true of the Middle

East, India and China. In many areas re-

ceiving foreign aid from the United States

the per capita gross national product and

the standard of living are now dropping be-

cause of the accelerated birth rate. Foreign

aid must provide not only self help in food
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production but be coupled with emphasis on
birth control. Techniques are available for

controlling the rising population but tre-

mendous educational, social, moral and re-

ligious difficulties remain to be surmounted.

The application of technical advances will

surely be slow. No one is in a better posi-

tion than the physician to appreciate the

importance of solving this problem in order

to stabilize the world’s population and so to

preserve at a decent level the quality of

human life.

Finally, the major threat to the human
race that lies in nuclear, chemical and bacte-

rial warfare must be carefully considered.

Through the ages precipitous rises in popu-

lation have been controlled by starvation

and wars. No longer is war tolerable for

population control or political maneuver.

Thermonuclear disaster must be prevented.

Weapons are not limited to nuclear war-
heads and their delivery systems. Both

chemical and biologic weapons are stock-

piled. Our government forces in Viet Nam
are not only destroying food stores but also

spraying crops with toxic chemicals. These

actions will certainly do far more harm to

the young, aged and ailing than the action

of the Viet Cong. The moral implications of

these decisions to use nuclear, chemical or

biologic weapons are frightening. How can

activities such as these be reconciled with

the compassionate ethical tradition of physi-

cians who for generations have taken the

Hippocratic Oath “I will prescribe for the

good of my patients . . . and never do harm
to anyone. ... To please no one will I pre-

scribe a deadly drug.”

These issues must be resolved. Techno-
logic advances will supply many of the an-

swers, but the challenge is not only in the

direction of scientific techniques. Moral, re-

ligious, sociological and political advances

must also occur. Survival of the human
race is at stake and time is running out.

These are problems for all men. The phy-

sician can contribute most effectively by
helping to mold public opinion and interest

and concern stimulate others to join him in

helping to resolve these issues. If he does

not accept the challenge, political, economic

and biologic chaos will result. If he does, he

can become a most important citizen of the

world. A. B. S.
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SENIOR CITIZENS, INC. OF NASHVILLE—
AN EXPERIMENT IN PREVENTIVE MEDICINE

In 1956, Dr. Cyrus Ruilmann, Commis-
sioner of Mental Health, called together a

committee of citizens to discuss an organi-

zation to provide for the development of in-

terests by those who had reached retire-

ment age and on whose hands time hung
heavily. As one privileged to be a member
of that Committee and subsequently to have
a part in the evolution of its program in one

capacity or another for a decade, I have
found it both educational and rewarding.

Within the year following Dr. Ruilmann’s

suggestion, Senior Citizens, Inc., of Nash-

ville was established as a pilot project, with

a “nest-egg” of financial support from the

Department of Mental Health of Tennessee.

Under the able directorship of Mr. Sebas-

tian Tine and his staff, and backed by a

Board of interested citizens, the program
acquired over the years support of the

United Givers Fund, the Metropolitan Gov-

ernment and of many citizens and civic or-

ganizations of Nashville. All this culmin-

ated in the dedication of The Joseph B.

Knowles Center on October 30, past—the

Center in the remodelled old Tarbox School,

purchased and rebuilt by a bequest (The

Knowles Fund) to the aged of Nashville and

a fund-raising drive among Nashvillians.

Over the decade, active membership has

moved from a handful in 1957 to 2500 in

recent weeks— another 500 or so have

needed to move into the inactive group be-

cause of ill health or other reasons. The

ages of the members range from 55 to the

80’s. Any physician would immediately ask

certain questions about the composition of

such a group of elderly persons—in other

words—who are they? A couple of years

ago, in answer to this question I learned

that slightly over one-half at that time were

widows, that some 20% were married worn-
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en, and some 27% were men, most of whom
were married, a few widowers. At that

time 38% were living on Social Security

benefits, 22% on pensions, 10% on invest-

ment income, 14% were still working and

3% were on Welfare relief. Deaths as an-

ticipated are in the main from “heart, stroke

and cancer” practically equally divided

among the three.

It is of interest that at the time of deriv-

ing these figures only one person in some
1800 members had needed to enter a men-
tal institution. Every doctor would recog-

nize that those joining in group activities

are more likely to have such personalities

that probably few of them would develop

mental disease in any event. Thus, as a

statistic this item is meaningless, but it still

is of great interest.

As the visitor to the Center observes these

oldsters at their chosen avocations,—ceram-

ics, weaving, millinery, wood working, paint-

ing in oils or watercolors, in the bridge or

canasta class, at the lecture, reading in the

library or just carrying on a conversation,

one can not help but be impressed and be-

come enthusiastic about how much these

things must mean for one at “loose-ends.”

Statistics aside, one can only consider the

alternatives,—rocking in a porch chair, liv-

ing alone in a rooming house or even in a

small home, days on end without the stimu-

lus that accompanies conversation and so-

cial intercourse.

Here is preventive medicine of high or-

der—prevention of mental deterioration or

disease. The years are not extended but the

years of retirement are happier. The aches

and pains and progressive physical deteri-

oration are lessened at the conscious level

in those occupied in some interesting pur-

suit. This fact the physician will recognize

in his “chronic complainer” daily in his

office. (A nurse assigned by the Metropoli-

tan Health Department does hear com-

plaints and advises them to see their physi-

cian or visit a hospital clinic, depending

upon the circumstances.)

Not only has Senior Citizens, Inc. pro-

vided this service to the community but it

has contributed in other ways as well. For

medical students and student nurses it has

provided a demonstration project in men-
tal health. For students in the University

of Tennessee School of Social Work it has
provided field experience. Lastly, through
grants from the National Institute of Men-
tal Health, Senior Citizens, Inc. has contrib-

uted continuously to knowledge and experi-
ence in the management of the elderly per-
son and his social problems which, as every
physician knows, can hardly be divorced
from his medical problems. As past-chair-

man of the Research Committee the on-
going program in research has provided
me with interesting educational experiences.

Among these has been the demonstrable
success of putting persons aged 60 to the
mid-70’s of varied educational backgrounds
through a 12-week Institute, an intensive

course of classroom assignments, seminars,
work shops and field work as training for

accepting responsibilities in a community’s
social programs, whether for establishing

centers for elderly persons, programs for

high school drop-outs, or “head-start” and
the like. (The 70 enrollees have come from
Tennessee, Kentucky, Florida and Vir-

ginia.) Of exceeding interest have been
the demonstrations of learning ability in

persons of this age who had not been in a

classroom for decades.

Thus, Nashville has underwritten and sup-

ported a project of service and research
which has attracted considerable attention

nationally.

R. H. K.

*

Special Item

(From the American Medical Association

Education and Research Foundation)

“For the past four and a half years, the

AMA Education and Research Foundation
has been operating a program which guar-

antees bank loans to those in medical train-

ing. More than 30,000 loans, over $35,000,000

in principal amount have been made to bor-

rowers who needed additional funds for

essential living and training expenses.

“During the past year the availability of

money for loans of all kinds has declined

sharply. Many economists have tried to pin-

point the cause of the shortage of credit.

The consensus is that the economy cannot

absorb the combined impact of a large

domestic welfare program and a war. This



SQUIBB NOTES OI\l THERAPY

MOLECULAR REMODELING-
laboratory exercise or clinical necessity

?

More than twenty-five years have passed

since the discovery of the diuretic activ-

ity of sulfanilamide started pharmacol-

ogists on a succession of molecular re-

modelings to find the ideal diuretic.

Diuresis—a sought-after clinical

effect from an unwanted side effect

It started in 1937 when a clinician re-

ported that the administration of a sul-

fonamide was sometimes accompanied
by an unexplainable side effect—meta-

bolic acidosis. 1 Three years later the

side effect was explained. The sulfona-

mide radical of sulfanilamide inhibited

carbonic anhydrase, 2 the enzyme re-

sponsible for converting carbon diox-

ide and water to hydrogen ions and bi-

carbonate ions.

Later, other investigators showed by
dog experiments that metabolic acidosis

probably resulted when the inhibition of

carbonic anhydrase upset the exchange
of hydrogen and sodium ions, causing

increased excretion of sodium as the

bicarbonate.3

It was twelve long years after the

first report of the unexplainable side

effect (metabolic acidosis) that it was
finally shown that large doses of sulfa-

nilamide administered to edematous
patients were indeed capable of pro-

moting diuresis. 4 However, the possibil-

ity of toxic effects from its prolonged
use and its relatively weak diuretic ac-

tion made it impractical for clinical use

as a diuretic. 5

Because the inhibition of carbonic
anhydrase seemed to be the key to ef-

fective diuresis, investigators began to

look for more potent enzyme inhibitors

—in the hopes that they would be more
effective diuretics.

The most important of these early

compounds, acetazolamide, enjoyed sev-

eral years of fairly wide clinical use.

Its carbonic anhydrase inhibitory ac-

tivity was several hundred times greater
than that of sulfanilamide. 0 The in-

crease in inhibitory activity, however,
increased not only the excretion of so-

dium and bicarbonate ions, but also the
excretion of potassium. 7 And, like its

predecessor, acetazolamide precipitated
mild acidosis. Its prolonged use could
result in hypokalemic acidosis. 7

The ‘thiazides’—an answer to the
metabolic acidosis caused by
carbonic anhydrase inhibition

Despite the fact that the sulfonamide

group appeared to be responsible for

carbonic anhydrase inhibition which in

turn appeared to be responsible for di-

uresis, investigators began to synthesize

compounds with structural alterations

to the sulfonamide group.

The first major breakthrough came
with the synthesis of chlorothiazide.

Altering the sulfonamide group did in-

deed alter the ability of chlorothiazide

to inhibit carbonic anhydrase— it was
only 1/1 Oth as potent as acetazolamide

in inhibiting the enzyme. 8 Despite the

drop in inhibitory potency, however,
chlorothiazide proved to be an effective

diuretic—an observation that led to the

conclusion that its diuretic action was
due to some mechanism other than its

action on carbonic anhydrase. 9
’
10

For effective diuresis, chlorothiazide

was administered in daily dosages rang-

ing from 250 to 2000 mg. 11 It increased

the excretion of sodium and chloride;

and. to a lesser extent, potassium and
bicarbonate. 11 The excretion of potas-

sium appeared to be maximal at higher

dose levels at which, theoretically, the

carbonic anhydrase inhibitory effect is

more active. 11 Its prolonged use, there-

fore, could sometimes result in meta-
bolic hypokalemic, hypochloremic al-

kalosis. 7

Naturetin—effective diuresis with
more favorable electrolyte balance

Other thiazides followed — with im-
provements being aimed at two particu-

lar areas: 1. attempts to increase di-

uretic action in relation to the milli-

gram potency of the drug, and 2. at-

tempts at a more favorable sodium/
potassium ratio in the urine, i.e., to de-

crease the excretion of potassium while
maintaining the excretion of sodium. 12

One of these, Naturetin, Squibb Ben-
drofiumethiazide, has made advances
on both these points. “By adding a 3-

benzyl radical to hydroflumethiazide a

rather dramatic reduction in dose range
is accomplished. With this drug, effec-

tive sodium excretion is obtained with

doses between 2.5 and 10 mg., which is

a 200 to 1 ratio as compared to chloro-

thiazide...” 13

Moreover, due probably to its virtual

lack of carbonic anhydrase inhibition,

Naturetin (bendroflumethiazide) has

been shown to cause less potassium and
bicarbonate loss and less alteration in

urinary pH than either chlorothiazide

or hydrochlorothiazide.

Naturetin is outstandingly effective

not only in establishing, but also in

maintaining, excretion of retained fluid

in edematous patients. And its duration

of action is sufficiently prolonged to

allow a single daily administration in

most patients. Naturetin is also an ef-

fective antihypertensive agent.

Contraindications: Severe renal impairment;

previous hypersensitivity.

Warning: Ulcerative small bowel lesions have

occurred with potassium-containing thiazide

preparations or with enteric-coated potassium

salts supplementally. Stop medication if ab-

dominal pain, distension, nausea, vomiting, or

G.l. bleeding occur.

Precautions: The dosage of ganglionic block-

ing agents, veratrum, or hydralazine when
used concomitantly must be reduced by at

least 50% to avoid orthostatic hypotension.

Electrolyte disturbances are possible in cir-

rhotic or digitalized patients.

Side Effects: Bendroflumethiazide may cause

increases in serum uric acid, unmask diabetes,

increase glycemia and glycosuria in diabetic

patients and may cause hypochloremic alka-

losis, hypokalemia; cramps, pruritus, paresthe-

sias, and rashes may occur.

Supplied: Naturetin (Squibb Bendroflumethia-

zide) 5 mg. and 2.5 mg. tablets. Also available

Naturetin c K [Squibb Bendroflumethiazide

(5 or 2.5 mg.) with Potassium Chloride (500

mg.)]. For full information, see Product Brief.
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combination of economic pressures has

created a shortage of money, and has forced

the banking system to raise the cost of

funds (interest rates) and curtail lending.

Because of this general curtailment of

loans, two of the three banks in the AMA-
ERF loan guarantee program have termi-

nated their agreements to lend money
through the program.

“It is therefore with sincere regret that

we now inform you that the AMA-ERF
Board of Directors, meeting on October 28,

was forced to curtail the loan guarantee

program for a temporary but indefinite pe-

riod. Effective November 1, loans under this

program must be limited to $750 per bor-

rower per year. This step was necessary in

order to spread the limited available funds

as far as possible.

“In addition, the interim interest rate

will be increased from 6% to 7%. The new
rate reflects recent increases in the bank
prime rate, now at 6%, and our contract

with the bank requires this adjustment.

“For those who wish to make application

for loans, the following guidelines will ap-

ply:

1. Application material will continue to be

available from Deans of Medical Schools and

Hospital Administrators. In addition to the nor-

mal application forms, all medical students must
obtain a statement from the Dean’s office attest-

ing to the student’s need for the loan.

2. Application material should be sent, as at

present, to the Continental Illinois National Bank
and Trust Company of Chicago, the institution

making loans under this program.
3. Effective November 1, 1966, applicants will

be eligible to borrow $750 per year.

4. The increase in the interim interest rate

will apply to new loans. It will not affect loans

made previously. The payout interest rate will

remain at 7 percent.

At such time as the general economic cli-

mate improves, we are hopeful that we can
restore the program to its previous level

and continue to make a significant contribu-

tion to the financial peace of mind of stu-

dents and physicians in training.”

IN MEMORIAM

Guthrie, Nobel W., Memphis. Died 2 Novem-
ber, 1966, aged 55. Graduate of University of Ten-
nessee College of Medicine, Memphis, 1934. Dr.

Guthrie was a member of the Memphis and Shelby

County Medical Society.
%

Herbert, Rogers Nathaniel, Nashville. Died
14 October, 1966, aged 74. Graduate of Vanderbilt

University School of Medicine, 1917. Dr. Herbert

was a member of the Nashville Academy of Medi-
cine.

West, Fred Karr, Rossville. Died 3 October,

1966, aged 82. Graduate of College of Physicians

and Surgeons, Memphis, 1911. Dr. West was a

member of the Consolidated Medical Assembly.

Mims, William Dingind, Memphis. Died 17

October, 1966, aged 71. Graduate of University of

Tennessee College of Medicine, 1921. Dr. Mims
was a member of the Memphis-Shelby County
Medical Society.

Conyers, Percy A., Dversburg. Died 25 October,

1966, aged 68. Graduate of Vanderbilt University

School of Medicine, 1923. Dr. Conyers was a mem-
ber of the Northwest Tennessee Academy of Medi-
cine.

Leach, Robert S., Knoxville. Died 10 October,

1966, aged 72. Graduate of Harvard Medical
School, Boston, 1920. Dr. Leach was a member
of the Knoxville Academy of Medicine.

>
Gammel, Zeke Candler, Donelson. Died 7 Oc-

tober, 1966, aged 68. Graduate of Vanderbilt Uni-
versity School of Medicine, 1925. Dr. Gammel
was a member of the Nashville Academy of Medi-
cine, 1947-49.

PROGRAMS AND NEWS OF
MEDICAL SOCIETIES

Northwest Tennessee Academy
of Medicine

The Academy held its monthly meeting at

the Union City Country Club on October

25th. The program was presented by Dr.

Sam E. Stephenson, Jr., associate professor

of surgery, and Dr. Vernon H. Reynolds, as-

sistant professor of surgery, Vanderbilt

University School of Medicine. Dr. Ste-

phenson discussed the role of regional med-
ical centers under P.L. 89-239, and Dr. Rey-
nolds gave an excellent scientific presenta-

tion on cancer-chemotherapy.

Dr. Robert L. Harrington, applicant for

membership in the Academy, was intro-

duced. Dr. Harrington, formerly of Nash-
ville, recently moved to Dyersburg.

Roane-Anderson County Medical Society

Members, wives and their guests attend-
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ed the annual Dwight Clark Memorial Lec-

ture, held at the Holiday Inn in Oak Ridge

on October 25th. The lecture entitled,

“The Perfect Machine—With Special Em-
phasis on Care and Maintenance of the Bili-

ary Batch Plant,” was presented by Dr.

Henry C. Dahleen, assistant professor of

clinical surgery, Stanford University Medi-

cal School, associate professor, San Jose

State College, president, San Jose Medical

Clinic, San Jose. Dr. Dahleen was formerly

a member of the staff of Oak Ridge Hospi-

tal.

Knoxville Academy of Medicine

The program for the meeting of the Acad-

emy on November 8th was presented by

Dr. John H. Burkhart. The meeting was
held in the Academy of Medicine Building.

Mr. and Mrs. Forrest Andrews presented

the Academy with a memorial for Dr. Rob-

ert Simpson Leach with the request that it

be used for a book or books for the Acade-

my Library. “Gonzales—Legal Medicine,

Pathology and Toxicology” will be placed

in the Library in memory of Dr. Leach.

Washington-Carter-Unicoi

Medical Society

The Society held its regular monthly

meeting and election of officers on Novem-
ber 3rd. Dr. Lewis F. Cosby, Jr. was
named President-Elect; Dr. John F. Law-
son, Vice-President; Dr. Charles O. Parker,

Jr., Secretary; Dr. Robert G. Dennis,

Treasurer; and Dr. Harmon L. Monroe to

the Board of Censors. Dr. Edward M.

Campbell, Dr. E. L. Caudill, Jr. and Dr. Ben
D. Hall were elected delegates to the Ten-

nessee Medical Association House of Dele-

gates. Drs. Walter A. McLeod, Gilbert A.

Rannick, and Charles E. Allen were named
alternate delegates.

Dr. Mackinnon Ellis, who has just re-

turned to Johnson City from the Veterans

Administration in Martinez, California, was
introduced to the Society. Dr. Ellis will be

connected with the VA at Mountain Home,
Tennessee.

The program consisted of a film presenta-

tion entitled “Title XIX of P.L. 89-97” by
Mr. Tom Sawyer, Field Representative,

Tennessee Medical Association.

Hamblen County Medical Society

Dr. John C. Burch, Nashville, Chairman
of TMA Board of Trustees, professor of

Gynecology at Vanderbilt University Medi-

cal School, was the guest lecturer at the

meeting of the Hamblen County Medical

Society on October 4th. Dr. Burch spoke

about current methods of management of

the more difficult types of gynecological pa-

tients, stressing the need for individualiza-

tion in the physician’s approach to his pa-

tient.

Memphis-Shelby County Medical Society

A panel composed of Judge William

Leffler, Attorneys John Thomason, Fred
Ivy and Frank Hall, discussed Workmen’s
Compensation Laws at the meeting of the

Memphis and Shelby County Medical So-

ciety on November 1st. The meeting was
held in the auditorium of the Institute of

Pathology.

NATIONAL NEWS

The Month in Washington
(From the Washington Office, AMA)

High on the list of health legislation to be

considered by the new Congress convening

January 10 are proposals to amend both the

medicare and medicaid programs. Proposed

medicare amendments would extend the

program to the disabled, include podiatrists’

services, add out-patient drugs to Plan B,

and authorize that billing for services of

hospital-based physician specialists be put

back under hospitals.

Sen. Russell B. Long, (D., La.), chairman

of the Senate Finance Committee which

handles medicare and medicaid legislation,

is pushing a proposal designed to get physi-

cians to prescribe drugs by generic terms

for patients under federally-aided medical

programs. Such an amendment died in a

conference committee in the final days of

the last Congress.

Amendments to limit federal expendi-

tures under medicaid (Title XIX) are ex-

pected to get early consideration by the

House Ways and Means Committee. The

Committee reached agreement on such leg-
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islation shortly before adjournment last

year, but it was too late to get it through

Congress.

One of the final pieces of legislation

passed by Congress in 1966 authorizes liber-

alization of the Keogh law under which

physicians get a tax break for savings put

in qualified pension plans. The full amount
of the $2,500 annual maximum was made
tax deductible. Only half of the amount
was tax deductible under the original law.

Other health legislation approved by Con-

gress in 1966 includes:

Group practice—authorizes federal mort-
gage guarantees for construction of non-
profit group practice facilities.

Health services—authorizes the Office of

Economic Opportunity (anti-poverty) to

make grants for comprehensive health
services programs, including birth control.

Public health—authorizes: (1) $145 mil-
lion, one-year extension of PHS programs,
including $125 million for project grants
for categorical programs,—states and the
PHS are given greater flexibility in

spending the money among the various
categories and including other “public
health” projects; (2) extends the federal-

aid vaccination program for three years;
and (3) provides for family health serv-

ices for migratory workers.
Air pollution—authorizes a three-year,

$186 million extension of the federal anti-

air pollution program and provides
broader authority for air pollution control
activities by localities.

Water pollution—authorizes a $3.7 billion,

four-year program for cleaning the na-
tion’s waterways. It includes initiation of

a massive program for combatting pollu-

tion in major water basins.

Child care—prohibits sale of toys contain-
ing hazardous substances and strengthens
existing law covering household hazard-
ous substances; does not contain a dis-

puted provision covering children’s aspi-

rin and other drug controls in the original

legislation.

Narcotics—permits addicts charged with
nonviolent crimes to choose hospital com-
mitment instead of trial, if the authorities

agree, or could be sentenced after trial to

hospitals for rehabilitation.

Packaging—requires that over-the-
counter drugs and grocery products bear
labels clearly showing the contents, quan-
tity and manufacturer.
Mental Health—amends original law to

provide grants to assist in the establish-

ment and initial operation of community
mental health centers.

Research laboratory animals—provides

for federal regulations covering transpor-

tation, purchase, sale, housing, care, han-
dling and treatment of such animals.
Military medicare—amends existing law
to provide for out-patient care in a phy-
sician’s office and to include retired re-

servists and their dependents.
Allied health professions—authorizes $105
million for a three-year program to train

more medical technicians, therapists and
other allied health workers.

*

The federal government has launched an

extensive program to control and prevent

alcoholism. As initial steps, Health, Educa-

tion and Welfare director John W. Gardner

established a National Center for the Pre-

vention and Control of Alcoholism and ap-

pointed an 18-member National Advisory

Committee on Alcoholism.

In announcing the program, Gardner stat-

ed its two major aims: (1) The immediate

goal of making the best treatment and reha-

bilitation services available to those who
need them now—through both the stimula-

tion of existing resources and the develop-

ment of new manpower and facilities. (2)

The long-range goal of developing effective,

practical, and acceptable methods of pre-

venting alcoholism and excessive drinking

in all their destructive forms and develop-

ing improved therapeutic techniques.

Milton Silverman, special assistant to the

HEW assistant secretary for Health and

Scientific Affairs, was named coordinator of

the program and executive secretary of the

advisory committee.

The National Center, will be active in a

number of major areas including: basic re-

search, clinical research, education and pre-

vention, consultation and training, and sup-

port of local programs.

“It will encourage and support alcohol

research in universities and research cen-

ters and it will also conduct studies in its

own laboratories,” Gardner said. “It will

not provide treatment for alcoholics, but

will concentrate on the support of research,

training, and control programs. We realize

that a program of this kind cannot stand

alone. It needs widespread public under-

standing and support. We will work with

organizations and institutions already mak-

ing great contributions to the prevention

and control of alcoholism. Our objective,



1274 MEDICAL NEWS IN TENNESSEE December, 1966

in brief, is to mobilize public and profes-

sional efforts on the scale necessary to

overcome the blight of alcoholism.”

MEDICAL NEWS
IN TENNESSEE

Tennessee Academy of General Practice

The 18th Annual Scientific Assembly and

Congress of Delegates of the Tennessee

Academy of General Practice was held in

Gatlinburg, November 9-11. Speakers and

their subjects were: Dr. Cheves McC.
Smythe, associate director of the Associa-

tion of American Medical Colleges, Charles-

ton
—

“Bacteriuria, Urinary Tract Infection,

and Pyelonephritis, Some Definitions and

Management”; Dr. Arthur L. Haskins, pro-

fessor and head of the department of obstet-

rics and gynecology, University of Mary-

land, Baltimore—“Oral Contraception”; Dr.

Benjamin F. Benton, assistant professor of

surgery, University of Tennessee, Memphis
—“The Acute Abdomen”; Dr. Arthur D.

Nelson, associate dean, Temple University,

Norristown, Pa.
—“The G.P.—Present and

Future”; Dr. Ralph R. Braund, associate

professor of surgery, U. T., Memphis

—

“Diagnosing Cancer by History and Physi-

cal”; Dr. Ted F. Leigh, professor of radiolo-

gy, Emory University, Atlanta—“Chest

Roentgenology for the General Practition-

er”; Dr. Edward A. Dunlap, associate pro-

fessor of ophthalmology, Cornell Medical

Center, New York—“The Role of the Gen-

eral Practitioner in Strabismus”; Dr. R.

Bruce Logue, professor of medicine, Emory
University, Atlanta—“Differential Diagnosis

of Chest Pain”; Dr. Edgar A. Haunz, profes-

sor and chairman, department of medicine,

University of North Dakota, Grand Forks

—

“Modern Management of Diabetes”; and Dr.

Thomas D. Brower, professor of orthopedic

surgery, University of Kentucky, Lexing-

ton—“Fractures of the Lower Extremities

—

Office Treatment.” A symposium entitled

“Adolescence—Perspectives and Problems”
was presented by Dr. Nat T. Winston, Jr.,

Nashville, Dr. Rafael C. Sanchez, director,

continuing medical education program,

Louisiana State University School of Medi-

cine, New Orleans, and Dr. James A. Bur-

dette, Knoxville.

A social hour, sponsored by Marion Lab-

oratories on November 10th, was followed

by the annual TAGP banquet and installa-

tion of officers by Dr. Edward J. Kowalew-
ski, chairman of board of directors of the

American Academy of General Practice.

Dr. Tinnin Martin, Memphis, assumed the

Presidency of the Academy for 1967; Dr.

Carson Taylor, Lawrenceburg was named
President-Elect, and Dr. John Derryberry,

Shelbyville, was re-elected Secretary.

Dr. Julian K. Welch, Jr., Brownsville, was
the recipient of the TAGP award for the

Outstanding General Practitioner of the

year.

University of Tennessee

College of Medicine

The University is officially committed to

establishment of a second medical school if

the state legislative and governing bodies

will approve, and provide the necessary

funds. The action was taken at a meeting of

the Board of Trustees on October 14th

when the Board authorized the University

Administration to seek funds from the state

with which to begin planning a new medi-

cal school, to be located in Knoxville. The
Board recognized that if and when a new
medical school comes into being, the main
medical campus will continue to be in Mem-
phis, with the new school to be considered

as a branch of the Medical Units rather

than a competitive institution, and with ad-

ministrative responsibility vested in the

Chancellor of the Medical Units. The Board

will also continue to strive for improvement
of the Memphis facilities.

*
Dr. Albert W. Biggs, assistant professor

of urological surgery, has received a $21,616

grant from the U. S. Public Health Service

for support of his studies into the etiology

of prostatitis.

Meharry Medical College

A three-man interim committee has been

appointed by the Board of Trust of Mehar-

ry Medical College to administer the school,

replacing acting president Dr. Harold D.

West, who resigned. Following a six

months leave of absence, Dr. West will re-

turn to Meharry as chairman of the bioche-

mistry department.



December, 1966 MEDICAL NEWS IN TENNESSEE 1275

Dr. Robert S. Anderson, chairman of the

department of internal medicine, was
named chairman of the interim committee

and will be assisted by Dr. William H. All-

en, dean of the school of dentistry and John
M. Sharp, comptroller.

Dr. Daniel T. Rolfe has resigned as dean

of the school of medicine and will be suc-

ceeded by Dr. Lloyd C. Elam, chairman of

the department of psychiatry, as interim

dean. Dr. Rolfe will assume the position of

dean of admissions and will be working
closely with the interim committee.

Vanderbilt University

Vanderbilt University and MediCenters

of America, Inc. have signed a lease making
possible construction of a $1.1 million recu-

perative care facility adjacent to Vander-

bilt Medical Center. The four-story, 173-

bed facility will be built, owned and oper-

ated by MediCenters. It will be affiliated

with Vanderbilt University Medical Center

and the Vanderbilt University Hospital

medical staff will make up the medical staff

of the new MediCenter.

MediCenters of America, Inc. have more
than forty franchises throughout the Unit-

ed States with six facilities already in ope-

ration. One of these is located in Lewis-

burg. The second in the state is a 270-bed

facility under construction in Memphis and
scheduled for completion in the spring. The
Nashville project will be the third com-
pleted in Tennessee, although several others

are planned in the state.

Other units now operating are located in

Columbia, S. C., Wilmington and Winston
Salem, N. C., Santa Cruz, Calif., and Hous-

ton, Texas.

*
Vanderbilt University’s general research

clinic, now beginning its sixth year under
government funds, has been notified of a re-

newal of its grant for another seven years,

bringing the total for 14 years to over $11

million. Dr. Elliott V. Newman, research

center director, stated that the annual sum
is set at $718,839, however the grants are

renegotiated each year due to rising costs.

The clinic contains a 21-bed special area

with a full-time staff of nurses, dietitians,

engineers, physicians and chemists. Any
qualified member of the Vanderbilt School

of Medicine may carry on research in the

clinic in any field. These include heart,

surgical, infectious diseases, gastrointesti-

nal, and other ailments.

Physicians in Tennessee—By Type of

Practice Number and Per Cent (May 1966)

Dr. F. L. Roberts, of the Memphis and
Shelby County Health Department has had
the interest to collect and tabulate the in-

formation upon this subject.

There were 3842 physicians registered

and 50 were listed as not in practice, leaving

3792 active ones. There were 2845 physi-

cians in active practice in the 8 counties of

Anderson, Davidson, Hamilton, Knox, Madi-
son, Shelby, Sullivan, and Washington. This

number represents 75.0% of the total. The
remaining 947 doctors were divided among
the other 87 counties. The median number
of doctors in these 87 counties was nine.

There were 33 who listed themselves as

teachers without specifying subject taught.

Where the subject taught was indicated, the

physician was counted under that specialty.

These are distributed as follows:

General Surgery 7
Obstetrics 9

Pediatrics 24
Psychiatry 8

Internal Medicine 35
Pathology 11

The other subjects all show two or less

as teachers. Distributors by specialty and

number is as follows:

Specialty Number % of Total

General Practitioners 1146 29.82
Internists 415 10.80
Interns and Residents 388 10.10

General Surgeons 378 9.53

Obstetricians 217 5.64
Pediatricians 217 5.64
Radiologists 118 3.07

Orthopedists 101 2.63

Psychiatrists 98 2.55

Anesthesiologists 94 2.44
Pathologists 89 2.32

Otologists 84 2.18

Ophthalmologists 83 2.18

Urologists 75 1.95

Not in Practice 50 1.30

Occupational Medicine 48 1.25

Neuro Surgeons 45 1.17

Public Health 42 1.10

Teachers 33 0.86

Dermatologists 31 0.80
Plastic Surgeons 21 0.55
Neurologists 15 0.39
Proctologists 9 0.23
Administrators 7 0.18

Physical Medicine 5 0.13

Specialty Not Listed 2 0.05

TOTAL 3842 99.94

Table I shows the distribution by special-

ty and location.
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Doctor
,
you com take

it with you

!

THE BURDICK EK-III DUAL-SPEED
ELECTROCARDIOGRAPH

• 26y2 pounds light, including all acces-

sories and carrying case! Ideal for

office or bedside use

• 25 or 50 mm. speed — an accurate

record for an accurate diagnosis

• frequency response greatly in excess

of minimum A.M.A. standards

• top-loading paper drive eliminates

tedious paper-threading adjustments

THE BURDICK CORPORATION
MILTON, WISCONSIN

Branch Offices: New York • Chicago * Atlanta • Los Angeles

Dealers in all principal cities

KAY SURGICAL, INC.

1144 Madison Ave. Memphis, Tenn.

MUTUAL BENEFIT LIFE
Insurance Company of Newark, New Jersey

Invites You

Investigate

Tennessee Medical Association's

GROUP LIFE PLAN

A choice of:

Term and/or Permanent

Coverage

$25,000—Maximum Amount Available

$50,000—Accidental Death Coverage

$50,000—Dismemberment Coverage

• Dependent's coverage

for Spouse and Children

• Waiver of Premium

in the event of Disability

• Excellent dividend results

annually since 1961

• No Aviation Limitations

For further information write:

Dunn-Lemly-Sizer, Inc.

800 Sudekum Building

Nashville, Tennessee

Two offices to serve you.

Edward C. Dunn, CLU

800 Sudekum Building

Nashville, Tennessee

242-333 I

Theron M. Lemly

1309 Poplar Avenue

Memphis, Tennessee

278-0411
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Rural Health Conference
The fourth Tennessee Rural Health Con-

ference, cosponsored by the Tennessee

Medical Association, the Tennessee Farm
Bureau Federation, Inc., and the University

of Tennessee Agricultural Extension Serv-

ice, was held at the Holiday Inn in Cleve-

land on October 19th. The major objective

of the conference was to improve communi-
cation channels between individuals and

groups interested in rural health and safety

problems.

Program participants were Mr. Lonnie

Safley, assistant to the president of the

Tennessee Farm Bureau, Columbia; Dr.

John H. Saffold, Knoxville, president of the

Tennessee Academy of General Practice;

and Mr. Robert A. Youngerman, staff asso-

ciate of the Department of Investigation of

the American Medical Association, Chicago.

Mr. Safley discussed “The Farmers’ Interest

in Rural Health Programs.” Dr. Saffold’s

subject was “What’s Being Done to Encour-

age Physicians to Practice in Rural Areas?”

and Mr. Youngerman spoke on “Medical

Quackery in 1966.” Two Hundred Eighty-

One physicians, home demonstration club

members, extension service personnel,

county agents and farm bureau personnel

registered for the meeting—a record atten-

dance.

PERSONAL NEWS

Tennessee physicians who participated in the

60th annual meeting of the Southern Medical

Association in November were: Drs. Wm. H. L.

Dornette, John B. Dorian, Samuel L. Raines, Jack

D. Pigott, Robert M. Ruch, L. C. Ogle, Stewart

A. Fish, Ralph S. Hamilton, Wm. B. Wood, R.

A. Calandruccio, W. Likely Simpson, Sam H. San-

ders, H. Colby Gardner, Samuel Phillips, W. D.

Sutliff, G. Daniel Copeland, Memphis; Dr. Harri-

son O. Bourkard, Jr., Knoxville; Drs. Lee R. Min-

ton, Jas. H. Elliott, Thos. F. Parrish, Jerrall P.

Crook, Paul H. Ward, Perry F. Harris, Wm. L.

Downey, Robert C. Owen, J. Lynnwood Herring-

ton, John L. Sawyers, Bob B. Carlisle, Julia E.

Sawyers, Sam E. Stephenson, and Robert A.

Goodwin, Nashville.

Dr. David P. McCallie discussed “The Health

Problems of Administrative Managers” at a re-

cent meeting of the Chattanooga Chapter of Ad-

ministrative Management Society.

Dr. Alvin J. Ingram, Memphis, has been reap-

pointed by the Governor of Tennessee as a mem-
ber of the Advisory Committee to Crippled Chil-

dren’s Service.

Dr. J. R. Rogers, formerly of Knoxville, has
been added to the staff of the Medical Arts Clinic

in Lewisburg.

Dr. Sam P. Patterson, associate professor of

Ob-Gyn, University of Tennessee College of Med-
icine, Memphis, presented a paper at the Central

Association of Obstetricians and Gynecologists,

held recently in Biloxi. Title: “Breech presenta-

tion in the primigravida.”

Dr. Robert Strang, Kingsport, was the featured

speaker at a meeting of District Five of the Ten-
nessee Nurses’ Association on October 4.

Dr. Elliot V. Newman, professor of experimen-
tal medicine at Vanderbilt University, began a

four-year term in October as a member of the

National Advisory Heart Council. Dr. Newman
will make recommendations to the surgeon gener-

al on programs of the National Heart Institute es-

tablished by Congress in 1948. He will help re-

view requests from nonfederal institutions and
individuals for research and training grants in the

field of disease of the heart and circulation.

Dr. Walter Derryberry has opened an office for

medical practice in Cookeville. His practice will

be limited to gynecology and obstetrics.

Twenty-two Tennessee surgeons were inducted

as Fellows into the American College of Surgeons

during the annual five-day clinical congress in

San Francisco. They were: Dr. Harry W. Bach-
man, Jr., Bristol; Drs. Durwood L. Kirk and Don
J. Russell, Chattanooga; Dr. Dawson W. Durrett,

Jr., Clarksville; Dr. Lynn A. Warner, Jr., Dyers-

burg; Dr. Clarence Driver, Jackson; Drs. Louis G.

Britt, R. A. Calandruccio, Rufus E. Craven, Hec-
tor S. Howard, Ralph H. Monger, Jr., John P.

Nash, Edwin N. Rise, and Dan J. Scott, Jr., Mem-
phis; Dr. Nasser Shahbazi, Mountain Home; Drs.

Wm. C. Alford, Jr., S. K. Brockman, Edward W.
Browne, Jr., George K. Carpenter, Jr., Harold C.

Dennis, Jr., and Duncan A. Killen, Nashville; Dr.

Wm. G. Rhea, Jr., Paris.

Dr. I. Frank Tullis, Memphis, recently ad-

dressed the Third National Congress on Medical

Quackery held in Chicago on the subject, “Obesi-

ty, a Growing Problem.” The Congress was
sponsored by the AMA and National Health

Council.

Dr. Harold B. Boyd, professor and chairman of

orthopedic surgery, UT Medical Units, recently

returned from a meeting of Societe Internationale

De Chirurgie Orthopaedique Et De Traumatologic

(SICOT) in Paris, France. Dr. Boyd served as

moderator of a symposium and as director of a

round table discussion on “Diagnosis of Post-

Traumatic Necrosis of Femoral Head.”

Dr. R. R. Crowe, Nashville, director of Metro-

politan Hospitals for the past three years and an

employee of Davidson County for 38 year’s, has

applied for retirement.
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SAINT ALBANS
PSYCHIATRIC HOSPITAL

(A Non-Profit Organization)

Radford, Virginia

Telephone: 639-2482

STAFF

James P. King, M.D., Director

William D. Keck, M.D.

Clinical Director

James K. Morrow, M.D
Morgan E. Scott, M.D.

Clinical Psychology:

Thomas C. Camp, Ph.D.

Cardestal McGraw, Ph.D.

David L. Strahley, Ph.D.

Edward E. Cale, Jr., M.D.

J. William Giesen, M.D.
Internist

Don Phillips

Administrator

R. Lindsay Shuff, M.H.A.

Asst. Administrator

AFFILIATED CLINICS

Bluefield Mental Health Center

525 Bland St., Bluefield, W. Va.

David M. Wayne, M.D.
Phone: 325-9159

Charleston Mental Health Center

1206 Quarrier St., Charleston, W. Va.

Malcolm G. MacAulay, M.D.
Phone: 344-3578

Beckley Mental Health Center

109 E. Main Street, Beckley, W. Va.

W. E. Wilkinson, M.D.
Phone: 253-8397

Mental Health Clinic

Professional Building, Wise, Va.

Pierce D. Nelson, M.D.
Phone: 328-2211
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Calendar of Meetings, 1967

State

Feb. 15-17 Mid-South Postgraduate Medi-
cal Assembly, Sheraton-Pea-

body Hotel, Memphis
April 13-15 Tennessee Medical Association

Annual Meeting, Sheraton-Pea-

body Hotel, Memphis

Jan. 20-21

Feb. 13-16

Feb. 15-19

Feb. 23-25

March 6-9

March 16-18

March 20-23

Regional

American College of Surgeons,

Arizona Chapter, Arizona Inn,

Tucson

Medical Society of the State of

New York, Americana Hotel,

New York City

Atlanta Graduate Medical As-

sembly, Atlanta Marriott Motor
Hotel, Atlanta

Central Surgical Association,

Pittsburgh-Hilton Hotel, Pitts-

burgh, Pa.

New Orleans Graduate Medical

Assembly, Roosevelt Hotel,

New Orleans

Southern Society of Anesthe-

siologists, Fort Sumter Hotel,

Charleston, S. C.

Southeastern Surgical Con-
gress, Americana Hotel, Bal

Harbour, Florida

National

Jan. 13-14

Jan. 14-19

Jan. 23-25

Feb. 15-19

Feb. 18-22

Feb. 2 6-March 4

March 12-15

March 19-24

American Society for Surgery

of the Hand, Jack Tar Hotel,

San Francisco

American Academy of Ortho-

paedic Surgeons, Civic Audi-

torium, San Francisco

Society of Thoracic Surgeons,

Muehlbach Hotel, Kansas City,

Mo.
American College of Cardiolo-

gy, Washington Hilton Hotel,

Washington, D. C.

American Academy of Allergy,

Holiday Inn—Riviera, Palm
Springs, Calif.

American Society of Clinical

Pathologists, Dunes Hotel, Las

Vegas

International Academy of

Pathology, Sheraton Park Ho-
tel, Washington, D. C.

American College of Allergists,

The Roosevelt, New Orleans

College of Cardiology Plans

Annual Session in February

The American College of Cardiology will hold

its 16th Annual Session February 15-19, 1967 in

Washington, D. C. The five days of scientific pre-

sentations on research and clinical advances will

be held at the Washington Hilton Hotel. The ses-

sion will be a gathering place for national and in-

ternational scientists and clinicians in the field of

cardiovascular diseases. Highlights will include a

panel discussion on “Controversies in Cardiology”

and a symposium on space medicine. Other scien-

tific features will include individual participations

in demonstrations of electrocardiographic and
computer diagnoses of heart disease.

The College will present its annual Young In-

vestigators’ Awards totaling more than $2,000

during the meeting to outstanding young cardiolo-

gists who present their research papers there. The
annual Convocation will be held during the ses-

sion to induct new Fellows of the College.

Other features of the session will include more
than 50 luncheon panels and fireside conferences.

For information: William D. Nelligan, Executive
Director, American College of Cardiology, 9650

Rockville Pike, Washington, D. C. 20014.

Postgraduate Courses

American College of Physicians

The following postgraduate courses of the

American College of Physicians will be presented

in 1967:

Jan. 16-20

Jan. 23-27

Jan. 30

Feb. 3

Feb. 6-10

Feb. 27

March 3

Mar. 6-10

Mar. 13-17

“Basic Mechanisms of Renal

Disease,” Cornell University

Medical Center, and New York
Hospital, New York
“Current Concepts in Blood
Disease, University of Miami
School of Medicine, to be held

at the Fontainebleau Hotel, Mi-
ami Beach, Fla.

“Newer Aspects of Experimen-

tal and Clinical Allergy, Har-
vard University Medical

School, to be held at the Shera-

ton-Boston Hotel, Boston, Mass.

“Biochemical Lesions in Inter-

nal Medicine,” Washington Uni-

versity School of Medicine, St.

Louis, Mo.

“Arthritis and Related Disor-

ders,” New York University

Medical Center, New York

“Recent Advances in Cardio-

vascular Disease,” The Mount
Sinai Medical Center, New
York
“Physiological Aspects of Car-

diopulmonary Disease,” Yale
University-New Haven Medical

Center, New Haven, Conn.
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Mar. 20-24

Mar. 27-31

May 8-12

May 15-19

“Fundamental Concepts of

Gastroenterology, University of

Michigan Medical Center, Ann
Arbor, Mich.

“Psychiatry for the Internist,”

Wayne State University School

of Medicine (Lafayette Clinic)

Detroit, Mich.

“Clinical Auscultation of the

Heart,” Georgetown University

Hospital, Washington, D. C.

“Recent Advances in Clinical

Endocrinology, University of

Washington, Seattle, Wash.

May 22-26

June 12-16

June 19-21

“Clinical Applications of Re-

cent Advances in Electrophysi-

ology of the Heart,” New York
University School of Medicine

and Medical Center, New York.

“Internal Medicine: Current

Physiological Concepts in Diag-

nosis and Treatment,” Univer-

sity of Cincinnati College of

Medicine, Cincinnati, Ohio

“Clinical Applications—Recent

Advances in Pharmacology,
University of Iowa, Iowa City

THE VIEWING BOX

AMA Council Devotes Much Study
To the Desirability of Labeling Drugs

In bygone days the art of medical practice,

of necessity, took precedence over the appli-

cation of scientific knowledge. Doctors of

yesteryear were not inclined to reveal to

their patients the identity of the medica-

tions they prescribed. Now, however, with

remarkable pharmaceutical discoveries com-

monplace, this custom is gradually chang-

ing. Increasing numbers of physicians are

requesting pharmacists to specify on pre-

scription labels the names and strengths of

the drugs ordered.

The American Medical Association’s Coun-

cil on Drugs has studied this matter care-

fully in recent years, and continues to do

so. The position now taken by this Coun-

cil is one of encouraging all doctors to re-

quest labeling as a matter of routine. This

Council suggests that label information need

be restricted only when such disclosure

would have a detrimental bearing on the

patient’s condition.

These factors are ones which have been
advanced to fortify the case for placing the

identity of medications on the label:

The patient has the right to be informed about
his illness and the medications prescribed for him.

In emergency situations, such as accidental poi-

soning, overdosage, or attempted suicide, immedi-
ate identification of a prescription drug from the

label may be lifesaving.

The information on the label is invaluable when
the patient changes physicians, moves to another
locality, or contacts the prescribing physician at a

time when his records are not readily available.

The information is of value in group practices in

which the patient may not always have the same
attending physician.

The information is useful to patients with aller-

gies who should know what is being prescribed.

This information on the label helps to prevent

mix-ups between two or more drugs being taken

concurrently, or between medications being taken

by different members of the family.

This information would be valuable should it

become necessary to issue a warning against the

use of a particular drug; the name on the label

would serve as a danger signal to those who have

been given prescriptions for the product.

In advocating the labeling of prescriptions

as a general practice, the AMA Council on

Drugs initially recommended the use of

prescription pads on which appear boxes

into which the physicians might place a

check indicating “yes” or “no” on whether to

label; if these boxes were left unmarked by

the physician, it was suggested the prescrip-

tion be labeled.

This position has received a favorable re-

sponse from many; others have questioned

it. The Professional Relations Committee of

the American Pharmaceutical Association

feels that unless a physician specifically re-

quests labeling the pharmacist should not of

his own volition, or upon request of a pa-

tient, disclose the ingredients in the pre-

scribed medication. This supports the con-

tention of the pharmacist who believes he

needs a directive from the physician to la-

bel; the doctor, in other words, should retain

and use his authority in making such a

decision.

Physicians and pharmacists who oppose

labeling as a routine procedure do so, ac-
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cording to the AMA Council, for some of the

following reasons:

The practice may lead to self-medication and to

“patient-prescribing” for others.

A patient who knows the drug name may com-
pare prices at different pharmacies, and thus tempt

pharmacists to bid for business on a price basis

rather than on the basis of professional service.

The information may only confuse and trouble

the patient.

The practice reduces the stature of the physician

and lowers the status of the prescription to practi-

cally that of an over-the-counter item.

Patients may put other drugs into bottles labeled

with the previous contents, which may then lead

to charges that a pharmacist dispensed the wrong
medication.

Labeling could make it easier to channel drugs

into illegal markets.

The AMA’s Drug Council believes the ad-

vantages of labeling outweigh the objec-

tions; it does, however, recognize that there

^re occasions when such labeling is inadvis-

able for psychological or other reasons, and

it should be the responsibility of the physi-

cian to recognize these and take appropriate

action.

Only in exceptional circumstances, the

Council contends, is it desirable not to re-

veal the identity of prescribed drugs under

today’s conditions. Moreover, the Council

feels the physician’s explanation to his pa-

tient regarding the purpose of a prescribed

drug and what may be expected from it,

together with the public’s growing aware-

ness of the effects of drugs—both beneficial

and harmful—will help to minimize prob-

lems that may occur occasionally.

Consultations with officers of the national

pharmaceutical organizations have been held

and, after deliberations subsequent to these

meetings, the AMA Council continues to

believe it is in the best interest of the pa-

tient for the prescription container, as a

rule, to be labeled with the name and
strength of the drug. The Council has re-

vised the “yes”-“no” box approach however,
and it now recommends the use of two sets

of prescription blanks by the physician. One
of these blanks is for routine use and is im-

printed with an order to label. The other is

for use on those occasions when labeling is

considered inadvisable. This procedure is

consonant with the ethics of medicine and

pharmacy, and it leaves with the physician

the responsibility for deciding whether the

prescription label should or should not iden-

tify the drug.

It is, furthermore, advocated that the phy-

sician always designate the number of refills

he wishes the patient to have, and that he

prescribe only the number of doses usually

required in any specific condition, since ad-

justments in dosage are often necessary to

obtain the desired result in individual cases.

It has also been recommended that any pre-

scription not showing the number of refills,

or labeled “p.r.n.” or “ad lib,” not be refilled.

The Drug Abuse Control Amendments re-

cently passed by Congress regulate the

refilling of prescriptions for stimulant and

depressant drugs. No prescription for drugs

in these classes can be renewed more than

five times, or more than six months after the

date of issue, unless the physician gives

additional authorization for refilling.

The physician’s responsibility for the

medication regimen of his patient is clear,

and he should therefore heed the pharma-

cist’s requests for specific instructions on

renewals.

Within the Iowa Medical Society there

exists an Interprofessional Activities Com-
mittee which devotes its time to considera-

tion of matters such as this. This Committee

has a counterpart body in the Iowa Pharma-

ceutical Association with which it meets

periodically. Together they seek to resolve

questions—such as the labeling and refilling

of prescription drugs—in a manner which is

In the Public Interest. These representa-

tives of two of the health professions are

anxious to have the observations of and the

cooperation of all physicians, pharmacists,

and other health personnel on important

health questions such as this.

(Reprinted from the Journal of the Iowa Medi-
cal Society, October 1966.)
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Nashville Surgical Supply Company

The Physician and Hospital's Complete Supply

& Service Source

Physicians equipment and supplies

Hospital equipment and supplies

Laboratory equipment and supplies

THE MOST COMPLETE DRUG AND BIOLOGICAL

SUPPLY SOURCE IN TENNESSEE

Distributor for Standard and Mattern X-Ray

Equipment and Supplies

24-Hour Emergency Service

Nashville Surgical Supply Co., Incorporated

1911 Church St.

Nashville, Tennessee

Phone AL 5-4601
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WOMAN’S AUXILIARY
to the Tennessee Medical Association

The Auxiliary thanks the TMA for this space as a supplement to their publication, The
Volunteer Voice, in order that worthwhile community services may be made known to

more readers through this medium. It will appear four times yearly.

Mrs. James Lester, Publicity Chairman

OUTLOOK NASHVILLE
A New Approach to an Old Problem

During World War II, the medical profession made tremendous strides in the physical

and emotional rehabilitation of its disabled veterans. The paramedical teams were re-

markably successful in their endeavor to orient these persons socially and vocationally.

However, the veterans returned to families and communities who were unprepared to

receive the changes brought about by disabilities. Parents and relatives often felt that

the handicapped required nursing and indulgence, and deserved to be waited upon in

order to assure adjustment and happiness. Exercises and daily living activities fell into

disuse. Hospital learned participation was lost to family compensation. Many of the as-

sociates of the disabled persons tried hard to make up for the disabilities and were not

aware that they had interfered with medical progress.

Even when families and close contacts were familiar with the rehabilitation process,

the veteran met a community which had not made the necessary adjustment. The lack

of this adjustment created an inability for him to realize the former hospital program to

the full advantage. Steps which should not have been a problem became “ten feet high.”

He was either over-protected by the desire to help, or ignored in the fear of the wrong
approach. The employer did not understand the absence of a faculty did not prevent

job efficiency. Much had been done to help the veteran but not enough.

Just as the community proved to be a breakdown in the post-war rehabilitation pro-

gram, it plays a major part in the lives of a number of individuals. These persons are dis-

abled from birth, accidents, or disease and make up the other part of the population of the

handicapped. They face similar problems of the veterans. Sometimes their problems

are even more disheartening. After medical help . . . then what?

Outlook Nashville was born of an idea of a new approach to an old problem. It is

an organization made up of handicapped persons, some member of a family of a loved

one, any individual or group interested in helping handicapped persons fill a normal role

at home and in the community. It is what its name implies: keeping on the “outlook”

for opportunities for the handicapped in many areas of endeavor.

The Davidson County Medical Auxiliary has joined forces with Outlook Nashville.

Because of the miracles manifested and currently recognized not only in the state but

nationally, a series of articles will be published as part of an orientation program in

order that others may institute constructive help for the handicapped. A whole new re-

source of mind and industry is being discovered. People are being trained to accept the

handicapped and are finding interest in careers in health and rehabilitation. Families are

finding relief of stress by the help of others and in turn are becoming better influences

in the lives of the disabled. Many will find that TV is no longer a baby sitter but an edu-

cational device and that the telephone can be a friend.

Those who would like information concerning this project prior to succeeding articles

may receive it by mailing a request to: Outlook Nashville, Inc., 1313 Dickerson Road,

Nashville, Tennessee 37207.
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Tennessee Medical Association's

Exclusively Approved

GROUP DISABILITY INCOME PROGRAM

Administered By

Smith, Reed, Thompson & Ellis Co.

1322 Nashville Trust Building

NASHVILLE, TENNESSEE 37201

Phone 255-7625

WILLIAM H. ELLIS, C. L. U. MGR.

JAMES T. MARSHALL, JR.

THOMAS G. HENRY

ASSOCIATES

Alden H. Smith, C. L. U.

Arthur D. Reed, C. L. U.

Joe Thompson, Jr., C. L. U.

E. Dan Smith, II

Underwritten By

Commercial Insurance Company

Newark, New Jersey
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1966 MEMBERS OF TENNESSEE MEDICAL ASSOCIATION
The list of members of the Tennessee Medical As-

sociation is published in compliance with a provision

of the Constitution and By-Taws. The data is ac-

curate as of December 10, 1966. They are arranged in

the following order:

List of active members.
Counties arranged alphabetically.

Towns in each county arranged alphabetically and
the members in each town arranged alphabetically.

List of members residing outside the state arranged
alphabetically.

List of veteran members.

List of members who have died in the year 1966.

ANDERSON
COUNTY

Andersonville

E. L. Parrott

Clinton

A. W. Bishop
P. M. Dings
Henry Hedden, Jr.

John J. Smith

Lake City

John S. Burrell
(Mbr. Knox Co.)

A'orris

S. G. McNeeley

Oak Ridge

Gould A. Andrews
Robt. P. Ball
R. R. Bigelow
Louis Bryan
Alex G. Carabia
Chas. Congdon
John P. Crews
Dexter Davis
John D. DePersio
Robt. E. DePersio
Armando DeVega
J. L. Diamond
C. Lowell Edwards
Earl Eversole
T. Guy Fortney
Seaton Garrett

(Mbr. Knox Co.)
Frank H. Genella, Jr.

Herbert Gerstner
James T. Gillespie
Francis A. Goswitz
Helen V. Goswitz
C. B. Gurney
William P. Hardy
J. M. Hays
Ernest L. Hendrix
William B. Holden
R. W. Holland
R. A. Johnson
Avery P. King
Ralph Kniseley
Thomas A. Lincoln
Lynn F. Lockett
Joseph S. Lyon
Dana W. Nance
Bill. M Nelson
Ralph G. Nichols

(Mbr. Knox Co.)
Etna Little Palmer
Lewis F. Preston
William W. Pugh
Charles J. Ragan
Thos. L. Ray
Hyman M. Rossman
Henry B. Ruley
Kyle O. Rutherford
Edward R. Seiler

C. W. Sensenbach
Paul E. Spray
George M. Stevens
Charles R. Sullivan
Daniel M. Thomas
Joe E. Tittle
Elsie V. Tompkinson
Andrew S. Wachtel
David A. White
Gino F. Zanolli

BEDFORD
COUNTY
Shelbyville

W. L. Chambers
A. L. Cooper
John S. Derryberry
Alfred Farrar
Taylor Farrar
Henry Feldhaus, Jr.

Sue W. Johnson
Grace Moulder
Earl F. Rich

(Mbr. Macon Co.)
A. T. Richards

Carl Rogers
C. T. Stubblefield
Sara Womack

BENTON
COUNTY

Camden
Wm. H. Blackburn
Robt. I. Bourne, Jr.

J. S. Butterworth
A. T. Hicks
R. L. Horton
John H. Overall, Jr.

BLEDSOE
COUNTY
Pikeville

Thomas G. Cranwell
(Mbr. Hamilton
Co.)

Rufus S. Morgan
(Mbr. Hamilton
Co.)

BLOUNT COUNTY
Alcoa

Oliver K. Agee
Joe S. Henderson, Jr.

Donald L. Lequire

Louisville

Beulah M. Kittrell

Maryville

Billy Blanks
J. H. Bowen
H. A. Callaway, Jr.

James M. Callaway
J. W. Christofferson
Mary D. Cragan
W. C. Crowder
William W. Crowder
Lynn F. Curtis
W. N. Dawson
Ted L. Flickinger
R. H. Haralson, Jr.

James T. Holder
Cecil B. Howard
H. L. Isbell

E. P. Kintner
Samuel S. Lambeth
Julian C. Lentz, Jr.
Robert F. Leyen
F. S. Lovingood
Kenneth W. Marman
D. L. McCroskey
N. A. McKinnon, Jr.

J. F. Manning
James H. Millard, Jr.
L. Q. Myers
Robert D. Mynatt
J. S. Phelan
G. Tom Proctor
James N. Proffitt

Robert D. Proffitt

B. P. Ramsey
O. L. Simpson, Jr.

H. Trent Vandergriff
Lowell E. Vinsant
John A. Yarborough

BRADLEY
COUNTY
Cleveland

Robert L. Allen
John M. Appling
D. N. Arnold
Marvin R. Batchelor
Chalmer Chastain, Jr.
Robert H. Cofer
Jack R. Free
Wm. A. Garrott
William G. Hayes
C. S. Heron
Ivan C. Humphries, Jr.
Frank K. Jones, Jr.
C. H Kimball
Clyde A. Kyle, Jr.

J. C. Lowe
Joseph McCoin

Hays M. Mitchell
E. Harris Pierce
Wm. I. Proffitt

John A. Rogness
Wm. R. Smith
W. C. Stanbery
S. J. Sullivan
Claud H. Taylor
Janies R. Thurman
Madison S. Trewhitt
J. R. Van Arsdall
Gilbert A. Varnell

CAMPBELL
COUNTY
Jellico

Charles A. Prater

La Follette

J. D. Crutchfield
M. L. Davis
P. T. Howard
P. J. O’Brien
John C. Pryse
R. C. Pryse
L. J. Seargeant
Burgin H. Wood

CANNON COUNTY
Woodbury

William A. Bryant
(Mbr. Rutherford
Co.)

Russell E. Meyers
(Mbr. Rutherford
Co.)

Ralph Moore
(Mbr. Rutherford
Co.)

CARROLL
COUNTY
Huntingdon

R. B. Wilson

McKenzie

J. T. Holmes
lames H. Robertson
Sherlie S. Walker

CARTER COUNTY
Elizabethton

Robert J. Allen
Richard Bucher
E. L. Caudill, Jr.

W. G. Frost
Royce Holsey
Floyd E. May
E. T. Pearson
Dillard Sholes, Jr.
D. J. Slagle
Charles J. Wells
James M. Willett

Roane Mountain

George W. Patterson

CHESTER
COUNTY
Henderson

Darrell King
O. M. McCallum
R. L. Wilson

CLAIBORNE
COUNTY
Harrogate

George L. Day
(Mbr. Campbell

Co.)
Roy C. Ellis, Jr.

(Mbr. Campbell
Co.)

Tazewell

Fred Reed
(Mbr. Knox Co.)

New Tazewell

Wm. N. Smith
(Mbr. Campbell Co.)

Jean C. Tarwater
(Mbr. Knox Co.)

CLAY COUNTY
Celina

Champ E. Clark
(Mbr. Overton Co.)

Billy C. Nesbitt
(Mbr. Cumberland
Co.)

COCKE COUNTY
Newport

Robert R. Henderson
Robert B. McMahan
Drew A. Mims
Wm. B Robinson
Glen C. Shults
Fred M. Valentine
Fred M. Valentine, Jr.

COFFEE COUNTY
Manchester

William D. Calhoun
Clarence H. Farrar
Howard A. Farrar
John A. Shields
Coulter S. Young

Tullahoma
R. L. Brickell
Jack T. Farrar
W. B. Frierson

(Mbr. Bedford Co.)
B. E. Galbraith
Edwin E. Gray, Jr.
Charles B. Harvey
Lloyd Hollister

J. M. King
Charles W. Marsh
Earl E. Roles, Jr.

C. C. Snoddy
Chas. Harry Webb

CROCKETT
COUNTY
Alamo

E. O. Prather, Jr.

Bells

Charles N. Hickman
R. W. Mayfield
Wm. R. Sullivan

CUMBERLAND
COUNTY
Crossville

James T. Callis

R. Gene Cravens
Carl Thomas Duer
Paul A. Erwin, Jr.

Wm. E. Evans
Harvey H. Grime
R. Donathan Ivey
H. F. Lawson
Robert M. Metcalfe
Edward C. Mulliniks
Stuart P. Seaton

Pleasant Hill

Margaret K. Stewart

DAVIDSON
COUNTY
Donelson

E. E. Anderson
Luther A. Beazley
R. B. Gaston
C. N. Gessler
Chas. H. Huddleston
Joseph E. Hurt
Orrin I.. Jones
Joe M. Miller

James B. Millis

Wm. B. Wadlington

Goodlettsville

James S. Hastie
Lee F. Kramer

Madison

Joe Gary Allison
James E. Burnes
William J. Card
Sam W. Carney, Jr.
Frederec B. Cothren
Hillis F. Evans
Julian C. Gant
George B. Hagan
James M. High
Herbert T. McCall
Jefferson C. Penning-

ton, Jr.
Robt. L. Pettus, Jr.
Joe E. Sutherland
Jack T. Swan
Harry Witztum

Madison College

Cyrus E. Kendall

Nashville

Crawford W. Adams
R. W. Adams, Jr.
Benton Adkins
Ildefonso A. Alcantara
J. W. Alford, Jr.
William C. Alford
Joseph H. Allen
Wm. E. Allison

J. Clyde Alley, Jr.
Ben J. Alper
W. L. Alsobrook
Arthur R. Anderson
Edwin B. Anderson
H. R. Anderson
James E. Anderson, Jr.

J. Sumpter Anderson,
Jr.

Robt. S. Anderson
William C. Anderson
Larry T. Arnold
Daniel Baccus, D.D.S.
Harry Baer
J. Mansfield Bailey
Thurman Dee Baker
Sidney W. Ballard
Preston H. Bandy
Edwin H. Barksdale
Paul H. Barnett
John A. Barrow, III
Allan D. Bass
Jack M. Batson
Randolph Batson
David S. Bayer
Eric Bell, Jr.

Lynch D. Bennett
George N. Benson
Edmund W. Benz
Stanley Bernard
John H. Beveridge
Otto Billig

F. T. Billings, Jr.

Geo. T. Binkley, Jr.
Russell T. Birming-
ham

Eugene L. Bishop, Jr.

Lindsay K. Bishop
Joseph M. Bistowish,

Jr.
James B. Boddie, Jr.
R. Lynn Bomar, Jr.
Arthur G. Bond
John B. Bond
Geo. W. Bounds, Jr.

Louis A. Bowick, Jr.

John M. Boylin
H. B. Brackin
H. B. Brackin, Jr.

Cloyce F. Bradley
G. Hearn Bradley
James M. Brakefield
T. F. Bridges
Thos. E. Brittingham
Stanley K. Brockman
Arthur L. Brooks
Dorothy L. Brown
James H. Brown,

D.D.S.
Edward W. Browne,

Jr.
Harrv G. Browne
J. Thomas Bryan
R. N. Buchanan, Jr.

Richard D. Buchanan
John C. Burch
Joseph G. Burd
Henry Burko
R. E. Burr
George R. Burrus
Roger B. Burrus
B. F. Byrd, Jr.
James J. Callaway
Benjamin H. Caldwell,
jr.

Richard O. Cannon
Joe M. Capps
George K. Carpenter
G. K. Carpenter, Jr.
Oscar W. Carter
Anthony D. Casparis
Norman M. Cassell
Lee F. Cayce
Robert L. Chalfant
Eric M. Chazen
Abraham P. Cheij
Amos Christie
William M. Clark
Jeannine A. Classen
Kenneth L. Classen
Everett M. Clayton, Jr.
Cully A. Cobb, Jr.
Robert T. Cochran
Robt. C. Coddington
John H. Coles, III
Harold A. Collins
John Richard Collins
Paula F. Conaway
George E. Cooke
Charles Corbin, Jr.
Orrie A. Couch, Jr.
Frederic E. Cowden
Geo. Boyd Crafton
H. James Crecraft
Jerrall P. Crook
R. R. Crowe
E. Perry Crump
W. Andrew Dale
Rollin A. Daniel, Jr.
Wm. J. Darby
Philip V. Daugherty
Michael D. Davis
G. Wm. Davis
Thomas C. Delvaux,

Jr.
Wm. A. Demonbreun
Harold C. Dennison,

Jr.
Walter L. Diveley
Wm. M. Doak
Wm. D. Donald
Earl D. Dorris
Robert T. Doster
Fred Downey, Jr.
L. Rowe Driver
Ray L. Dubuisson
Price H. Duff
George E. Duncan
Herbert Duncan
Thomas Ray Duncan
Wm. H. Edwards
Lloyd C. Elam
Paul Elcan, D.D.S.
James H. Elliott
Phillip C. Elliott

James W. Ellis

Irwin B. Eskind
Harry M. Estes
E. Wm. Ewers
Don L. Eyler
Roy C. Ezell
Wm. T. Farrar
John L. Farringer, Jr.
W. B. Farris
W. F. Faulk, Jr.
R. O. Fessey
John P. Fields
Robert M. Finks
James H. Fleming
John M. Flexner
Howard R. Foreman
Garth E. Fort

John H. Foster

S. Benjamin Fowler
Richard France
Horace M. Frazier

John IV. Frazier, Jr.
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Thomas J. Friddell
Thomas F. Frist

James L. Fuqua
Robert K. Galloway
Chas. K. Gardner
James C. Gardner
Sam V. Garrett
Charles M. Gill

J. P. Glover, Jr.

John R. Glover
l ied Goldner, Jr.

James E. Goldsberry
David K. Gotwald
Louis S. Graham
Herschel A. Graves, Jr.

Paul A. Green
Clifton E. Greer, Jr.

Newton B. Griffin

Robert J. Griffon

John W. Griffith, Jr.

John H. Griscom
Thos. W. Grizzard
Laurence A. Grossman
Milton Grossman
YVm. E. Gupton, Jr.

Arnold Haber, Jr.

David W. Hailey
Chas. E. Haines, Jr.

Wallace H. Hall, Jr.

Thos. B. Haltom
Chas. M. Hamilton
James R. Hamilton
W. M. Hamilton
Roy G. Hammonds
Axel C. Hansen
Robert A. Hardin
Robert L. Harrington
Jackson P. Harris
E. F. Harrison

(Mbr. Hamilton
Co.)

Robt. C. Hartmann
A. B. Harwell
James T. Hayes
James W. Hays
John H. L. Heintzel-

man
James B. Helme
J. L. Herrington, Jr.

John G. Herzfeld
B. K. Hibbett, III

William H. Hill

Elmore Hill, D.M.D.
I. R. Hillard
John W. Hillman
R. H. Hirsch

(Mbr. Robertson
Co.)

Glias. S. Hirshberg
Charlie Joe Hobdy
Geo. W. Holcomb, Jr.

Chas. F. Hollabaugh
John D. Hopkins, Jr.

W. W. Hubbard
James M. Hudgins
Granville W. Hudson
Jerry K. Humphreys
Janet K. Hutcheson
Robert H. Hutcheson,

Jr.
Vernon Hutton, Jr.

Maurice Hyman
M. D. Ingram, Jr.

Albert P. Isenhour, Jr.

J. McK. Ivie

J. Kenneth Jacobs
John A. Jarrell, Jr.

D. J. Johns
Alfonso P. Johnson
Ira T. Johnson, Jr.

James W. Johnson
Marshall Johnson
Chambless R. Johnston
Edmund P. Jones
John R. Jones
William R. Jones
T. M. Jordan
R. H. Kampmeier
Herman J. Kaplan
A. E. Keller

J. Allen Kennedy
Wm. G. Kennon, Jr.

John P. Kinnard, Jr.
Lowry D. Kirby
Carl T. Kitchmaier
J. A. Kirtley, Jr.
Eugene C. Klatte
Ralph R. Kling
O. Morse Kochtitzky
Leonard J. Koenig
C. J. Ladd, D.D.S.
Roland D. Lamb
Horace T. Lavely, Jr.

David H. Law
G. Allen Lawrence
Robert L. Lawrence

tResidency

A. R. Lawson
James P. Lester
Malcolm R. Lewis
Grant W. Liddle
Richard C. Light
Joanne L. Linn
Robert J. Linn
A. B. Lipscomb
E. E. Litkenhous, Jr.

Joseph A. Little

James P. Loden
A. E. Loughran
Jackson P. Lowe
S. L. Lowenstein
Frank H. Luton
Philip L. Lyle
Robt. H. Magruder
Guy Milford Maness
Edw. H. Martin,

D.D.S.
Travis H. Martin
Ralph W. Massie
Billy Joe Matter
Ben R. Mayes
Charles W. MacMillan
Robert D. MacMillan
Curtis P. McCammon
G. S. McClellan
Robt. E. McClellan
C. C. McClure, Jr.
Robt. L. McCracken
M. Chas. McMurray
Barton McSwain
Wm. F. Meacham
Arnold M. Meirowsky
Richard A. Meland
Cullen R. Merritt, II

Andrew H. Miller
Cleo M. Miller
John Maurice Miller
Lloyd C. Miller
Lee R. Minton
Carl E. Mitchell
Edwin H. Mitchell
Thomas F. Mogan
R. W. Money
Harry T. Moore, Jr.
N. B. Morris
P. G. Morrissey, Jr.
M. K. Moulder
I. Armistead Nelson
Dewey Nemec
Tom E. Nesbitt
E. V. Newman
Oscar F. Noel
Margaret S. Norris
Wm. T. Nunes
John R. Olson
Wm. F Orr, Jr.
James C. Overall
Fred D. Ownby
Richard P. Ownbey
Homer M. Pace, Jr.
Harry Lee Page, Jr.
Thomas F. Paine, Jr.
Roy Wm. Parker
Thomas F. Parrish
Bernard J. Pass
R. C. Patterson, Jr.

C. Gordon Peerman,
Jr.

Edna S. Pennington
Thos. Guy Pennington
George L. Perler
Frank A. Perry
M. A. Petrone
William A. Pettit

James M. Phythyon
David R. Pickens, Jr.
Socrates B. Pinto
Charles B. Pittinger
Phillip P. Porch, Jr.
T. Edward Potts
Robert W. Quinn
James Seay Read
Robert M. Reed
E. M. Regen
Eugene M. Regen, Jr.

S. C. Reichman
Roy J. Renfro
Vernon H. Reynolds
Lenor de Sa Ribiero
Robert K. Rhamy
John R. Rice
James P. Richards
Greer Ricketson
Douglas H. Riddell
Elkin L. Rippy
S. S. Riven
Joseph D. Robertson
Fred C. Robinson
David E. Rogers
D. T. Rolfe
Marvin J. Rosenblum
Sol A. Rosenblum
Louis Rosenfeld
P. M. Ross

Fred A. Rowe, Jr.

Robert M. Roy
Robert N. Sadler
Louis Sampson
Dan S. Sanders, Jr.

M. Houston Sarratt

Elvvyn A. Saunders
John L. Sawyers
Julia E. Sawyers

J. H. Sayers, Jr.

C. David Scheibert
Stephen Schillig, Jr.

Jack C. Schmitt,
D.D.S.

Joseph W. Scobey
Lawrence G. Schull
Herbert J. Schulman
H. Wm. Scott, Jr.

A. B. Scoville, Jr.

C. Gordon Sell

Sarah H. Sell

John L. Shapiro
Harry S. Shelley
Ben A. Shelton
Wm. F. Sheridan, Jr.

Abram C. Shmerling
Harrison H. Shoulders,

Jr.
Harrison J. Shull
D. R. W. Shupet
Wm. H. Siddon
Burton Silbert
T. E. Simpkins
Wm. T. Slonecker
Chas. B. Smith
Daugh W. Smith
Henry C. Smith
John Randall Smith
Marion L. Smith
Harvey Spark
Anderson Spickard, Jr.

Bertram E. Sprofkin
Daphine Sprouse
Richard L. Steele

Sam E. Stephenson, Jr.

Joseph Steranka
Lee Wm. Stewart
Frank W. Stevens
Hugh L. C. Stevens
William S. Stoney
Joe M. Strayhorn
W. David Strayhorn
W. D. Stravhorn, Jr.
Wilborn 1). Strode
Paul R. Stumb
Wm. D. Sumpter, Jr.

Arthur J. Sutherland
Richard P. Taber
G. J. Tarleton, Jr.

John M. Tanner
Ed L. Tarpley
Pauline Tenzel
Robert T. Terry
Andrew B. Thach, Jr.

C. S. Thomas
E. Dewey Thomas
J. N. Thomasson
John B. Thomison
Chas. B. Thorne
Spencer P. Thornton
W. O. Tirrill, Jr.

W. O. Tirrill, III

Kirkland W. Todd, Jr.

Robt. H. Tosh
C. C. Trabue, IV
William H. Tragle
Leslie E. Traughber,

Jr-
Carr A. Treherne
C. B. Tucker
John M. Tudor
Dorothy H. Turner
Wm. O. Vaughan
Joseph W. Wahl
Ethel Walker
Matthew Walker
John M. Wampler
James W. Ward
Paul H. Ward
Russell D. Ward
Thomas F. Warder
John S. Warner
Thomas S. Weaver
B. H. Webster
Bernard M. Weinstein
Arville V. Wheeler
Frank E. Whitacre
Joe T. Whitfield
Joe L. Wilhite
Earl E. Wilkinson
Edwin L. Williams
YV. Carter Williams

(Mbr. Smith Co.)
W. Carter Williams,

Jr.

John A. Wilson
Nat T. Winston

Frank G. Witherspoon
Norman E. Witthauer
Frank C. Womack, Jr.

C. C. Woodcock
M. C. Woodfin
John R. Woods
Samuel S. Wright
John K. Wright
John L. Wyatt
Sparkman H. Wyatt
Thos. B. Zerfoss, Jr.

Old Hickory

Alvin Hawkins
James K. Lawrence
R. P. Miller
Henry D. Murray
Robert D. Pilkinton
Howard C. Pomeroy
E. B. Rhea
W. W. Wilson

DECATUR
COUNTY
Parsons

H. L. Conger
Robert M. Fisher
Paul Teague

DEKALB COUNTY
Alexandria

H. Odell Mason
(Mbr. Smith Co.)

DICKSON COUNTY
Charlotte

Mary Baxter Cook
James C. Elliott

Dickson

J. T. Allen
W. A. Bell, Jr.
W. A. Crosby
Shannon Curtis
James T. Jackson
Lawrence R. Jackson
William M. Jackson
Jack S. Kaley
E. YV. McPherson

DYER COUNTY
Dyersburg

W. E. Anderson
J. Paul Baird
Thos. V. Banks
James YV. Bonds
J. D. Connell
YV. F. Craddock
W. E. David
Thomas W. Johnson
Robert T. Kerr
Elton King
O. B. Landrum
Fred Moore
J. C. Moore
William O. Murray
J. G. Price
R. David Taylor
W. I. Thornton, Jr.

L. A. Warner, Jr.
Lydia V. Watson

Newbern
YVm. L. Phillips
P. B. Widdis

Trimble

V. Art Murphy

FAYETTE
COUNTY
Somerville

John L. Armstrong
John M. Bishop
Frank S. McKnight
Lloyd H. Plemmons
Karl B. Rhea
Lee Rush, Jr.

FENTRESS
COUNTY
Jamestown

B. Fred Allred
Guy C. Pinckley
Jack C. Smith
Shelby O. Turner

FRANKLIN
COUNTY
Cowan

Charles D. Couser

Decherd

Dewey YV. Hood

Huntland
L. J. Stubblefield

(Mbr. Lincoln Co.)

Sewanee
Ruth A. Cameron
Charles B. Keppler
E. YV. Kirby-Smith

(Mbr. Coffee Co.)
H. T. Kirby-Smith
J. L. Parsons, Jr.

Winchester

Jo C. Anderton
Reynolds Fite
Gerald E. Johnson
George L. Smith
James Van Blaricum

GIBSON COUNTY
Dyer

John YV. Ellis

Humboldt
H. G. Barker
Thomas M. Crenshaw
Chas. YV. Davis
A. H. Fick
YVm. H. Roberts
Jas. D. Rozzell
George E. Spangler

Medina
Robert Morris

Milan

H. P. Clemmer
James O. Fields
F. L. Keil
James H. Williams
Philip G. Williams

Trenton

Edw. C. Barker
E. C. Crafton
James YV. Hall
Bob G. Thompson

GILES COUNTY
Ardmore

C. B. Marshall
(Mbr. Lincoln Co.)

Pulaski

Robert B. Agee
R. R. Dinella
K. M. Kressenberg
YV. H. Murrey
YV. K. Owen
J. U. Speer
D. M. Spotwood

GRAINGER
COUNTY
Rutledge

L. C. Bryan
(Mbr. Hamblen Co.)

T. J. Hill

(Mbr. Hamblen Co.)

GREENE COUNTY
Greeneville

V. R. Bottomley
Robert G. Brown
Robert S. Cowles, Jr.

Luke L. Ellenburg
Haskell W. Fox
R. B. Gibson
Hal Henard
N. P. Horner
C. D. Huffman
A. K. Husband
Ben J. Keebler
C. B. Laughlin
Haskell B. McCollum
James R. McKinney
Kenneth C. Susong

Mosheim
I. Dale Brown
G. R. Evans

HAMBLEN
COUNTY
Morristown

YV. K. Alexander
Lee R. Barclay
M. J. Bellaire

Howard T. Brock
John D. Caldwell
Kemp Davis
Donald R. Dees
C. J. Duby
Crampton H. Helms
John H. Kinser
F. J. Little, Jr.
E. Gene Lynch
R. L. Mueller
John L. Pearce
Omer Renner
J. YV. Richardson
Charles S. Scott

Powell M. Trusler

HAMILTON
COUNTY

Chattanooga

Jerome H. Abramson
Chester G. Adams
Jesse E. Adams
John YV. Adams, Jr.
Julian Adams
Wm. P. Aiken
John T. Albritton
Billy J. Allen
C. H. Alper
E. R. Anderson
Harry S. Anderson
J. J. Armstrong
I. L. Arnold
Stewart H. Auerbach
Merton Baker
Robert E. Baldwin
Fred B. Ballard, Jr.
Woodruff A. Banks, Jr.

H. B. Barnwell
George E. Beckman, Ji

E. F. Besemann
Samuel S. Binder
YV. R. Bishop
Robt. W. Boatwright
Lonnie R. Boaz, Jr.
Robert J. Boehm
YValter E. Boehm
Harry V. Bork
YVm. D. Brackett
Frank S. Brannen
E. Brook Brantly

(Mbr. Knox Co.)
Roger Breytspraak
Reid L. Brown
Edward F. Buchner

III

Arch H. Bullard
John A. Burke
Thomas L. Buttram
W. R. Buttram, Jr.
Earl R. Campbell
Earl R. Campbell Jr.

Don A. Cannon
George M. Cannon
Maurice A. Canon
E. E. Carrier
John P. Carter
Bennett YV. Caughran
Douglas Chamberlain
James Spencer
Cheatham

Edwin F. Chobot, Jr.
Charles R. Clark
Robert B. Clark, III

O. H. Clements
Frank C. Combes
J. Hicks Corey, Jr.
Dennis M. Cornett
George E. Cox
Thomas R. Cox, Jr.

James L. Craig
John M. Crowell
Tolbert C. Crowell
Doyle E. Currey
J. Tom Currey
Thos. H. Curtis
James B. Davis
James YV. Davis
O. M. Derryberry
Robt. G. Demos
Peter L. DeRuiter
Joseph J. Dodds
Richard B. Donaldson
YVm. Curtis Dowell
Stanley Jay Dressier
James R. Drake
Peter Marc Duvoisin
Albert S. Easley
A. F. Ebert
Bruce Elrod
John T. Evans
Robt. E. Eyssen

J. R. Fancher
George YV. Farris

Richard Y^an Fletcher

James Mitchell Foley
A. C. Ford
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Wm. Robert Fowler
Daniel H. Framm
Guy M. Francis

J. Marsh Frere
Augustus H. Frye, Jr.

O. C. Gass
Donald B. Gibson
G. C. Gibson, Jr.

Robt. FI. Giles, Jr.

E. Wayne Gilley
A1 W. Gothard*
Frank B. Graham
Joseph W. Graves
Wm. R. Green
Bruce F. Grotts
T. A. Grubbs, Jr.

F. Russell Hackney
Robert B. Hagood, Jr.

David P. Hall
Dorothy V. Hammett
John C. Hampton
H. Barlow Harris
Carl A. Hartung
Chas. W. Hawkins
James M. Hays
James R. Headrick
James W. Hedden
Robt. S. Heilman
H. B. Henning
Warren B. Henry
George K. Henshall,

Jr.
Keith Hester
Homer D. Hickey
John M. Higgason
J. M. Higginbotham
J. F. Hobbs
Richard G. Hofmeister
Pope B. Holliday Jr.

H. W. Hollingsworth
Benton B. Holt, Jr.

C. M. Hooper
Rudolph Hoppe
Don R. Hornsby
John O. House
W. P. Hutcherson
D. Isbell

DeWitt B. James
Gerald I. Jones
Harry E. Jones
Edward G. Johnson
Joseph W. Johnson,

Jr.

T. Paul Johnson
T. Paul Johnson, Jr.

D. B. Karr
John J. Killeffer

C. Windom Kimsey
Warren H. Kimsey
Clyde R. Kirk
Durwood L. Kirk
Gene H. Kistler

Delmas K. Kitchen
Rudolph M. Landry
Fred D. Lansford, jr.

Lawrence H. Lassiter

Joseph V. Lavecchia,

Jr.
Stewart Lawwill, Jr.

Willis E. Lemon
Ernest C. Lineberger
Philip H. Livingston
Ira M. Long
Robt. E. Mabe
Wm. B. MacGuire, Jr.

David V.
MacNaughton, Jr.

T. J. Manson
S. S. Marchbanks
C. B. C. Marsh
Fred E. Marsh
Cooper H. McCall
David P. McCallie
Augustus McCravey
Preston C. McDow
George R. McElroy
Edel F. McIntosh
J. Edward McKinney
H. C. Miles
Robert T. Miller
George A. Mitchell
Thomas C. Monroe
T. F. Mullady, III
Fay B. Murphey, Jr.

Oscar B. Murray
R. Smith Murray
Robt. W. Myers
Fujie Nakamura
Marvin M. Nathan
Merrill F. Nelson
Cecil E. Newell
E. T. Newell, Jr.
Paul V. Nolan
Frank Bernard Olsen
Robert N. Osmundsen

*In Service

Wm. C. Pallas
R. L. Patterson
E. White Patton
Martin A. Perez
Millard F. Perrin
Walter A. Peterson, Jr.

IV. Houston Price
Maurice Pruitt
Walter Puckett, III

Jesse O. Quillian
Joe Anne Quillian
Maurice Rawlings
Chas. J. Ray
Chas. W. Reavis
W. D. L. Record
E. E. Reisman, Jr.

James E. Reynolds
Gilbert M. Roberts, Jr.

Robert C. Robertson
Alfred P. Rogers
William E. Rowe
James R. Royal
Don J. Russell
Taras Harry Rvbachok
Benjamin G. Santos
Edgar L. Scott, Jr.

H. A. Schwartz
Clarence Shaw
George W. Shelton
W. J. Sheridan
Edwin H. Shuck, Jr.

Harold G. Sibold
George L. Sivils

Francis J. Smiley
Moore J. Smith, Jr.
Stewart P. Smith
Philip C. Sottong
Robert T. Spalding
James H. Spaulding
Richard F. Stappen-

beck
Eleanor Stafford
Harold J. Starr
Willard Steele

Willard H. Steele, Jr.
William A. Stem
Wm. G. Stephenson
Joseph H. Stickley

J. E. Strickland, Jr.

Harry A. Stone
Wesley Stoneburner
Mary E. Stroud
Michael M. Stump
Nat H. Swann, Jr.

Charles L. Suggs, Jr.

Chas. Ray Swift
George N. Taylor
Bernard Tepper
Jack Tepper
Marjorie Tepper
Guy K. Terrell
Chas. Roberts Thomas
Paul C. Thompson
Robt. C. Thompson
David H. Turner
A. S. Ulin
Louis Ulin
Minnie R. Vane
Wm. E. Van Order
Roger G. Vieth
Gus J. Vlasis

Muriel E. Von Wers-
sowetz

Odon F. Von Wersso-
wetz

Tames P. Wallace
Robert A. Waters
L. Spires Whitaker
Jesse L. Williams, Jr.

Julian M. Yood
George G. Young
Luther F. Young
Marion M. Young
Guy Zimmerman, Jr.

Joseph I. Zuckerman

Hixson
Nicholas B. Norris, Jr.

Paul E. Hawkins
Robert J. Pitner

Lookout Mountain
James L. Caldwell
Thomas S. Long

Signal Mountain
M. F. Langston
Arch Y. Smith

Soddy
Ann Hallett

HARDEMAN
COUNTY

Grand Junction
Nicholas H. Edwatds

Bolivar

D. L. Brint

H. H. Barham
Charles Frost
W. E. Lawrence
Edwin M. Levy
B. F. McAnulty

Whiteville

Aubrey Richards

HARDIN COUNTY
Saltillo

Howard W. Thomas

Savannah

H. D. Blankenship, Jr.

R. B. Deberry
John D. Lay
Thos. V. Roe
Howard IV7

. Whitaker,
Jr.

Thomas R. Williams

HAWKINS
COUNTY
Church Hill

Warner L. Clark
( Mbr. Sullivan-
Johnson)

Eidson

John M. Pearson

Rogersville

Ralph Gambrel
William E. Gibbons
Walter L. Goforth
IV. H. Lyons

HAYWOOD
COUNTY
Brownsville

H. L. Gilliand
David E. Stewart

John C. Thornton, Jr.

J. K. Welch, Jr.

HENDERSON
COUNTY
Lexington

R. M. Conger
C. J. Huntsman
W. F. Jones, Jr.

Maurice N. Lowry
W. C. Ramer
J. C. Stripling

HENRY COUNTY
Paris

Arthur C. Dunlap
R. Graham Fish
William P. Griffey, Jr.

John J. Harris
W. Howell
I. H. Jones
Thomas Woodrow
Minor

E. P. Mobley, Jr.

Joe D. Mobley
John E. Neumann
W. G. Rhea
Wm. Gardner Rhea,

Jr.
Kenneth G. Ross

J. Ray Smith
Thomas C. Wood

HICKMAN
COUNTY
Centerville

Parker D. Elrod
T. James Humphreys
A. Lloyd Jones

HOUSTON
COUNTY

Erin

O. S. Luton
(Mbr. Montgomery

Co.)
Albert J. Mitch urn

(Mbr. Montgomery
Co.)

HUMPHREYS
COUNTY

New Johnsonville

James John Lawson

Waverly

H. C. Capps
Autry C. Emmert
W. J. McClure

Dorris A. Sanders
Joseph W. Stephens
Arthur W. Walker

JACKSON
COUNTY
Gainesboro

E. Morgan Dudney
L. R. Dudney
Jack S. Johnson

JEFFERSON
COUNTY
Dandridge

O. L. Merritt
(Mbr. Hamblen
Co.)

Jefferson City

David C. Cawood
(Mbr. Hamblen
Co.)

John W. Ellis

(Mbr. Hamblen
Co.)

Sam C. Fain
(Mbr. Hamblen

Co.)
Frank Milligan

(Mbr. Hamblen
Co.)

Estle P. Muncy
(Mbr. Hamblen
Co.)

J. B. Sams
(Mbr. Hamblen
Co.)

Strawberry Plains

Robert W. Creech
(Mbr. Knox Co.)

R. M. Webster
(Mbr. Knox Co.)

White Pine

F. Dale Allen
(Mbr. Hamblen Co.)
E. R. Baker

(Mbr. Hamblen
Co.)

JOHNSON
COUNTY

Mountain City

Paul J. Bundy
R. O. Glenn

KNOX COUNTY
Concord

Malcolm Cobb
R. H. Duncan

Corryton

A. D. Simmons

Fountain City

A. L. Jenkins
F. H. Payne

Knoxville

Eugene Abercrombie
Alton Abslier

J. E. Acker, Jr.

James J. Acker
Wm. J. Aciiff

T. Edward Acuff
Robert L. Akin
Charles M. Armstrong
Edmund B. Andrews
John IV. Avera
Anne B. Avery
Robert M. Baker
O. E. Ballou
Floyd N. Bankston
Walter C. Beahm
Daniel F. Beals
Joe D. Beals
John Henry Bell

Spencer Y. Bell

Bruce B. Bellomy
Walter H. Benedict
Chas. IV. Black
Joe IV. Black, Jr.

Wade H. Boswell
H. O. Bourkard
Jacob T. Bradsher
Richard F. Brailey
Robert G. Brashear
Robert J. Brimi
Clayton M. Brodine
Robert T. Brooks
Fred F. Brown, Jr.

Horace E. Brown

Raymond C. Bunn
James A. Burdette
John H. Burkhart
Wm. G. Byrd
J. Ed Campbell
John IV. Campbell
Clvde L. Capps
P. H. Cardwell
C. S. Carlson
Kenneth B. Carpenter
Frederick IV. Carr
L. G. Cavlor
Jack Chesney
L. Warren Chesney
H. E. Christenberry,

Jr-
K. IV. Christenberry
H. S. Christian
C. L. Chumley
William E. Clark
Edward S. Clayton
H. G. Coker
I. Reid Collman
Edward D. Connor
David A. Corey
Dennis Coughlin, Jr.
M. L. Courtney
James B. Cox
John J. Craven
Miles S. Crowder
Joe C. Crumley
J. P. Cullum
C. Harwell Dabbs
Elvyn V. Davidson
Daniel Davis
Lloyd C. Davis
Martin Davis
Oliver DeLozier
R. V. DePue, Jr.
IV. A. DeSautelle
A. IV. Diddle
Sheldon Domm
Larry Dorsey
John H. Dougherty
Robert E. Dougherty
James E. Downs
Thomas B. Drinnen
Mary Brock Duffy
James B. Dukes
Chas. R. Earnest, Jr.

E. M. Edington
James B. Ely
Richard J. Erickson
Frank A. Faulkner
Mark P. Fecher
George Fillmore
George H. Finer

J. Marsh Frere, Jr.

Fred M. Furr
Wm. F. Gallivan
Jos. C. Gambill
Frank B. Gaylon, Jr.

Joseph I. Garcia, Jr.

Wm. H. Gardner
George L. Gee, Jr.

Garrison Geller
Robert H. Gentry
Chas. Frank George
J. Vivian Gibbs
Carl E. Gibson
Robt. B. Gilbertson
Richard A. Gillespie

Abner M. Glover
B. D. Goodge
James R. Guyton, Jr.

T. F. Haase, Jr.

Walter S. E. Hardy
David N. Hawkins
J. T. J. Hayes, Jr.

M. L. Hefley
George G. Henson
Zelma L. Herndon
Howard K. Hicks
Hubert C. Hill

Oliver IV. Hill, Jr.

Victor Hill
R. L. Hobart, Jr.
David F. Hoey
Leon C. Hoskins
George Turner
Howard, Jr.

Moses IV. Howard
Fred E. Hufstedler
Perry M. Huggin
Charles C. Hutson
E. C. Idol
Geo. L. Inge
C. E. Irwin
Harry H. Jenkins
Joe Breese Johnson
Francis S. Jones
Paul L. Jourdan
Margaret E. Joyce
George M. Katibah
William M. Keeling
A. Pat Kelly
H. M. Kelso

A. Glenn Kennedy
John O. Kennedy
John E. Kesterson
Stacy H. Kinlaw
Victor H. Klein, Jr.
Lamar L. Knight
Willis F. Kraemer
Wm. G. Laing
A. Hobart Lancaster
Robert F. Lash
William M. Law
F. K. Lawson
Robert P. Layman
Walter J. Lee, Jr.
R. J. Leffler

John H. Lesher
Robert A. Lewis
Felix G. Line
Thomas L. Lomasney
Frank London
Henry H. Long
John Roberts
Maddox, Jr.

Gershom Mailman
Margaret Maynard
Bruce R. McCampbell
William J. McCoy
M. D. McCullough
William E. McGhee
Carroll McGinnis
Joseph S. McMurry
Robert IV. Meadows
Edwin E. Miller
William O’Miller
Foy B. Mitchell
Jack M. Mobley
Ralph H. Monger
John D. Moore, Sr.

John D. Moore, Jr.
Owen D. Moore
Travis E. Morgan
Robt. IV. Morris, Jr.

James E. Moseley
G. E. Murray
William S. Muse
Tames D. Myers
J. B. Naive
Carl A. Nelson, Jr.

John R. Nelson, Jr.

William A. Nelson
H. L. Neuenschwander
Robert IV. Newman
Eugene P. Niceley
Hazel M. Nichols
G. T. Novinger
Elvin B. Noxon
Kenneth A. O’Connor
R. A. Obenour
Harry K. Ogden
Homer C. Ogle
B. M. Overholt
Nicholas D. Pappas
Reese IV. Patterson,

Jr.

Robert F. Patterson,

Jr.

Wm. L. Patterson
Charles G. Peagler
Jarrell Penn
H. Dewey Peters
Ira S. Pierce
Cecil E. Pitard
William F. Powell
Bruce R. Powers
Wilson IV. Powers
H. Hammond Pride
Thomas C. Prince, Jr.

James C. Prose
John A. Range
Toe L. Raulston
Freeman L. Rawson
IV. Gilmer Reed
Wm. H. Reeder
Paul D. Richards
*Bill N. Riggin
N. G. Riggins
John C. Rochester
Frank T. Rogers
Wm. K. Rogers
‘James M. Rouse
Burton M. Rudolph
Kenneth B. Rule
Richard C. Sexton
Digby G. Sevmour
T. H. Saffold
Karl T. Sammons
Alex B. Shipley
Elton E. Shouse, Jr.

Kenneth F.. Shoemaker
E. Chas. Sienknecht
Frank J. Slemons
Chas. C. Smeltzer

E. B. Smith

J. Gordon Smith
Joe T. Smith
Vernon I. Smith
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W. E. Smith
James L. Southwoith
J. Hooper Stiles, Jr.

Thos F. Stevens

J. M. Stockman
Wm. K. Swann, Jr.

E. L. Tauxe
Dale A. Teague
Philip C. Thomas
Wm. M. Tipton
Lucian W. Trent
Geo. M. Trotter
M. Frank Turney
Thomas W. Vance
Hubert H. Vesser
Norma B. Walker
Calvin R. Wallace
Sidney L. Wallace
Donald E. Wallis
C. L. Walton
R. G. Waterhouse
David H. Waterman
J. H. Waters, Jr.

David T. Watson
Glenn F. Watts
Alvin J. Weber, Jr.

Roy A. Wedekind, Jr.

Arthur W. Welling
Fred West
Herbert F. White
Roger E. White
Richard L Whittaker
John W. Whittington
Robert B. Whittle
Richter H. Wiggall
Richard B. Willing-
ham

Lee L. Williams
M. L. Williams
G. A. Williamson, Jr.

Perry J. Williamson
Leon J. Willien
Stephen G. Wilson, Jr.

John H. Wolaver
George H. Wood
R. B. Wood
James P. Worden
O. Horace Yarberry, Jr.

Vernon H. Young
Vincent T. Young
Eugene G. Zachary
Charles R. Zirkle

George A. Zirkle, Jr.

Mascot

John C. Adler

LAKE COUNTY
Ridgely

W. B. Acree

Tiptonville

J. R. Holefield
E. B. Smythe

LAUDERDALE
COUNTY

Halls

J. T. Elmore
J. G. Olds

Ripley

A. J. Butler, Jr.

James Howard Rags-
dale

Wm. H. Tucker
P. W. Walker, Jr.

Claude R. Webb

LAWRENCE
COUNTY

Lawrenceburg
V. H. Crowder
W. O. Crowder
Boyd P. Davidson
Norman Henderson
James C. Pludgins, Jr.

L. B. Molloy
V. L. Parrish
W. S. Sutherland
Carson E. Taylor

Loretto

Ray E. Methvin
M. H. Weathers

LEWIS COUNTY
Hohenwald

Edgar D. Akin
B. J. Smith

*In Service

t Residency

LINCOLN
COUNTY
Fayetteville

Edwin E. Blalock
Anne U. Bolner
L. M. Donaldson
William D. Jones
Ben H. Marshall
Robert E. McCown
J. V. McRady
*B. G. Norwood
T. A. Patrick, Jr.

C. D. Toone
Paul E. Whittemore
Wm. McKinney Young

LOUDON COUNTY
Lenoir City

Harold D. Freedman
(Mbr. Knox Co.)

Walter C. Shea, Jr.

R. V. Taylor
(Mbr. Knox Co.)

Loudon
Corrie Blair

(Mbr. Knox Co.)
Samuel A. Harrison

(Mbr. Knox Co.)
W. B. Harrison

(Mbr. Knox Co.)
Wm. T. McPeake

(Mbr. Knox Co.)

J. R. Watkins
(Mbr. Knox Co.)

MACON COUNTY
Lafayette

C. C. Chitwood, Jr.

Jack C. Clark
E. M. Froedge
Max E. Painter

MADISON
COUNTY
Bemis

Allen N. Williams, Jr.

Jackson
Clyde V. Alexander
Harold K. Alsobrook
Thomas K. Ballard
R. J. Barnett
G. H. Berryhill
Jack H. Booth
Wm. H. Brooks
Swan Burrus
Swan Burrus, Jr.
Hughes Chandler
Edward F. Crocker
Wm. G. Crook
G. B. Dodson, Jr.

J. E. Douglass
Roy A. Douglass, Jr.
Clarence Driver
Blanche Somerville
Emerson

Blair D. Erb
James R. French
Fred M. Friedman
Oliver H. Graves
W. W. Harrison
Geo. Harvey, Jr.

G. Edward Hazelhurst
Bobby C. Higgs
Robert S. Hill
C. L. Holmes
Ren House
G. B. Hubbard
Chester K. Jones
G. Frank Jones
Leland M. Johnston
Duval H. Koonce
James D. Lane
James A. Langdon, Jr.

Donald Ray Lewis
Harold T. Mclver
Robert B. Mandle
A. L. Middleton
Jesse A. Miller
H. N. Moore
A. J. Mueller
Lamb B. Myhr
R. M. Neudecker
George Pakis, Jr.

L. G. Pascal, Jr.

James A. Phillips

John G. Riddler
Robert J. Smith
Charles C. Stauffer

James L. Thomas
J. R. Thompson, Jr.

S. Allen Truex
R. T. Tucker, Jr.
F. E. Williamson, Jr.

George B. Wyatt
Paul E. Wylie
H. R. Yarbro

MARION
COUNTY
Jasper

H. G. McMillan
(Mbr. Hamilton
Co.)

South Pittsburg
Horace E. Elmore

(Mbr. Hamilton
Co.)

J. B. Havron
(Mbr. Hamilton
Co.)

William Headrick, Jr.

(Mbr. Hamilton
Co.)

Hiram B. Moore
(Mbr. Hamilton
Co.)

Eugene Ryan
(Mbr. Hamilton
Co.)

Viston Taylor, Jr.

(Mbr. Hamilton
Co.)

Whitwell
Cleo Chastain

(Mbr. Hamilton
Co.)

Wm. G. Shull
(Mbr. Hamilton
Co.)

MARSHALL
COUNTY
Lewisburg

Kenneth P. Brown, Jr.
Hoyt C. Harris

J. C. Leonard
tjaraes W. Limbaugh,

Jr.
H. A. Morgan, Jr.

Kenneth J. Phelps
Wm. S. Poarch
J. F. Rutledge, Jr.
Wm. L. Taylor
J. E. Tennell
Joseph F. Von Almen
W. A. Walker

MAURY COUNTY
Columbia

D. B. Andrews
Wendell Bennett
Charles R. Brite
Rufus R. Clifford, Jr.
William N. Cook
Eldon S. Dummit, Jr.*
Edward Ewton
Wm. G. Fuqua
C. C. Gardner, Jr.
Daniel R. Gray, Jr.
John W. Harris
Valton C. Harwell, Jr.

Harry C. Helm
Wm. N. Jernigan
Ralph Kustoff
Ambrose M. Langa
Robin Lyles
Geo. R. Mayfield, Jr.
Clay R. Miller
Lawrence R. Nickell
Edwin K. Provost
B. J. Vinson
Leon S. Ward
J. W. Wilkes, Jr.

Thomas K. Young, Jr.

Mt. Pleasant
Allyn M. Lay
Tavlor Rayburn, Jr.

J. O. Williams, Jr.

McMINN COUNTY
Athens

Charles T. Carroll
L. D. Curtner
William M. Davis
R. W. Epperson
W. Edwin Foree
Wm. E. Foree, Jr.
R. Danny Hays
Robert G. Hewgley
Milnor Jones
John H. Lillard

John C. McKenzie
John L. Montgomery
J. A. Powell, Jr.

Helen M. Richards
L. H. Shields

Robert W. Trotter

Englewood
J. F. Cleveland
Charles R. Moore

Etowah
Wm. K. Frye
John C. Sharp
H. P. Whittle

McNAIRY
COUNTY
Adamsville

Harold W. Vinson

Selmer
T. N. Humphrey
Harry L. Peeler
Wm. M. Phillips
James H. Smith
Montie E. Smith, Jr.

MONROE
COUNTY

Madisonville
R. C. Kimbrough
F. Houston Lowry
Horace M. McGuire

Sweetwater

J. H. Barnes
joe H. Henshaw
D. F. Heuer, Jr.
T. A. Lowry
Charles G. Stockard
Joe K. Wallace
J. E. Young

Vonore
Troy Bagwell

(Mbr. Knox Co.)

MONTGOMERY
COUNTY
Clarksville

Edward R. Atkinson
J. F. Bellenger
Carlos R. Brewer
F. D. Coleman
E. P. Cutter
Sam M. Doane, Jr.
Dawson Durrett, Jr.

M. M. Green
V. H. Griffin

B. T. Hall
I. E. Hampton
T. K. Hepler
Bryan T. Iglchart
Howard R. Kennedy
R. C. Koehn
J. H. Ledbetter, Jr.

William G. Lyle
F. J. Malone, Jr.

Frank G. McCampbell
Curtis McGown
lames L. McKnight
F. C. Petty
Jack Ross
A. F. Russell
D. R. Shipley
Marion E. Spurgeon
Charles A. Trahern
Harold V. Vann
Trov A. Walker
William H. Wall, Jr.
Paul E. Wilson
R. M. Workman
John Fay Wright, Jr.

MOORE COUNTY
Lynchburg

F. Harlan Booher
(Mbr. Lincoln Co.)

OBION COUNTY
Kenton

Alden H. Gray
(Mbr. Consolidated
Counties)

Troy
Chesley H. Hill

Union City

Maurice M. Acree, Jr.

J. Kelly Avery
M. A. Blanton, Jr.

Harold D. Butler
H. W. Calhoun
Joe Campbell
Wm. N. Carpenter
Robert E. Clendening
B. O. Garner
Dan C. Gary

R. L. Gilliam, 11

Wm. V. Ginn, Jr.

(Mbr. Shelby Co.)
Lawrence W. Jones
E. P. Kingsbury, Jr.

R. G. Latimer, Jr.
E. McCall Morris
James W. Polk
Malcolm T. Tipton
0. A. Zeller, Jr.

OVERTON
COUNTY
Livingston

M. E. Clark
H. B. Nevans
Denton D. Norris
W. G. Quarles, Jr.

J. M. Roe

PERRY COUNTY
Linden

B. L. Holladay
Gordon H. Turner,

Jr.

PICKETT COUNTY
Byrdstown

John F. Cason
(Mbr. Rutherford
Co.)

POLK COUNTY
Copperhill

H. H. Hyatt
(Mbr. Hamilton
Co.)

J. T. Layne
(Mbr. Hamilton
Co.)

W. C. Zachary, Jr.
(Mbr. Knox Co.)

Ducktown
Wm. R. Lee

(Mbr. Hamilton
Co.)

PUTNAM
COUNTY
Algood

J. T. Moore, Jr.

Cookeville
Jack L. Clark
Katherine Goff
Crawford

1. T. Deberry
Stephen T. Farr
Wm. C. Francis
Kenneth L. Haile
Wm. A. Hensley, Jr.
Clarence L. Jones
Robert V. Larrick

J erre Lowe
Thurman Shipley
Wm. S. Taylor
J. Fred Terry
Claud M. Williams

Monterey
C. A. Collins
T. M. Crain

RHEA COUNTY
Dayton

Ernest A. Forsten
(Mbr. Hamilton
Co.)

Lester F. Littell

(Mbr. Hamilton
Co.)

J. J. Rodgers
(Mbr. Hamilton

Co.)
W. A. Thomison

(Mbr. Hamilton
Co.)

Spring City
Kenneth Gould

(Mbr. Hamilton
Co.)

ROANE COUNTY
Harriman

JA. Julian Ahler
Thomas L. Bowman
Elbert C. Cunningham
Fred J. Hooper
Lewis T. Howard
H. Stratton Jones
L. A. Killeffer

Kingston
Carolyn A. Beard
Charles Moorefield
John R. Sisk
Nat Sugarman
Robert E. Wilson

Oak Ridge
(See Anderson Co.)

Oliver Springs
S. J. Van Hook

Rockwood
John T. Chesney
Thomas A. Fuller
Robert S. Hicks
tjack Lindsay
George Shack lett

John V. Snodgrass, Jr.

ROBERTSON
COUNTY
Cedar Hill

R. H. Elder

Cross Plains
Ora W. Ramsey

Ridgetop
E. E. Bottsford

Springfield

J. W. Atwood
Sue C. Atwood
Warren G. Hayes
John M. Jackson
C. M. Looney
J. R. Quarles
N. H. Raines
W. P. Stone
John B. Turner
Raymond H. Webster
J. E. Wilkison

RUTHERFORD
COUNTY

Murfreesboro
Carl E. Adams
Joseph C. Bailey

J. T. Boykin
John M. Bryan
William E. Coopwood
B. S. Davison, Jr.
David T. Dodd
Paul C. Estes
Francis M. Fesmire
Jacob N. Fidelholtz

(Mbr. Davidson
Co.)

R. James Garrison
S. C. Garrison, Jr.
T. Gilbert Gordon
Richard E. Green
A. E. Harvey
Sam H. Hay
R. D. Hollowell
Kenneth D. Hunt
J. Capers Jones
J. K. Kaufman
Lois M. Kennedy
Chas. W. Lewis
Fred R. Lovelace
M. B. Murfree, Jr.
Eugene P. Odom
Robert G. Ransom
Creighton Rhea
Robert S. Sanders
Wm. W. Shacklett
Charles Smith
W. Radford Smith
Olin Williams, Jr.

J. Howard Young, Jr.

Smyrna
Robert H. Hackman

SCOTT COUNTY
Oneida

M. F. Frazier
Maxwell E. Huff
H. M. Leeds
Roy L. McDonald
Milford Thompson

SEQUATCHIE
COUNTY
Dunlap

Leslie D. Ekvall
(Mbr. Hamilton

Co.)
Charles Graves

(Mbr. Hamilton
Co.)

SEVIER COUNTY
Gatlinburg

Ralph H. Shilling

Charles E. Waldroup
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Sevierville

*Troy J. Beeler
R. A. Broady
John M. Hickey, Jr.

Chas. L. Roach
tCecil D. Rowe
John L. Sonner, II

Pigeon Forge
Hilda Jane Walters

Seymour
James B. Bell

(Mbr. Knox. Co.)

SHELBY COUNTY
Arlington

Malcolm A. Baker

Bartlett

Edgar S. Wilson
Jerry F. Randolph

Collierville

John E. Outlan

Cordova
L. IV. Diggs

Germantown
John T. Carter, Jr.

Memphis
Sara E. Abbott
Robert F. Ackerman
John Q. Adams
L. H. Adams
Ralph M. Addington
Henry L. Adkins
Justin H. Adler
Lorin E. Ainger
Garabed H. Aivazian
Howard Thos. Akers
Albert M. Alexander
James E. Alexander
Chester G. Allen
F. Pearson Allen
Frank S. Allen
Robert G. Allen
F. H. Alley
Jacob Alperin
James L. Alston
J. P. Anderson
Lewis D. Anderson
Sam B. Anderson, Jr.
William F. Andrews
Donald N. Anishanslin
Robert A. Anthony
John IV. Apperson, Jr.

William H. Armes,
Jr.

J. M. Aste
H. E. Atherton
Leland L. Atkins
Edgar L. Austin
Richard L. Austin
John Andrew

Avgeris
IV. IV7 . Aycock
J. C. Ayres, Jr.

J. Earl Baker
John IV. Baird
George F. Bale
Leon Thomas Banakas
George L. Barker
Aden W. Barlow, Jr.
IV. Winston Barnard
Tames R. Barr
Jerome N. Barrasso
John M. Barron
G. H. Bassett
Emmett D. Bell, Jr.
Steven H. Bell
Arthur L. Bellott, Jr.
Hal E. Bennett
B. F. Benton
Wm. M. Berton
J. M. Bethea
Richard O. Bicks
Albert IV. Biggs
James D. Biles, Jr.

E. S. Birdsong, Jr.
C. R. Bishop
IV. A. Bisson
IV. T. Black, Jr.
Carolyn F. Blackwell
Basil A. Bland, Jr.
Breen Bland
Phil B. Bleecker
Herbert Blumen
Harry B. Blumenfeld
Robert F. Bonner
Howard A. Boone
James L. Booth

*In Sendee
t Residency

C. Whitman Borg
Mary Ellen S.

Bouldin
R. L. Bourland
Earl P. Bowerman
Wm. K. Bowman, Jr.

H. B. Boyd
Boyer M. Brady, Jr.
Winston Braun
R. R. Braund
Clara A. Brawner
James T. Bridges
Carey Bringle
Louis G. Britt

Louis P. Britt, Jr.

D. A. Brody
Joseph H. Brock
Maury Bronstein
Brown Brooks
George IV. Brown
James S. Brown
Lawrence E. Brown
Wm. R. Brown
Harry G. Bryan
James IV7 . Bryant
IV. D. Burkhalter
Wm. Francis Buchner
Richard G. Burns
Wm. B. Burrow
Orlin D. Butterick, Jr.

James S. Byas
Shed H. Caffey
R. A. Calandruccio
Edward P. Caldwell
M. K. Callison
Alvro M. Camacho
Ernest A. Canada
Dee James Canale
Charles A. Cape
Dominic J. Cara, Jr.

Bland IV7 . Cannon
Robert S. Caradine, Jr.

D. M. Carr
David S. Carroll
Dan Carruthers, Jr.

Harvey IV. Carter
L. L. Carter
A. H. Chamberlain, Jr

J. M. Chambers, Jr.

Ewin S. Chappell
Fenwick IV7

. Chappell
Charles P. Cheatham
R. E. Ching
Joseph M. Chisolm
Glenn M. Clark
James A. Clark, Jr.

Charles L. Clarke
Hugh Adams Clarke
E. IV7

. Cocke, Jr.
Lawrence L. Cohen
F. H. Cole
Sidney A. Coleman
B. C. Collins
James H. Collins
Frank H. Collins
E. D. Connell
John P. Conway
Charlie Walter Cooper
George Cooper, Jr.
George A. Coors
Giles A. Coors
G. Daniel Copeland
Arthur A. Cox
Erwin M. Cox
Rufus E. Craven
E. A. Crawford
S. E. Crawford
Loyd V. Crawford
P. T. Crawford
A. H. Crenshaw
Thomas K. Creson, Jr.

Robert N. Crockett, Jr
C. V. Crosswell
Joseph E. Crupie
Terry P. Cru thirds

James IV. Culbertson
Alvin J. Cummins
Ray E. Curie
Thomas A. Currey
Orin L. Davidson
Harry Davis
Norman H. Davis
J. M. Davis
Charles J. Deere
Hubert L. Dellinger,

Jr.
V. J. Demarco
McCarthy DeMere
Richard DeSaussure
Alice R. Deutsch
Melvin Wayne DelVees
Don Dewindle

J. L. Dies
Phillip H. Dirmeyer
Don E. Dismukes
John M. Dobson

John B. Dorian, Jr.

Thomas G. Dorrity
Chas. V. Dowling
Paul T. Drenning
John K. Duckworth
Horton DuBard
Wm. Lloyd Duncan
Marion Dugdale
IV. D. Dunavant
James T. Duncan, Jr.

Hamel B. Eason
Leslie E. Eason
Elmer S. Eddins
Allen S. Edmonson
Joseph A. Elgart
E. U. Epstein
Cyrus C. Erickson
Patsy Ruth Erwin
James N. Etteldorf
C. Barton Etter
O. A. Eubanks, Jr.

J. D. Evans
M. L. Evans
B. E. Everett, Jr.

William H. Fancher
Cornell C. Faquin, Jr.

Harold G. Farley
Turley Farrar
Cyrus C. Farrow, Jr.
Harold Feinstein
James Rodney Field
Daniel F. Fisher
James B. Flanagan
Irvin D. Fleming
Julian G. Fleming
A. R. Flowers, Sr.

Nancy C. Flowers
Max Foner
Arthur T. Fort
Hugh Francis, Jr.

Jerry Thomas Fran-
cisco

Chas. E. Frankum
IV

7
. Edward French

Burt Friedman
Eugene IV7

. Gadberry
James T. Galyon
Joseph C. Garbarini,

Jr.
Herbert C. Gardner
Edward L. Gegan
Elsbeth Gehorsam
Lewis IV7 . George
D. Frederick Gioia
C. E. Gilliespie

John J. Gilluly
B. H. Ginn
George E. Gish
James Robert Givens
Thomas C. Gladding
Willard G. Glass
M. E. Glasscock, III
Wm. Cole Godsey
Fred A. Goldberg
D. IV. Goltman
Martha Ferguson Goss
H. B. Gotten
Nicholas Gotten
Robert D. Gourley
Thomas E. Goyer
Conrad L. Grabeelf
IV. H. Gragg, Jr.

John F. Gratz, Jr.

Lester R. Graves, Tr.

Allan E. Green, Jr.

Arthur IV. Green
C. R. Green
Jack Greenfield
Jerrv IV7 . Grise
A. J. Grobmyer, Jr.
Pauline Grodsky
Fred T. Grogan, Jr.
Morton L. Gubin
Walter S. Guinee
Tames S. Haimsohm
Hollis H. Halford, Jr.

Jack R. Halford
Emmett R. Hall, Jr.

V. A. Hall
Margaret A. Halle
James C. Hancock
Ralph S. Hamilton
Wm. T. Hamilton
John B. Hamsher
Ethel Ashton Harrell
Oscar B. Harrington
Buford T. Harris
Mallory Harwell
Howard B. Hasen
Tames E. Hasselle, III

Fred Erdman Hatch,
Jr.

A. Kenneth Hawkes
C. D. Hawkes
Jean M. Hawkes
C. L. Hay

L. K. Haynes
Thomas G. Head
Walter H. Henley
Louie C. Henry
A. L. Herring
Roger Lew Hiatt
George B. Higley
George B. Higley, Jr.
Fontaine S. Hill
James M. Hill
E. E. Hines
IV7

. K. Hoffman, Jr.

J. E. Holmes
John Pierce Holman,

Jr.
Sherman H. Hoover
Leo G. Horan
Arthur E. Horne
Glenn E. Horton
Hubert L. Hotchkiss
C. H. Householder
John L. Houston
Hector S. Howard, Jr.
William T. Howard
James G. Hughes
John D. Hughes
Max O. Hughes
Robert R. Hughes
John V. Hummell
Sam E. Hunter
Wiley Carter Hutchins
J. H. Ijams
C. IV. Ingle
A. J. Ingram
John Marcus Ivie
Charles E. Jabbour
J. T. Jabbour
Thos. M. Jackson
H. J. Jacobson
Hal P. James
Lois K. Jarred
Oliver C. Jeffers

Geo. Wm. Jenkins, II
Anthony P. Jerome
J. Don Johnson
Halvern H. Johnson
Thomas H. Johnson
A. M. Jones
George P. Jones, Jr.

Joe Paul Jones
R. Luby Jones
Sidney D. Jones, Jr.
Robert G. Jordan, Jr.

A. Wilson Julich
Edward Steven Kaplan
Jerry Kaplan
Stanley B. Kaplan
Lyman A. Kasselberg
Harvey L. Kay, Jr.

Marvin M. Keirns
Ernest G. Kelly
Jerry Ray Kennedy
Henry G. Kessler
Yoon C. Kim
Robert P. Kline
Charles M. King
J. C. King
Howard H. Kitchens
IV. F. Klotz
George S. Knapp, III
F. H. Knox, Jr.

Robert L. Knox
Sheldon B. Korones
Alfred P. Kraus
Bernard M. Kraus
Melvin M. Kraus
Cary M. Kuykendall
N. IV7 . Kuykendall, Jr.

J. Warren Kyle
Lucius M. Lamar, Jr.

H. Z. Landis
C. G. Landsee
Daniel M. Lane
Herbert G. Lanford
Frank A. Latham
M. IV7 . Lathram
A. E. Laughlin
H. G. La Velle, Jr.

Robert E. Lawson
Ling Hong Lee
Melvyn A. Levitch
Gilbert J. Levy
L. C. Lewis
P. M. Lewis
Hilary F. Linder
Alys H. Lipscomb
Geo. R. Livermore, Jr.

D. G. Lockwood
Charles E. Long
William E. Long
J. C. Lougheed
Varna P. Love
Martha A. Loving
George S. Lovejoy
Edward H. Mabry
IV. F. Mackey

Ray IV7 . Mackey
Holt B. Maddox
James K. Maguire
Battle Malone, II

T. P. Manigan
John C. Mankin
Philip M. Markle
Carl D. Marsh
George IV7 . Marten
Tinnin Martin, Jr.
Joseph D. Mashburn
A. D. Mason, Jr.
Walter L. Mason
Wm. VV. Mason
Gordon L. Mathes
0. S. Matthews
William P. Maury, Jr.
R. F. Mayer
L. H. Mavfield
John T. McAskill
Robert P. McBurney
Chas. B. McCall
John IV. McCall
John G. McCarter, Jr.
B. F. McCleave
James G. McClure
D. C. McCool
L. K. McCown
E. F. McDaniel, Jr.

John L. McGee, Jr.
John P. McGraw
John E. McIntosh
Eugene E. McKenzie,

Jr-

J. Wesley McKinney
A. M. McLartv
B. E. McLartv
Richard P. McNelis
George McPherson
Elise T. McQuiston
Thomas IV.

Meriwether
Wm. E. Metzger
A. H. Meyer, Jr.
Robert M. Miles
Lee IV7 . Milford, Jr.
C. IV. Miller, Jr.
Fox Miller
George L. Miller, Jr.
Harold R. Miller
Joseph H. Miller
Richard A. Miller
Richard Braun Miller
Richard D. Miller
Richard IV7 . Miller
Dan C. Mills
Geo. T. Mills
T. Purvis Milnor, Jr.
1. C. Minkin
B. G. Mitchell
E. D. Mitchell, Jr.
IV7

. R. Mitchum
E. C. Mobley
J. C. Mobley, Jr.
Wm. L. Moffatt
E. M. Molinski
Ralph H. Monger, Jr.
David F. Moore
Fontaine B. Moore, Jr.

James A. Moore
Marion R. Moore
Moore Moore, Jr.
IVm. H. Morse
Ralph F. Morton
Wm. H. Moshier
Henry Moskowitz
T. P. Moss
T. C. Moss
R. Lyle Motley
Ernest Eric Muirhead
Kenneth J. Munden
Wade T. Murdock
Francis Murphev
Walter H. Murphy
IV7 . F. Murrah, Jr.

Roland H. Myers
John P. Nash
Chas. Lea Neely, Jr.
John C. Newton
Thomas IV7 . Nichols
George C. Nichopoulis
Eugene R. Nobles, Jr.

John Davis Nofzinger
Robert S. Norman
Wm. C. North
Wm. L. Northern, Jr.
D. IV. Oelker
Evelvn Bassi Ogle
L. C. Ogle
IV. S. Ogle
Claude D. Oglesby
Charles B. Olim
J. C. Orman
Phil E. Orpet, Jr.

Wm. J. Oswald
Alfred H. Page

Gene R. Page
Roy Colvin Page
Joseph B. Parker, Jr.

Charles IV'. Parrott, Jr.
Samuel Paster
Morris Pasternack
James IV7

. Pate
Rushton E. Patterson,
Russell H. Patterson,

Jr.

Sam Polk Patterson
Bernard S. Patrick
Raphael N. Paul
G. E. Paullus, Jr.
Iris A. Pearce
John D. Peeples, Jr
John V. Pender, Jr.
B. L. Pentecost
IVm. C. Phelps
Jerry Clyde Phillips
Maurice C. Pian, Jr
Jorge A. Picaza
John D. Piggott
James A. Pitcock
Samuel Ellis Pitner, Jr
Alan B. Platkin
Gerald I. Plitman
R. M. Pool
C. H. Porter
Huey H. Porter
James H. Price
Stephen A. Pridgen
IVm. R. Pridgen
Edward McCall Priest
L. C. Prieto
Billie Harold Putman
S. L. Raines
IV. T. Rainey
Darwin IV7 . Rannels
R. Beverly Ray
John J. Redmon
Edward IV7 . Reed
Robert C. Reeder
Harvey C. Reese, Jr.
H. Eugene Reese
John M. Reisser, Jr.
IV. E. Rentrop
Walter A. Rentrop
Hal S. Rhea
Charles R. Riggs
IV'. Webster Riggs, Jr.
George A. Riley
Edwin N. Rise
M. J. Roach, Jr.

James Thos. Robertson
J. A. Roane
S. Gwin Robbins
C. G. Robinson
James A. Robinson
IV. P. Rochelle
Gordon K. Rogers
E. IVm. Rosenberg
Nathaniel E. Rossett
Joseph A. Rothschild
Robert M. Ruch
Walter A. Ruch, Jr.

H. G. Rudner
Henry G. Rudner, Jr.

John IV. Runyan, Jr.

J. M. Russell, Jr.

Fred P. Sage
Nathan C. Salky
Lehman C. Sammons
L. C. Sanders
S. H. Sanders
IV7 . T. Satterfield

IV7 . T. Satterfield, Jr.

A. F. Saville, Jr.

Donald E. Schaffer

S. J. Schaeffer, Jr.

David E. Scheinberg
Schayel R. Scheinberg
Betty J. Schettler
Glen P. Schoettle
Jerome Schroff
P. C. Schreier
Elmer C. Schultz

Joseph L. Scianni
Benjamin F. Scott

C. B. Scott
Daniel J. Scott, Jr.

Edwin L. Scott
Joseph M. Scott

James L. Seale

Jack Segal
M. P. Segal
E. C. Segerson
R. E. Semmes
Norman D. Shapiro
John L. Shaw
Martin C. Shea, Jr.

J. J. Shea, Jr.

L. L. Sheely
IV'm. E. Sheffield

James R. Shelton

Paul Henry Sherman
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Roger T. Sherman
Leslie Bowlin Shu-
make

Saul Siegel
Michael N. Silverman
Teresa Silverman
James C. H. Simmons
Elizabeth F. Sinclair
Paul R. Sissman
Edward F. Skinner
Henry T. Slawson, Jr.

Avron A. Slutsky
Alvin E. Smith
Hugh Smith
Vernon I. Smith, Jr.

Frank W. Smythe, Jr.

John J. Sohm
Phineas J. Sparer
Win. O. Speight, Jr.

Eugene J. Spiotta

Douglas H. Sprunt
C. Cooper Stanford
Thos. V. Stanley, Jr.

Ray G. Stark
William P. Stepp
Thomas N. Stern

Cleo W. Stevenson
E. M. Stevenson
E. N. Stevenson
M. J. Stewart
Edward H. Storer

Gene H. Stollerman

J. Fred Strain
Henry T. Stratton

A. N. Streeter

Odis Strong
Robt. J. Stubblefield
Robert L. Summitt
Thoralf M. Sundt, Jr.

E. W. Sydnor, Jr.

Hall S. Tacket
R. S. Talley
Mark H. Tanenbaum
Finis A. Taylor
Robert C. Taylor
W. W. Taylor
Morton J. Tendler
Amos Lee Thomas
Don R. Tielens
Wm. C. Threlkeld
Robert Edwin Tooms
Robert J. Trautman
A. B. Tripp
Merlin L. Trumbull
I. Frank Tullis, Jr.

H. K. Turley, Jr.

John C. Turley
P. A. Turman
R. B. Turnbull
Steve H. Turnbull, Jr.

George R. Turner
Arliss H. Tuttle
Austin R. Tyrer, Jr.

Wm. T. Tyson, Jr.

Jefferson D. Upshaw,
Jr.

Robert A. Utterback
Edmund Utkov
E. A. Vaccaro
Helen Key Van Fossen
C. F. Varner
Walter E. Verner
Leonard J. Vernon
Sidney D. Vick
John R. Vincent
David E. Wade
Francis C. Walker
James W. Walker
Richard H. Walker
Richard P. Walker
Fred C. Wallace
Tames A. Wallace
Peter B. Wallace
Maurice E. Waller
Thomas L. Waring
O. S. Warr, Jr.

W. W. Watkins
J. J. Weems
Alva B. Weir, Jr.

t Residency

Jan B. Wemple
Samuel Wener
T. H. West
Thos. Jefferson White,

Jr.
William G. White
J. E. Whiteleather
Gene L. Whitington
W. L. Whittemore
I. D. Wiener
W. Wiggins Wilder
Ephriam B. Wilkinson,

Jr.
H. G. Williams
Paul H. Williams
Gordon L. Wills
John R. Wills
Harry W. Wilson
Harwell Wilson
James E. Wilson
John M. Wilson
Andrew A. Windham
J. B. Witherington
Matthew W. Wood
George R. Woodbury
Linda P. Woodbury
Richard L. Wooten
C. W. Woolley
Howell D. Woodson
C. H. Workman, Jr.

Jerry L. Worrell
Earle L. Wrenn, Jr.

J. Leo Wright
L. D. Wright, Jr.
Lawrence D. Wruble
Henry Wurzburg
C. F. Yates
Jack G. Young
John D. Young, Jr.

Bernard M. Zussman

Millington

Paul J. Batson, Jr.f
A. J. Cates
Fletcher Goode
Billy W. King

SMITH COUNTY
Carthage

Hugh E. Green
D. Gordon Petty
Frank T. Rutherford,

Jr.

Tom White
Thayer S. Wilson

STEWART
COUNTY
Dover

Albert R. Lee

SULLIVAN COUNTY
Blountville

J. W. Erwin

Bristol

(Tenn.-Va.)

Harry W. Bachman
Frank S. Blanton, Jr.
Talmadge Buchanan
W. C. Carreas
N. J. Chew
Bennett Cowan
A. S. Crawford
Wm. S. Credle
John Robert Esther
Wm. M. Gammon
Walter R. Gaylor
Thomas W. Green
Waverly S. Green, Jr.
Bernard C. Grigsby
Wm. C. Grigsby
Chas. J. Harkrader
Ellis U. Harr
Basil T. Harter
Wm. H. Johnson
King A. Jamison
Ronald C. Kelly

Tom H. Kuhnert
J. O. Marcy
Fred C. McCall
George W. McCall
James G. McFaddin
B. W. Mongle
Marion J. Murray, Jr.
Floyd E. Nicley
Wade Nowlin
Robert A. Repass
Guy C. Richardson
W. F. Schmidt
Hal S. Stubbs
F. W. Sutterlin
Frederick Vance, Jr.

S. S. Whitaker
Sidney A. Wike
H. P. Williams

Kingsport

M. J. Adams
Robert N. Alexander
James L. Allen
Edmond L. Alley
Donald W. Bales
Cleland C. Blake
Robert L. Banner
James H. Boles
Harlis O. Bolling
Paul F. Brookshire
H. J. Brown
J. Sam Brown
Robert Hyatt Brown
D. G. Burmeister
W. B. Camp
Edward K. Carter
D. P. Chance
Robt. C. Christensen
L. C. Cox
Paul W. Cox
John L. Dallas
Floyd Davis
Robert D. Doty
W. C. Eversole
Wm. Allen Exum
Frank S. Flanary

J. Frank Fleming
Billy N. Golden
Elmer A. Green
James J. Hamilton
William Harrison, Jr.

Marshall D. Hogan, Jr.

R. J. Jarvis
Robert H. Jernigan
Malcolm M. Jones, Jr.

Robert C. Jones
Robert E. Keith
Kenneth R. Kiesau
Joseph A. King
Kenneth C. Lynch
Robert E. Maddox
Joseph K. Maloy
Eugene M. Maul
Frederick G. McCon-

nell

John R. McDonough
H. J. Michals
John FI. Moore
John E. Munal
James B. Nichols, Jr.

Robert E. Northrop
Frank B. O’Connell,

Jr.
R. E. Pearson
Edgar E. Perry
Jacob R. Pierce

J. S. Powers, Jr.

Norman S. Propper
J. Shelton Reed
Nathan A. Ridgeway,

Jr.
Clav A. Renfro
H. W. Rule
W. E. Scribner
Merrit B. Shobe
J. E. Shull

Lyle R. Smith
Warren Y. Smith
R. T. Strang
Wm. P. Templeton
James S. Vermillion

William B. Walters
John B. Warren
J. Dwight Whitt
H. Jackson Whitt
W. A. Wiley
J. E. Williams

SUMNER
COUNTY
Gallatin

Joseph R. Blackshear
Joe D. Cox
W. M. Dedman
Halden W. Hooper
Wm. N. Massey
Robert A. Moore
Clarence R. Sanders
Walter H. Stephenson
James R. Troutt, Jr.
R. C. Webster
John B. Wallace

Hendersonville

Charles M. Cowden
(Mbr. Davidson
Co.)

W. Gordon Doss
Charles M. Gillitt

J. Wesley Osborne
(Mbr. Davidson
Co.)

Portland

Albert G. Dittes
James T. Ladd
Ralph W. Simonton,

Jr.

Westmoreland

Thomas F. Carter

TIPTON
COUNTY
Covington

Warren A. Alexander
Travis L. Bolton
N. L. Hyatt
Billie Shelton
McCullough

J. S. Ruffin, Jr.
H. S. Rule
Frank D. Sutton, Jr.
James D. Witherington

Munford
H. W . Vaughan
A. S. Witherington, Jr.

TROUSDALE
COUNTY
Hartsville

Edgar K. Bratton
(Mbr. Smith Co.)

Ira N. Kelley
(Mbr. Sumner Co.)

UNION COUNTY
Maynardville

John A. Marsee
(Mbr. Knox Co.)

UNICOI COUNTY
Erwin

Robert M. Glasgow
R H. Harvey
N. E. Hyder, Jr.
H. L. Monroe

VAN BUREN
COUNTY
Spencer

Margaret Wrenn
Rhinehart

WARREN
COUNTY

McMinnville

Wallace Bigbee
J. P. Dietrich

J. Franklin Fisher

J. C. Gaw
James L. Moore
C. E. Peery, Jr.

T. E. Phillips
B. C. Smoot

WASHINGTON
COUNTY

Johnson City

C. E. Allen
William P. Bailey, Jr.
Justin C. Blevins
J. R. Bowman
E. T. Brading
Duane C. Budd
G. J. Budd
E. M. Campbell
Lewis F. Cosby, Jr.
Alfred N. Costner
Douglass H. Crockett
Horace P. Cupp
H. B. Dearman
B. E. Dossett, Jr.
T. J. Ellis

Walter Fleischmann
C. W. Friberg
Byron W. Frizzell

Lyman A. Fulton
Newton F. Garland
James Warren Gibson
Latvrence E. Gordon,

Jr.
Clarence E. Goulding
Charles S. Gresham
James O. Hale
Ben D. Hall
Walter D. Hankins
Charles H. Hillman
Sam Huddleston
John F. Lawson
Carroll H. Long
Gordon L. Mason
W. T. Mathes, Jr.
T. P. McKee
J. B. McKinnon
Walter A. McLeod
E. A. Meeks
Ray W. Mettetal
Walter R. Miller
Richard Morrison, Jr.
Harry Myron, Jr.

Peter A. Oliva
Orland S. Olsen, Jr.

C. O. Parker
Robert E. Piston
Tohn P. Platt

Wallace L. Poole
Thomas P. Potter, Jr.

W. G. Preas
James J. Range
Gilbert A. Rannick
B. A. Richardson
Kenneth Roark
Clarence L. Ruffin

J. M. Sams
George K. Scholl

A. D. Shelton
Howell W. Sherrod
M. Sidky-Afifi

Charles K. Slade
Mel D. Smith
Edward B. Steffner

Earl J. Sullivan
Hugh F. Swingle, Jr.

Lawrence G. Thorne
C. J. Vandiver
Edward T. West, Jr.

John M. Wilson
Charles P. Wofford

Jonesboro

Sells Blevins
H. B. Cupp

Limestone

G. V. Stanton

Mountain Home
C. M. Creech
F. B. Kelly
Martin Kerlan
Harry N. Waggoner
Shelburne D. Wilson

WAYNE COUNTY

Waynesboro
A. K. Ghosh
(Mbr. Lawrence Co.)

Dexter L. Woods
(Mbr. Lawrence Co.)

WEAKLEY
COUNTY

Dresden

Ed. H. Welles, Jr.
Paul W. Wilson

Gleason

Robert M. Jeter

Greenfield

tEdward T. Frank, Jr.
Ira F. Porter
Nathan F. Porter

Martin

Melvin K. Bottorff
R. W. Brandon, Jr.
Sam J. Denny
G. S. P log
O. K. Smith
Enos C. Thurmond,

Jr.

WHITE COUNTY

Sparta

W. H. Andrews
Robert F. Baker
Donald Bradley
Charles A. Mitchell
C. B. Roberts
Leighton H. Smith, Jr.

WILLIAMSON
COUNTY

Franklin

W. F. Encke
Harry J. Guffce
Robert M. Hollister
Howell P. Hoover, Jr.
R. H. Hutcheson
Anthony Joel Lee
Walter W. Pyle

J. L. Willoughby
Eugene S. Wolcott

WILSON COUNTY

Lebanon

Robert C. Bone
James C. Bradshaw,

Jr.

Joe F. Bryant
Morris D. Ferguson
A. T. Hall
R. C. Kash
lames P. Leathers
Drew McFarland, III

S. B. McFarland
T. R. Puryear

J. H. Tilley

W. K. Tilley

R. Phillips Turner

MEMBERS RESIDING OUTSIDE OF TENNESSEE
Batizy, Gustav A., San Antonio Hospital, San Antonio, Texas
Bonney, Walter A., University of Virginia Medical Center, Mor-
gantown, West Virginia

Burrus, Swan B., 106 Thomas Building, Tupelo, Mississippi
Brinkley, Billy B., 633 State Street, Bristol, Virginia
Brown, Kenneth P., Ill, Kanakanak Native Hospital, Dillingham,

Alaska
Crawley, William D., Jr., 783 Chicamauga Avenue, Rossville,

Georgia
Cooper, Betty M., 3802 West Lawn, Amarillo, Texas 79109
Crouch, Henry W., Apt. #7, 37 Blackburn, Belleville, Illinois
Crounse, Kenneth, 55 Austin Place, Staten Island, New York

Denniston, Joseph C., Route #1, Georgetown, Del. 19947
Deminico, Charles P., Miller Health Center, Gainesville, Florida

Eldon S. Dummit, Jr., 16 Antolak St., Ft. Rucker, Ala.

Grant, Burton P., Anderson Hospital, Houston, Texas
Goldman, I. Ralph, 1136 West 63rd St., Los Angeles, California

Graeme, Jock L., 556 Morris Avenue, Summit, New Jersey
Hampton, Hobart M., Weber City, Virginia

Jackson, Lawrence C., P.O. Box 534, Matlocha Station, Fort

Myers, Florida
Ludington, D. Clifford, Jr., Adventist Hospital, Box 240, Ben-

gazi, Africa
vfahon, George S., Dept, of Pathology, Colorado State Hospital,

Pueblo, Colorado
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Mayer, J. Andrew, American College of Surgeons, 55 East Erie
St., Chicago, 111. 60611

Lovejoy, Wm. M., 13016 Montmarte, St. Louis, Missouri
Mills, David M., 375 Edgewood Avenue, Teaneck, New Jersey
Ranck, Edward B., Briarcliff Hotel, Atlanta, Georgia
Roberts, A. D., 4302 Ocean Drive, Corpus Christi, Texas
Shelamer, Arthur M., USAID, c/o State Dept., Mail Room,

Washington, D. C.
Shull, V. F., Mulberry, Indiana
Solomon, John J., Bells Mills Road, Bethesda, Maryland
Steadman, Hunter M., 1223 Thomas, Denton, Texas
Stump, Michael M., Trinity Hospital, Minot, North Dakota
Ward, A. Neal, 539 Grove Ave., Barrington, Illinois

Wells, Charles E., 1212 Hill Street, Durham, North Carolina
Wright, James C., 201 Richmond Avenue, Rossville, Georgia

DECEASED MEMBERS 1966
Lequire, C. B., Maryville Blount
Arnold, D. N., Cleveland Bradley
Gilbert, J. F., Cleveland Bradley
Lincoln, C. L., Elizabethton Carter
Brown, M. F., Nashville Davidson
Core, Wm. J., Nashville Davidson
Cowan, Sam. C., Jr., Nashville Davidson
Gammel, Zeke C., OId Hickory Davidson
Herbert, R. N., Nashville Davidson
Lester, James D., Nashville Davidson
Gayden, Hamilton V., Nashville Davidson
Sullivan, Robert E., Nashville Davidson
Warner, Paul L., Nashville Davidson
Conyers, Percy A., Dyersburg Dyer
Prather, E. O., Jr., Alamo .Crockett
West, F. K., Rossville Fayette
McRee, W. C., Trenton Gibson
Phlegar, Robert J., Washburn Hamblen
Nease, L. S., Newport Hamblen
Johnson, J. E., Chattanooga Hamilton
Kimball, John E., Jr., Chattanooga Hamilton
Lyons, G. C., Surgoinsville Hawkins
Veltman, Henrietta, Paris Henry
Nester, Murlin, Bisbee, Arizona Lawrence
Leach, Robert S., Knoxville Knox
McReynolds, R. L., Knoxville Knox
Penn, Herschel, Knoxville Knox
Maddox, John W., Ardmore Lincoln
Alsobrook, Harold K., Jackson Madison
Collins, Tate B., Jackson Madison
Gordon, Joe T., Lewisburg Marshall
Clarke, C. Y., Mount Pleasant Maury
Woodard, Bernard H., Springhill Maury
Arrants, W. R., Athens McMinn
Mattson, Dale William, Cookeville Putnam
Moore, J. T., Sr., Algood Putnam
Witherington, R. L., Clermont, Florida Putnam
Zirkle, G. P., Kingston Putnam
Allen, E. B., Murfreesboro Rutherford
Ingle, R. J., Sevierville Sevier
McCall, R. A., Sevierville Sevier
Gordon, J. O., Memphis Shelby
Guthrie, Nobel W., Memphis Shelby
Kimmell, W. F., Memphis Shelby
Leatherwood, T. F., Memphis Shelby
Lotz, John PL, Memphis Shelby
Lovejoy, W. H., Memphis Shelby
Mims, W. D., Memphis Shelby
Mitchell, F. Tom, Memphis Shelby
Walker, W. Hamilton, Memphis Shelby
Howard, B. Roy, Kingsport Sullivan
Thackston, J. Frederick, Bristol Sullivan
Lindsey, L. J., Covington Tipton
Hall, John R„ Johnson City Washington
Woodward, W. T., Roan Mountain Washington
Rice, Tandy C., Franklin Williamson

VETERAN MEMBERS
James S. Hall, Clinton Anderson
M. L. Connell, Wartrace Bedford
B. L. Burdette, Shelbyville Bedford
T. R. Ray, Shelbyville Bedford
J. S. Tipton, Friendsville Blount
K. A. Bryant, Maryville Blount
Roy A. Douglass, Sr., Huntingdon Carroll
R. T. Keeton, Bruceton Carroll
L. E. Trevathan, Bruceton Carroll
Estill L. Caudill, Sr., Doctors Bldg., Elizabethton Carter
Elisha Farrow, Bells Crockett
Lawrence A. Chrouch, Pleasant Hill Cumberland
W. B. Anderson, 2723 Wortham Drive, Nashville . ... Davidson
Anna M. Bowie, 1616 18th Ave., So., Nashville Davidson
C. E. Brush, 2320 West End Ave, Nashville Davidson
B. F. Byrd, Sr., 301 7th Ave., No., Nashville Davidson
Will Camp, Rock Island Davidson
Wm. R. Cate, 1100 Stonewall Dr Davidson
John S. Cayce, Mid-State Medical Center, Nashville .... Davidson
Theodore W. Davis, 148 Woodmont Blvd., Nashville. . Davidson
T. D. Dailey, Old Hickory, Doctors Bldg Davidson
W. C. Dixon, Doctors Building, Nashville Davidson
Beverly Douglas, 425 Sunnyside Drive, Nashville Davidson
Henry L. Douglass, Doctors Bldg., Nashville Davidson
L. W. Edwards, 2001 Hayes St., Nashville Davidson
Robert M. Foote, 2917 22nd Ave., Nashville Davidson
Horace C. Gayden, Doctors Bldg., Nashville Davidson
Julian Gant, 935 Sanitarium Drive, Madison Davidson
R. W. Grizzard, Howell Place, Nashville Davidson
George A. Hatcher, College Grove Davidson
O. S. Hauk, Tennessee State Prison, Nashville Davidson

J. B. Hibbitts, Jr., Bennie-Dillon Bldg., Nashville ... Davidson
William Higginson, 608 Monroe St., Nashville Davidson
J. Harvill Hite, Bennie Dillon Bldg., Nashville Davidson
Wm. A. Horan, 1104 Ordway Place, Nashville Davidson
Hollis E. Johnson, 2122 West End Avenue Davidson
W. P. Law, Hawkins Road, Westmoreland Davidson
John M. Lee, 3730 Whitland Ave., Nashville Davidson
John J. Lentz, 3705 Central Ave, Nashville Davidson
Milton Smith Lewis, Bennie Dillon Bldg., Nashville . .Davidson
IV. P. Manlove, 4212 Brush Hill Road, Nashville ... Davidson
C. C. McClure, Sr., 5650 Hillsboro Rd., Nashville Davidson
Theodore Morford, 3510 Woodmont Blvd., Nashville ..Davidson
D. L. Mumpower, 1126 Howard Ave., Nashville .. .Davidson
Oscar G. Nelson, 1310 Church St., Nashville Davidson
T. G. Pollard, Doctors Building Nashville Davidson
Bruce P’Pool, Doctors Building, Nashville Davidson
W. E. Reynolds, 1200 Plymouth Ave., Nashville Davidson
B. T. Rucks, 6228 Cellini St., Coral Gables, Fla Davidson
Nathaniel S. Shofner, Doctors Bldg., Nashville Davidson
Brian T. Shorney, 4807 Granny White Pike, Nashville Davidson
H. S. Shoulders, Imperial House, Bosley Springs Rd.,
Nashville Davidson

S. R. Teachout, Glencourt Apts., Nashville Davidson
Harold Truebger, 820 Normal Circle, Memphis Davidson
Harlin Tucker, 303 Park Manor, 115 Woodmont Blvd.,

Nashville Davidson
Robert J. Warner, 204 Hillwood Dr., Nashville Davidson
Jack Witherspoon, Doctors Bldg., Nashville Davidson
John B. Youmans, Franklin, RFD 3, Davidson
Kate Savage Zerfoss, 767 8th Ave., No,, Nashville Davidson
Thomas B. Zerfoss, 310 24th Ave., So., Nashville Davidson
J. A. Ledbetter, Dyersburg Dyer
John W. Morris, Somerville Fayette
Fred K. West, Rossville Fayette
O. N. Torian, Sewanee Franklin
M. D. Ingram, Trenton Gibson
W. C. McRee, Trenton Gibson
IV. J. Johnson, Pulaski Giles
Wm. A. Lewis, Pulaski Giles
L. E. Coolidge, Greeneville Greene
J. G. Hawkins, Greeneville Greene
IV. T. Mathes, Greeneville Greene
L. P. Brooks, Chatta. Bk. Bldg., Chattanooga Hamilton
Wm. R. Buttram, 408 McCallie Ave., Chattanooga ..Hamilton
John L. Cooley, Tarpon Springs, Florida Hamilton
John E. Frazier, Gnome Trail, Lookout Mtn Hamilton
Paul M. Golley, 707 No. Bragg, Lookout Mtn.,
Chattanooga Hamilton

Oscar D. Groshart, Provident Bldg., Chattanooga Hamilton
Chester L. Lassiter, 415 Ham. Bk. Bldg., Chattanooga . Hamilton
Stewart Lawwill, Sr., 1108 Med. Arts Bldg Hamilton
H. O. Long, 1605 Woodland Road, Chattanooga ... Hamilton
Wm. H. Marsh, 1702 Carroll Lane, Chattanooga Hamilton
Harold J. McAlister, 1301 Dodds Ave., Chattanooga ..Hamilton
A. M. Patterson, Medical Arts Bldg., Chattanooga ..Hamilton
John B. Steele, 106 Morningside Drive, Chattanooga . Hamilton
G. Victor Williams 905 Tremont, Chattanooga Hamilton
J. Knox Tate, Bolivar Hardeman
G. C. Lyons, Surgoinsville Hawkins
O. M. Swanay, Rogersville Hawkins
T. C. Chapman, Brownsville Haywood
E. B. Paschall, Paris Henry
T. A. Caldwell, Jefferson City Jefferson
Eben Alexander, Eastern State Hospital, Knoxville Knox
M. C. Bowman, Woodson Drive, Knoxville Knox
Wm. R. Cross, Medical Arts Bldg., Knoxville Knox
Henry K. Cunningham, Med. Arts Bldg., Knoxville ....Knox
Ray V. DePue, Doctors Bldg., Knoxville Knox
Lucile Dooley, 1979 Maplewood Drive, S.E., Knoxville . . .Knox
IV. F. Dorsey, 513 West Church Ave., Knoxville Knox
J. Ralph Hamilton, Doctors Bldg., Knoxville Knox
Louis A. Haun, Med. Arts Bldg., Knoxville Knox
M. L. Jenkins, Corryton Knox
R. L. McReynolds, Med. Arts Bldg., Knoxville Knox
Alfred F. Miller, 820 Temple, Knoxville Knox
J. F. Morrow, Doctors Bldg., Knoxville Knox
S. Joe Platt, Blount Prof. Bldg., Knoxville Knox
IV. W. Potter, 318 West Cumberland, Knoxville Knox
IV. D. Richards, 3138 Linden Ave., Knoxville Knox
John R. Smoot, 3011 Broadway, Knoxville Knox
Dan R. Thomas, Med. Arts Bldg., Knoxville Knox
James L. Dunavant, Ripley Lauderdale
J. R. Lewis, Ripley Lauderdale
J. W. Danley, Lawrenceburg Lawrence
IV. E. Boyce, Hohenwald Lewis
A. L. Griffith, Elora Lincoln
T. E. Ashley, Fayetteville Lincoln

J. E. Sloan, Fayetteville Lincoln
IV. T. Fitts, 700 West Forest St., Jackson Madison
John C. Pearce, 420 East Main, Jackson Madison
John E. Powers, East Chester St., Jackson Madison
G. C. English, Mt. Pleasant Maury
Wm. J. Cameron, Sweetwater Monroe
IV. A. Rogers, Tellico Plains Monroe
J. H. Carr, Oakdale Morgan
Lex Dyer, Cookeville Putnam
L. M. Freeman, Granville Putnam
IV. A. Howard, Cookeville Putnam
J. S. Hawkins, Springfield Robertson
Marshall Brucer, Rt. 4, Box 203, Tucson, Arizona Roane
James Carr, Oakdale Roane
W. Stanley Barham, 118 N. Spring St., Murfreesboro Rutherford
Joseph E. J. King, Murfreesboro, Box 899 Rutherford
Sam H. Patterson, 420 No. University, Murfreesboro Rutherford
D. T. Chambers, Norma Scott

Robert F. Thomas, Pitman Center Community Sevier

O. H. Yarberry, Sevierville Sevier
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Chester Allen, 322 St. Andrews Fairway, Memphis Shelby
Samuel Anderson, 956 Hiawatha, Memphis Shelby
Daniel Anthony, 220 So. Claybrook, Memphis Shelby
Paul J. Batson, Jr., 4660 Bateman, Millington Shelby
Charles Bender, 1733 Union Ave., Memphis Shelby
R. L. Bowlin, Exchange Bldg., Memphis Shelby
L. F. Boyd, 2067 Hailwood Drive, Memphis Shelby
Kinsey M. Buck, 1192 Madison Ave., Memphis Shelby
Juan R. Cabrera, V.A. Hosp., Houston, Texas Shelby
E. G. Campbell, 1118 Madison Ave., Memphis Shelby
Clarence Chaffee, Cordova Shelby
W. C. Colbert, 899 Madison Ave., Memphis Shelby
T. N. Coppedge, 1807 Harbert, Memphis Shelby
John E. Cox, 1414 Lamar, Memphis Shelby
C. C. Craddock, 3187 Brookmeade, Memphis Shelby
Joseph A. Crisler, Jr., 264 Windover Road, Memphis . . . Shelby
R. R. Davenport, 664 No. McLean, Memphis Shelby
John L. Dies, Exchange Bldg., Memphis Shelby
H. B. Everett, 2541 Broad Street, Memphis Shelby
R. B. Flaniken, 1115 Madison Ave., Memphis Shelby
C. H. Glover, Exchange Bldg., Memphis Shelby
W. H. Gragg, Sr., 1597 Jackson Avenue, Memphis Shelby
Emmett R. Hall Exchange Bldg., Memphis . . .Shelby

J. F. Hamilton, 869 Madison Ave., Memphis Shelby
B. F. Hardin, Hickman Bldg., Memphis Shelby
Joel J. Hobson, 1442 Harbert Ave., Memphis Shelby
Thomas L. Holliday, 1603 Wheaton, Memphis Shelby
A. G. Hudson, 3474 Southern Avenue, Memphis Shelby
H. B. Jacobson, 114 No. McLean Ave., Apt. 2, Memphis Shelby
D. H. James, 1125 Exchange Bldg., Memphis Shelby

J. A. James, 1125 Exchange Bldg., Memphis Shelby
Thomas F. Leatherwood, 835 Exchange Bldg., Memphis Shelby
C. H. Marshall, 904 Exchange Bldg., Memphis Shelby
C. R. Mason, 14 West Mallory Ave., Memphis Shelby

J. W. Mason, 606 Chelsea Ave., Memphis Shelby
R. F. Mason, 188 So. Bellevue, Memphis Shelby

J. J. McCaughan, 1201 Madison Ave., Memphis Shelby
Ralph B. McCormick, 1473 Madison Ave., Memphis . . . Shelby

J. A. McIntosh, Col. Mut. Tower, Memphis Shelby
A. H. Meyer, Sr., Sterick Bldg., Memphis Shelby
L. P. Pearce, 103 Terrace Dr., Sheffield, Alabama Shelby
Philip A. Pedigo, 3752 Healy Rd., Memphis Shelby
W. H. Pistole, 899 Madison Ave., Memphis Shelby
Arthur R. Porter, Jr., 220 So. Claybrook, Memphis Shelby
J. W. Ragsdale, 1001 Madison, Memphis Shelby
James R. Reinberger, 1374 Madison Ave., Memphis ...Shelby
Alma B. Richards, 1214 Central Ave., Memphis Shelby
Walter W. Robinson, 1074 Madison Ave., Memphis . . Shelby
W. L. Rucks, 3314 Poplar Ave., Memphis Shelby
P. B. Russell, 3654 Park Ave., Memphis Shelby
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